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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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EDITOR'S LETTER
Welcome to the latest edition of Northern Ireland
Healthcare Review!
I’m an organiser at heart and I always
have been. Lists, timetables, schedules,
deadlines – I swear by them all. I remember
on my 14th birthday, when all my friends
had asked for scooters and skateboards, I
begged for a specific lilac leather Filofax
which I had seen in our local stationery
shop months prior. It’s not like I had any
actual plans to record – besides the timings
of my favourite Nickelodeon programmes
(which I already knew by heart anyway)
– yet I persevered and ensured that every
page was promptly filled with my plotting
and rambles.
However, like the rest of the population,
the last year stripped me of my forwardthinker status and forced me to be solely in
the present; for once in my life focussing
only on each day instead of beckoning
the next. The time I usually spent inking
my plans was transferred into refreshing
my news apps. The effort I typically
invested into checking my friends’ future
availability, I transferred into checking up
on their daily wellbeing.
And now that the grains of normality
are slowly stacking up again and making
plans is no longer viewed as an infeasible
prospect? Well, I’m terrified. I missed the
organiser that I was and am, but stepping
into this role again feels daunting. What if,
once solidified, my expectations collapse
again? What if looking ahead is just too
scary?

After compiling this edition’s content,
I’m realising that there is more hope to be
found in adapting and moving forward
than there is in remaining still. It’s this
ethos that underpins our upcoming 22nd
Northern Ireland Healthcare Awards
which – in compliance with updated
COVID-19 guidance – will celebrate the
sector and its unwavering heroes. You can
check out the finalists and their remarkable
stories from page 25 onwards.
Also in this issue, The Aplastic Anaemia
Trust share not only the pandemic’s impact
on the aplastic anaemia community,
but their 2021 plans to understand this
ever-shifting landscape (page 16), and the
British Dietetic Association examine the
role of evidence-based nutrition messaging
(page 62).
Elsewhere, Raj Thuraisingham,
Consultant Nephrologist, considers how
coronavirus has changed the way healthcare
works from the perspective of a transplant
professional (page 37), and find out about
the launch of a new healthcare campaign,
The Hidden Lifesavers (page six).
Take care.

Overcoming pandemic fatigue

GASTROENTEROLOGY
Dietetic contributions to care

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

To connect with your local UCB Pharma Ltd representative, please call or e-mail:
Tel:+44 1753 534 655. E-mail:UCBCares.UK@ucb.com
Website:www.ucbpharma.co.uk
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MAKING THEIR
VOICES HEARD

Evidence from over 400 people in
Northern Ireland with Crohn’s or Colitis
– also known as Inflammatory Bowel
Disease (IBD) – and seven specialist
IBD health services illustrates that
the picture of care across the region
is costing some patients their health
and the NHS millions in unnecessary
emergency treatment. How can we
move towards making this complex
condition a priority with a clear
government strategy? Crohn’s & Colitis
UK, as part of IBD UK, explore.
A new report from IBD UK – a coalition
of leading health specialists in Crohn’s
and Colitis care, including charities,
professional organisations and Royal
Colleges – reveals a picture of IBD care
in Northern Ireland which was already
stark prior to the COVID-19 pandemic.
The ‘Crohn’s and Colitis Care in the
UK: The Hidden Cost and a Vision for
Change’ report is the most comprehensive
assessment of UK care ever undertaken
from the unique perspective of both the
services delivering care and the patients
receiving it.1
The impact is significant, with ongoing
research showing that there are now an
estimated 14,000 people living with IBD
in Northern Ireland.2 Lifetime costs for
IBD are comparable to heart disease and
cancer, yet IBD is not as well-known or
understood among the general public,
with 79 per cent of people surveyed saying
that they felt that the public had little to
no understanding of IBD.3 The report
showed that services are under strain and
struggling to meet the 2019 IBD Standards
put in place to ensure the best outcomes
for patients.4
Sarah Sleet, CEO at Crohn’s & Colitis
UK and Chair of IBD UK, explained,
‘Crohn’s and Colitis are serious conditions
which aren’t taken seriously. They cost the
NHS as much as cancer and heart disease

4
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for each patient, and can be as devastating,
but they lag behind in the recognition
and support needed to improve lives.
Unacceptably high levels of emergency
care and delays to diagnosis, investigations,
and surgery, exacerbated by the COVID19 pandemic, are signs of services under
pressure and a model of care which is not
working. The report sets out a vision for
change – this needs to be prioritised by
governments across the UK and supported
with a defined long-term strategy.’
The report found that one of the
key issues in Northern Ireland is the
variation in terms of service provision,
processes, and staffing levels between
services across the region, meaning that
people with Crohn’s and Colitis don’t
always have access to the full range of
specialist care they need. Most services
are falling far short of meeting the IBD
Standards recommendations for crucial
roles, including IBD nurse specialists,
dietitians, and psychologists. 90 per cent of
respondents in Northern Ireland reported
that they didn’t have a personalised care
plan and those who didn’t have access to
a team of IBD specialists were more likely
to report that they felt unable to cope with
their condition over the previous year.
‘I really struggled mentally and cried
most days. My IBD nurses are fantastic
NIHR
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and I asked them if there was someone
I could speak to professionally about it
all to help me cope better only to be told
there is no-one available. The IBD team
have so much to deal with I think this
needs to be looked at. These conditions are
life-long and I don’t understand how the
government can’t see that more staff are
needed, especially counsellors. It’s not just
about having surgery or medicine to help
you but the stress and anxiety play a big
factor which is what I struggle with and
that adds to the flare-ups. It all falls under
the one umbrella.’
Person with IBD from Northern Ireland
(anon)

THE NORTHERN IRELAND IBD
INTEREST GROUP

The Northern Ireland IBD Interest Group,
in partnership with Crohn’s & Colitis
UK, have previously supported the need
for specialist psychological posts for IBD
services, but we need to see the full range
of specialist care made available to people
living with IBD in Northern Ireland, so that
their individual needs can be supported.
Dr Andrew Murdock, Chair of the
Northern Ireland IBD Interest Group,
stated, ‘The IBD UK National Report
provides evidence that IBD care needs
to be higher up the Northern Ireland
health agenda. During the pandemic
IBD services had to develop alternatives
to the traditional face-to-face model
of appointments. We now have the
opportunity to build back better and the
report gives the backbone to the changes
needed. Immediate priorities in Northern
Ireland include psychological support and
the development of personalised care plans.
We need a service that is patient-centred
with electronic healthcare underpinning
it all. This report gives us a platform to
build on to give our region the IBD care it
deserves.’

A WAITING GAME

The report found that it’s taking too long
for people with Crohn’s and Colitis to
be diagnosed, delaying their treatment
and support and resulting in potentially
avoidable flares and emergency care.
In Northern Ireland, 25 per cent
of patient survey respondents waited
over a year for their diagnosis, 83 per
cent reported waiting more than the
recommended four weeks from referral to
a specialist to being seen, and 68 per cent
visited A&E at least once before diagnosis.
This should not be the norm for people
NIHR

with IBD. Not only does this have a human
health impact, but it is incredibly costly
to the NHS as the report showed that the
cost of managing someone in a flare is up
to six-times higher than when they are in
remission.
‘It was a struggle to get a diagnosis, it
took about a year for me to be officially
diagnosed. I had been told by multiple GPs
that my symptoms were due to stress and
depression and that that they were basically
‘all in my head.’ One GP even diagnosed me
with anorexia. It wasn’t until my first visit
to A&E that Crohn’s disease was mentioned
for the first time, a doctor there suspected
that’s what it was and arranged for me to
have a colonoscopy. I was sent home from
A&E with no medication / painkillers etc.
and told to just manage until I had the
scope and could be officially diagnosed. I
ended up being admitted to hospital and
having an emergency scope before the
scheduled one had happened.’
Lindsay Barry, from Belfast, 33, living
with Crohn’s
Once diagnosed, care for people with
Crohn’s and Colitis is not proactive and
is focused on medication, rather than the
wider impact of the conditions. People
are often left struggling with severe pain,
extreme fatigue, anxiety, and problems
outside the gut, with 92 per cent of patient
survey respondents in Northern Ireland
reporting that they found it hard to cope
with having Crohn’s or Colitis over the
previous year. Despite profoundly affecting
every aspect of someone’s life, including
relationships, education and employment,
only 44 per cent said that they were
definitely involved as much as they wanted
to be in decisions about their treatment and
care. Left unchecked and unchallenged,
we risk losing the potential of more future
generations of young people with IBD
unable to live fulfilling, productive lives.
‘The condition really does leak into all
parts of your life. You have to listen to your
body and know your limits, missing out on
social events and important milestones.
Sometimes I can be having a great day and
feel invincible, and then I end up at the
toilet for two hours and brought down to
reality.’
Kim Montgomery, from Co Antrim, 23,

living with Crohn’s
‘The impact of the pandemic has put
the NHS under additional strain, but it
is vital that people with Crohn’s or Colitis
are not left behind as services rebuild.
The consequences of doing so would be
profound for those facing potentially
life-changing complications. COVID-19 is
increasing existing issues and inequalities
in IBD care and people with IBD face even
longer waits for elective care, surgery and
investigations. There is a pressing need to
act now to ensure better care.’
Elaine Steven, Policy Lead (Scotland
and Northern Ireland)

A PLAN OF ACTION

This coalition of experts in IBD care want
political decision-makers across Northern
Ireland to ensure that IBD is recognised as
an NHS priority with a clear government
strategy over the next five years.
Other recommendations found in the
report include:
•
A public health campaign to raise
awareness of Crohn’s and Colitis
symptoms
•
Faecal calprotectin to be used
consistently by all GPs to speed up
diagnosis (this is the poo test used to
help identify possible IBD)
•
Improved government resourcing of
IBD services to enable appropriate and
timely care
•
Care planning and support for people
to have the knowledge and skills
to manage and live well with their
condition
•
Rapid access to investigations and flare
pathways in place
•
Surgery waiting times for IBD to be
reduced
Given the cost and impact, and an
ageing population, this is a timebomb for
the NHS and a condition that needs to be
recognised and prioritised.
For more information, visit www.
crohnsandcolitis.org.uk.

REFERENCES

1. IBD UK, ‘Crohn’s and Colitis Care in the UK: The Hidden Cost and a Vision for Change’, 2021.
2. Jones G, Lyons M, Plevris N, et al. (2019). IBD prevalence in Lothian, Scotland, derived by capture recapture
methodology. Gut. 68: 1953–1960. 10.1136/gutjnl-2019-318936; Crohn’s & Colitis UK (22 January 2021). Study
shows over 50% more people in Wales have Crohn’s or Colitis than previously recognised. www.crohnsandcolitis.
org.uk/news/study-shows-over-50-more-people-in-wales-have-crohns-or-colitis-than-previo. Hamilton B,
Green H, Heerasing N, et al. (2020). Incidence and prevalence of inflammatory bowel disease in Devon, UK.
Frontline Gastroenterology. Online: 24 June. doi:10.1136/flgastro-2019-101369
3. Study on lifetime costs of IBD care: Luces C, Bodger K. (2006). Economic burden of inflammatory bowel
disease: A UK perspective. Expert Review of Pharmacoeconomics & Outcomes Research. 6: 471–482.
doi:10.1586/14737167.6.4.471. 70% figure taken from IBD UK report.
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HEALTHCARE CAMPAIGN

THE HIDDEN
LIFESAVERS
An overdose prevention campaign is
encouraging people who use drugs to
do something remarkable – save a life.

This spring saw the launch of a healthcare campaign unlike any other. The
Hidden Lifesavers was a poster campaign encouraging people who use
drugs to carry another drug – naloxone.
It marked the first nationwide effort to talk specifically about opioid
overdose prevention, and how the drug naloxone can reverse an opioid
overdose, caused by drugs like heroin.
The campaign ran as posters on the street and in pharmacies, in
cities where overdose rates are high – places like Manchester, London,
Birmingham, Cardiff, Glasgow and Edinburgh, as well as others. This was
a campaign with true reach.
What made the campaign unique was not only that it was talking directly to people who use drugs – it was co-created by people who’ve used
drugs. All the individuals featured were real people, and the adverts reflect
their individual reasons for carrying naloxone.
From Lea’s shocking story about being brought back from the brink,
to Nicky’s harrowing tale about losing the love of his life to overdose, the
campaign was about making a real connection using real stories.  

‘I WENT TO 40 FUNERALS IN
ON E Y E A R .’
LEE ’S STORY
No-one flies the flag for naloxone like Lee. He’s a wellknown advocate for it in his hometown of Nottingham,
and he knows many in the drug-using community.
Sadly, this also means he knows many who have died.
Lee has lost countless friends. In 2019, he estimates he
went to 40 funerals. He says there were more – but he
just couldn’t bear to go to another. It’s an unthinkable
amount of loss for anyone. But it’s this experience that
motivates Lee in championing naloxone even more.

WHY IT MATTERS

Opioid overdose deaths are all too common in the UK. Every year, thousands die, and the number is only increasing. 3,380 people lost their lives
to opioid-related overdoses in the UK in 2019.1–3
Naloxone can reverse an opioid overdose. It’s been used for decades by
ambulance crews and in hospital settings to save lives. As part of UK law,
it’s free and legal to carry by almost anyone, following short training.
So why are people still dying? The reason could be simple. Currently,
few people who use drugs carry naloxone. Only around five-to-16 per cent
of those at risk of an overdose – predominately those who use heroin –
carry it. 4
People who use drugs may be more likely to witness an overdose. They
could be the ones best placed to save a life.
It was from this insight that the Hidden Lifesavers campaign was born.
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HEALTHCARE CAMPAIGN
THE CREATIVE APPROACH

The Hidden Lifesavers was created by healthcare communications agency Havas Lynx
Group and funded by pharmaceutical company Ethypharm.
The challenge Havas Lynx Group and Ethypharm faced was finding a way
to connect with the drug-using community. It’s a community that is, by its nature, very
difficult to reach. People in this community have spent their lives being marginalised
and ignored – and as such, are understandably sceptical of outsiders.
In short, they had little reason to listen to an advertising campaign.
So Havas Lynx Group spoke to the only people this community trusted: people
who use drugs. The only people who have experienced the true reality of an overdose.  
But not only that – these particular people were also the few that carried naloxone.
As Andy from Redcar, a naloxone advocate who has previously used heroin,
explains, ‘People will listen to me, because I’ve lived their life, I’ve walked in their
shoes.’
The agency teamed up with renowned street photographer Harry F
Conway and travelled across the UK, from Nottingham to Dundee, to shoot and
interview these individuals. The stories they shared were wide and varied, but with one
thing in common: they’d all lost someone they loved. Best friends. Brothers. Partners.
Parents. Deaths that they knew might have been prevented with naloxone.
Their stories became the campaign. Every headline is built on their experiences and
every shot is a true reflection of their character. The truth is used in all its brutal power.  
For the first time, a marginalised community had a campaign speaking directly to
them. With a message they couldn’t ignore: Carry naloxone. It could help save a life.
Reception for the Hidden Lifesavers has been widely positive. Niamh Eastwood,
Executive Director of Release, has tweeted, ‘What I LOVE most about the overdose
awareness & #naloxone campaign is that people with lived experience are front &
centre of it, as well as part of the planning, developing & design behind it. Truly
inclusive.’
The challenge of opioid overdose is great and it won’t be solved overnight.
But the Hidden Lifesavers is a step forward in ensuring that people who use drugs are
given support, dignity and every opportunity to save the people they love.
No-one should die from an opioid overdose anymore.
For more information, visit www.naloxone.org.

REFERENCES

1. Office for National Statistics. ‘Deaths related to drug poisoning in England
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deathsrelatedtodrugpoisoninginenglandandwales/2019registrations.   
2. Northern Ireland Statistics and Research Agency. ‘Drug Related Deaths in Northern
Ireland, 2009-2019’, March 2021. https://www.nisra.gov.uk/news/drug-related-deathsnorthern-ireland-2009-2019.  
3. National Records of Scotland. ‘Drug-related deaths in Scotland in 2019’, December
2020. https://www.nrscotland.gov.uk/files//statistics/drug-related-deaths/2019/drugrelated-deaths-19-pub.pdf  
4. Andrew McAuley & Alison Munro & Shelia Bird & Sharon Hutchinson & David
Goldberg & Avril Taylor, ‘Engagement in a National Naloxone Programme among
people who inject drugs’, Drug and Alcohol Dependence, 2016, p.162. https://www.
researchgate.net/publication/296702154_Engagement_in_a_National_Naloxone_
Programme_among_people_who_inject_drugs

NIHR

JULY
JULY2021
2021

7

NI

WWW.NIHEALTHCARE.COM

Healthcare

28TH APRIL 2022
ICC Belfast

Conference

COLLABORATIVE WORKING
POST-COVID-19
SPEAKERS
Cathy Harrison
(Chief Pharmaceutical Officer)

Dr Tom Black
(Chair, NI Council BMA)

Our Venue Partner

Pat Cullen
(Director, RCN NI)

Dr Jim Livingstone
(President, PSNI)
Northern Ireland’s only
purpose-built international
convention centre

8

JULY 2021M : 02890 999441
Kyron
Media

E : chris.flannagan@nimedical.info

Robin Swann
(Minister of Health)

Suite 15, Martrey House, Ravenhill Business Park, Belfast, BT6 8AW NIHR

WWW.NIHEALTHCARE.COM

INTERVIEW
RISING TO THE CHALLENGE
Cathy Harrison, Chief Pharmaceutical Officer for Northern Ireland, chats to
NIHR about her transition into the post – particularly under the spotlight of
the pandemic – and how, during this turbulent time, the pharmacy profession
has stepped forward to put the care of their patients first, and never stepped
back.

Cathy Harrison

HOW HAS YOUR ROLE BEEN
IMPACTED BY THE ONSET OF
COVID-19?

The Chief Pharmaceutical Officer is
the Department of Health’s most senior
professional advisor on medicines and
pharmaceutical matters and provides
strategic leadership for the pharmacy
profession in Northern Ireland.
I was appointed in January 2020 and
have been leading on all areas of medicines
and pharmaceutical policy, legislation and
regulation throughout the COVID-19
response. I have also had responsibility for
medicines and health matters relating to EU
exit and the Northern Ireland Protocol.
I began my role as Chief Pharmaceutical
Officer just a few days before the new
Minister of Health, Mr Robin Swann, as
one of his senior professional advisers.
From the start I was very clear that it was
my job to work to help improve population
health through the safe and effective use of
medicines, and to optimise the contribution
of pharmacists and the pharmacy workforce
to healthcare reform.
I had ambition for pharmacy with great
plans for the year ahead. But everything
changed when the first reported case of
COVID-19 infection occurred in Northern
Ireland on 27th February 2020. In the
following weeks all the plans, hopes and
ideas I’d been working on were put aside as
my team and I responded to the emerging
pandemic.

HOW HAS THE SECTOR RESPONDED
TO THE PRESSURES OF THE
PANDEMIC?
For pharmacy the first wave of COVID19 presented multiple complex challenges
related to medicines that emerged quickly
across all health and social care sectors. This
required rapid interventions by pharmacists
and pharmacy teams involving changes to
practice, service re-design, redeployment of
NIHR

staff and skills and new regional systems and
approaches to ensure the safe supply and use
of medicines and to mitigate the risk of harm
to patients.
Northern Ireland is one of the few
countries in the world to have a fully crosssector pharmacy workforce. This proved to
be of vital importance during the COVID
response and the HSC has benefited from
the skills and expertise of pharmacists and
pharmacy teams in all hospitals, general
practices and community pharmacies.
The service also benefited from the
high level of expertise and experience in
pharmacy teams in the Health and Social
Care Board, Department of Health, primary
care and Trusts.
This enabled the design of unique
solutions that ensured the continuity
of critical supplies of oxygen, PPE and
medicines. I’m proud to say that through
the work of the Medicines Optimisation
Innovation Centre (MOIC), these
experiences were recorded and published
and have helped inform practice in other
countries.
There is no doubt that COVID-19
demonstrated the incredible diversity of
pharmacy roles. From direct patient-facing
care and frontline services to procurement,
logistics, manufacturing, teaching,
regulation, commissioning and policy.
For example – pharmacists and pharmacy
technicians providing vital support to the
COVID-19 vaccination programme, helping
establish the Nightingale Hospital and
primary care COVID centres and leading the
home delivery of medicines of cancer and
other specialist services.

WHAT DOES A TYPICAL DAY LOOK
LIKE FOR YOU?

Currently a typical day for me involves
working from home. I start early with a look
over my emails and reading in preparation
for the day ahead.
I have a demanding and diverse remit
which means my diary is usually backto-back with meetings and calls during
office hours and also some evening
events. In any day this could involve me
chairing or participating in meetings on
rebuilding health and social care, workforce
development, medication safety, legislative
changes, EU matters, healthcare services and
medicines supplies.

CAN YOU TELL US ABOUT THE
PHARMACY FUTURES PROJECT?

The profession got a big boost on 9th
November 2020 when the 10-year Pharmacy
Workforce Review was published, making
commitments for the career and professional
development of pharmacists and pharmacy
technicians.
The first output of the review was the
launch of the Pharmacy Futures Campaign
which aims to help to attract, recruit and
retain the pharmacy workforce in Northern
Ireland. This multimedia campaign
promotes Northern Ireland as a great place
to study, work and live as a pharmacist and
encourages people to return to build their
careers here.
The campaign also promotes pharmacy as
a choice of career for school children with a
range of fantastic materials including a video
showcase for schools. It’s impactful and fun
and has really helped to develop a sense of
pride in the pharmacy profession here.
I also welcome the increased focus in
the review on personal wellbeing and the
support that’s available for pharmacy teams
within the HSC and through the Pharmacy
Forum’s Pharmacist Advice and Support
Service scheme.

WHAT HAS PERSONALLY SPURRED
YOU ON DURING THIS TIME?

To be honest in the past year there have been
times when my workload has been crushing.
I’m not alone in this and I’ve seen colleagues
in all disciplines under huge pressure. I
found that very difficult to witness, especially
knowing that during the worst of times we
just had to get through it.
Personally I would never have coped
without the support of my husband and
daughters but it’s fair to say that there were
times when even the dog was fed up with me.
What spurred me on most during the
difficult times was the consistent excellence,
professionalism and dedication of every
member of the pharmacy workforce in all
settings in Northern Ireland.
The positive feedback from the public for
pharmacy teams also really helped and the
growing sense of pride in our profession has
been brilliant to see. I was also very lucky to
work with the best of people who even in the
hardest times believed that together we could
succeed and make things better.
JULY 2021
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HYPERCHOLESTEROLAEMIA
SPOTLIGHT ON HYPERCHOLESTEROLAEMIA
NIHR provides a glimpse into the background and contributing factors of
hypercholesterolaemia – and why we must signpost its severity to patients earlier in
order to prevent potentially dangerous consequences.
Hypercholesterolaemia refers to the increased levels of cholesterol
in a patient’s circulatory system. Cholesterol is a fatty, wax-like
sterol compound produced in the liver and found within the body’s
cell membranes – it is vitally important for the regeneration and
formation of tissues within the body, the production of bile in the
liver and the production of sex hormones however, a high ratio of
low-density lipoprotein (LDL) to high-density lipoprotein (HDL) is
associated with an increased risk of the patient suffering from cardiovascular disease (CVD).
When there is too much LDL in the circulatory system, it can
build up within the walls of the blood vessels, causing them to narrow
and increasing the risk of a cardiovascular event. HDL however
returns excess LDL back to the liver where it can be broken down and
excreted safely from the body.
There are a number of factors that contribute to a patient having
high cholesterol such as:
•
High consumption of saturated fat in their diet
•
Smoking
•
Lack of exercise
•
Excess alcohol consumption
Smoking is also a major factor as the build up of tar within the
circulatory system actually makes it easier for the cholesterol to bind
to the blood vessel walls, increasing the likelihood of the vessels
narrowing.
These risk factors are, in reality, increasingly common in the
highest socially deprived areas of Northern Ireland compared to the
lowest, for example, Derry & Strabane have a higher CVD death rate
for under 75s than Lisburn and Castlereagh. (1) This must be taken
into consideration when initiating treatment plans for patients in
these areas.
Other factors are relevant when considering why patients may
be suffering from hypercholesterolaemia which they have no control
over:
•
Increasing age
•
Gender
•
Ethnicity
•
Familial hypercholesterolaemia
•
Liver/ kidney disease
•
Underactive thyroid
It is important to discuss all the factors above with your patients
as symptoms of hypercholesterolaemia are not easily detected and
may only become known when a cardiac episode takes place such as
the patient experiencing angina, a myocardial infarction or stroke.
With a history of poor patient compliance in relation to statins in
addition to the reduced numbers of patients physically visiting their
GP over the last number of months due to COVID-19 it is essential
that the message is reinforced that lowering cholesterol is essential
for patients to maintain good health. As there are no direct warning
signs that an individual’s cholesterol is rising we should encourage all
patients to actively take steps to keep theirs low.
In relation to Northern Ireland specifically, approximately 225,000
people are living with some variation of cardiovascular disease
(CVD) and it remains one of the largest causes of death, causing 19
per cent of premature fatalities.
At present approximately eight per cent of people in their 60s are
living with coronary heart disease and with estimates that, by 2030,
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the population in Northern Ireland aged 65-to-84 will increase by 37
per cent and those aged 85 and over by 76 per cent, it is easy to see
that action must be taken now. (2)
The monetary implications of CVD in Northern Ireland are
huge – it is estimated that the CVD healthcare costs and CVD
economic costs are £412 million and £600 million respectively. With
the population living longer we need to ensure that these costs don’t
become insurmountable in years to come – this is why it is vital to act
now and encourage our patients to do the same. (3)

Source: www.pathways.nice.org.uk/pathways/cardiovasculardisease-prevention

Source: www.pathways.nice.org.uk/pathways/cardiovasculardisease-prevention#path=view%3A/pathways/cardiovasculardisease-prevention/lipid-modification-therapy-for-preventingcardiovascular-disease.xml&content=view-index
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IN THE STRUGGLE AGAINST ELEVATED LDL-C,
ADD ON TO BRING DOWN

When you and your patients are fighting to take back cholesterol control,
add on oral, once-daily NILEMDO® or NUSTENDI®.*1,2
NILEMDO® reduced LDL-C by 17-28% (placebo-corrected) at 12 weeks
compared with baseline, depending on risk factors and concomitant
medicine.**3-6 NUSTENDI® reduced LDL-C by 38% (placebo-corrected) at
12 weeks compared with baseline.†7
NILEMDO® and NUSTENDI® were generally well tolerated in clinical studies.1,2
NICE have now recommended bempedoic acid with ezetimibe for routine
use in the NHS where statins are contraindicated or not tolerated, and
ezetimibe alone does not control LDL-C well enough.8

Add on to take back control
For more information on NILEMDO® or NUSTENDI®, visit: nilemdo-nustendi.co.uk Please refer to the Summary of Product Characteristics for safety information.
These medicinal products are subject to additional monitoring. The symbol does not appear on the outer packaging of medicines.
Prescribing information and adverse event reporting information are found overleaf.

NILEMDO® is indicated in adults with primary hypercholesterolaemia (heterozygous familial and non-familial) or mixed dyslipidaemia, as an adjunct to diet: in combination
with a statin or statin with other lipid-lowering therapies (LLTs) in patients unable to reach LDL-C goals with the maximum tolerated dose of a statin; alone or in
combination with other LLTs in patients who are statin-intolerant, or for whom a statin is contraindicated.1
NUSTENDI® is indicated in adults with primary hypercholesterolaemia (heterozygous familial and non-familial) or mixed dyslipidaemia, as an adjunct to diet: in combination
with a statin in patients unable to reach LDL-C goals with the maximum tolerated dose of a statin in addition to ezetimibe; alone in patients who are either statin-intolerant
or for whom a statin is contraindicated, and are unable to reach LDL-C goals with ezetimibe alone; in patients already being treated with the combination of bempedoic acid
and ezetimibe as separate tablets with or without statin.2
NILEMDO®: 180 mg bempedoic acid
NUSTENDI®: 180 mg bempedoic acid + 10 mg ezetimibe, fixed-dose combination tablet
*Concomitant use with simvastatin >40 mg daily is contraindicated. When NILEMDO® or NUSTENDI® is coadministered with simvastatin, the simvastatin dose should be limited to 20 mg daily (or 40 mg daily
for patients with severe hypercholesterolaemia and who are at high risk for cardiovascular complications, who have not achieved their treatment goals on lower doses and when the benefits are expected to
outweigh the potential risks).1,2
**Placebo-corrected LDL-C reductions in pivotal NILEMDO® studies: CLEAR Harmony, 18%; CLEAR Wisdom, 17%; CLEAR Serenity, 21%; CLEAR Tranquility, 28%. All p<0.001 for NILEMDO® vs placebo.
CLEAR Harmony and CLEAR Wisdom included patients with ASCVD, HeFH or both, taking maximally tolerated statins (which could be no statin) +/- other LLT. CLEAR Serenity included primary and secondary
prevention patients with statin intolerance taking very-low dose statin, non-statin LLT, or no LLT. CLEAR Tranquility included primary and secondary prevention patients with statin intolerance taking ezetimibe with
low dose, very-low dose or no statin +/- other non-statin LLT.3-6
†
p<0.001 for NUSTENDI® vs placebo. Study 053 included patients with ASCVD, HeFH or multiple CVD risk factors, taking maximally tolerated statin therapy (which could be no statin).7
References:
1. NILEMDO®. Summary of Product Characteristics. 2. NUSTENDI®. Summary of Product Characteristics. 3. Goldberg AC et al. JAMA. 2019; 322(18): 1780-1788. 4. Laufs U et al. J Am Heart Assoc. 2019; 8:e011662.
5. Ray KK et al. N Engl J Med. 2019; 380: 1022-1032. 6. Ballantyne CM et al. Atherosclerosis. 2018; 277: 195-203. 7. Ballantyne CM et al. Eur J Prev Cardiol. 2020; 27(6): 593-603. 8. NICE Technology
appraisal guidance, April 2021. Bempedoic acid with ezetimibe for treating primary hypercholesterolaemia or mixed dyslipidaemia. Available at http://www.nice.org.uk/guidance/ta694. Last accessed June 2021.
ASCVD, atherosclerotic cardiovascular disease; CVD, cardiovascular disease; HeFH, heterozygous familial hypercholesterolaemia; LDL-C, low-density lipoprotein cholesterol; LLT, lipid-lowering therapy;
NHS, National Health Service; NICE, The National Institute for Health and Care Excellence.
Job code: BEM/21/0484 Date of preparation: June 2021
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NILEMDO
(bempedoic acid) 180 mg
film-coated tablets
Prescribing Information
Refer to Summary of Product Characteristics (SmPC)
prior to prescribing.
Presentation: Each film-coated tablet contains
180 mg bempedoic acid. Indications: In adults
with primary hypercholesterolaemia (heterozygous
familial and non-familial) or mixed dyslipidaemia,
as an adjunct to diet: in combination with a statin
or statin with other lipid-lowering therapies in
patients unable to reach LDL-C goals with the
maximum tolerated dose of a statin; alone or in
combination with other lipid-lowering therapies
in patients who are statin-intolerant, or for
whom a statin is contraindicated. Posology and
method of administration: Recommended dose
is one tablet of 180 mg taken once daily, with
or without food. Tablet should be swallowed
whole. Concomitant simvastatin therapy: When
coadministered with simvastatin, simvastatin dose
should be limited to 20 mg daily (or 40 mg daily
for patients with severe hypercholesterolaemia
and high risk for cardiovascular complications,
who have not achieved their treatment goals on
lower doses and when the benefits are expected to
outweigh the potential risks). Contraindications:
Hypersensitivity to active substance or any of the
excipients (see SmPC); pregnancy; breast-feeding,
concomitant use with simvastatin > 40 mg daily.
Warnings and precautions: Potential risk of
myopathy with concomitant statins: Bempedoic
acid increases plasma concentrations of statins.
Patients receiving Nilemdo and a statin should be
monitored for adverse reactions that are associated
with high doses of statins. Statins occasionally
cause myopathy. In rare cases, myopathy may take
the form of rhabdomyolysis with or without acute
renal failure secondary to myoglobinuria, and can
lead to fatality. Patients receiving Nilemdo and a
statin should be advised of the potential increased
risk of myopathy and told to report promptly any
unexplained muscle pain, tenderness, or weakness.
If such symptoms occur while a patient is receiving
treatment with Nilemdo and a statin, a lower
maximum dose of the same statin or an alternative
statin, or discontinuation of Nilemdo and initiation
of an alternative lipid-lowering therapy should be
considered under close monitoring of lipid levels
and adverse reactions. If myopathy confirmed by
creatine phosphokinase (CPK) > 10× upper limit of
normal (ULN), immediately discontinue Nilemdo
and any statin. Myositis with CPK > 10× ULN was
rarely reported with bempedoic acid and background
simvastatin 40 mg therapy. Doses of simvastatin
> 40 mg should not be used with Nilemdo. Increased
serum uric acid: Bempedoic acid may raise serum
uric acid due to inhibition of renal tubular OAT2
and may cause or exacerbate hyperuricaemia and
precipitate gout in patients with history of gout
or predisposed to gout. Discontinue Nilemdo if
hyperuricaemia accompanied with symptoms of
gout appear. Elevated liver enzymes: Elevations
> 3× ULN in liver enzymes ALT and AST reported
with bempedoic acid. These elevations have been
asymptomatic and not associated with elevations
≥ 2× ULN in bilirubin or with cholestasis and have
returned to baseline with continued treatment or
after discontinuation. Liver function tests should
be performed at initiation of therapy. Discontinue
Nilemdo if increase in transaminases > 3× ULN
persists. Renal impairment: Limited experience
with bempedoic acid in patients with severe renal
impairment (eGFR < 30 mL/min/1.73 m2). Patients
with ESRD on dialysis not studied. Additional
monitoring for adverse reactions may be warranted
in these patients. Hepatic impairment: Patients
with severe hepatic impairment (Child-Pugh C)
not studied. Periodic liver function tests should
be considered for these patients. Contraception:
Women of childbearing potential must use effective
contraception during treatment. Patients should
stop Nilemdo before stopping contraceptive
measures if planning to become pregnant.
Excipients: Patients with rare hereditary problems
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of galactose intolerance, total lactase deficiency, or
glucose-galactose malabsorption should not take
Nilemdo as it contains lactose. Adverse reactions:
Common (≥ 1/100 to < 1/10): Hyperuricaemia
(includes blood uric acid increased), pain
in extremity, anaemia, gout, AST increased.
Uncommon (≥ 1/1,000 to < 1/100): haemoglobin
decreased, ALT increased, liver function test
increased, blood creatinine increased, blood urea
increased, GFR decreased. Consult Nilemdo
SmPC in relation to other adverse reactions.
Legal Classification: POM. Package quantity,
marketing authorisation (MA) number and basic
NHS cost: 28 tablets, EU/1/20/1425/002 – £55.44
excluding VAT. MA Holder: Daiichi Sankyo
Europe GmbH, Zielstattstrasse 48, 81379 Munich,
Germany. Date of last revision of the text:
August 2020.
(bempedoic acid/ezetimibe)
NUSTENDI
180 mg/10 mg film-coated tablets
Prescribing Information
Refer to Summary of Product Characteristics (SmPC)
prior to prescribing.
Presentation: Each film-coated tablet contains
180 mg of bempedoic acid and 10 mg of
ezetimibe. Indications: In adults with primary
hypercholesterolaemia (heterozygous familial and
non-familial) or mixed dyslipidaemia, as an adjunct to
diet: in combination with a statin in patients unable to
reach LDL-C goals with the maximum tolerated dose
of a statin in addition to ezetimibe; alone in patients
who are either statin-intolerant or for whom a statin is
contraindicated, and are unable to reach LDL-C goals
with ezetimibe alone; in patients already being treated
with the combination of bempedoic acid and ezetimibe
as separate tablets with or without statin. Posology
and method of administration: Recommended dose
is one tablet of 180 mg/10 mg taken once daily, with
or without food. Tablet should be swallowed whole.
Coadministration with bile acid sequestrants: Dosing
of Nustendi should occur either at least 2 hours before
or at least 4 hours after administration of a bile acid
sequestrant. Concomitant simvastatin therapy: When
coadministered with simvastatin, simvastatin dose
should be limited to 20 mg daily (or 40 mg daily
for patients with severe hypercholesterolaemia and
high risk for cardiovascular complications, who have
not achieved their treatment goals on lower doses
and when the benefits are expected to outweigh the
potential risks). Contraindications: Hypersensitivity
to active substance or any of the excipients (see SmPC);
pregnancy; breast-feeding; concomitant use with
simvastatin > 40 mg daily; coadministration with statin
in patients with active liver disease or unexplained
persistent elevations in serum transaminases; when
Nustendi is coadministered with a statin, consult the
SmPC for that particular statin therapy. Warnings
and precautions: Potential risk of myopathy with
concomitant statins: Bempedoic acid increases plasma
concentrations of statins. Statins occasionally cause
myopathy. In rare cases, myopathy may take the form
of rhabdomyolysis with or without acute renal failure
secondary to myoglobinuria, and can lead to fatality.
In postmarketing experience with ezetimibe, very
rare cases of myopathy and rhabdomyolysis reported.
Most patients who developed rhabdomyolysis were
taking a statin with ezetimibe. Patients receiving
Nustendi and a statin should be monitored for adverse
reactions associated with high doses of statins.
Patients receiving Nustendi and a statin should be
advised of the potential increased risk of myopathy
and told to promptly report unexplained muscle
pain, tenderness, or weakness. If such symptoms
occur while patient is receiving Nustendi and a
statin, a lower maximum dose of the same statin or
an alternative statin, or discontinuation of Nustendi
and initiation of alternative lipid-lowering therapy
should be considered under close monitoring of lipid
levels and adverse reactions. If myopathy confirmed
by creatine phosphokinase (CPK) > 10× upper limit
of normal (ULN), immediately discontinue Nustendi
and any statin. Myositis with CPK > 10× ULN was
rarely reported with bempedoic acid and background
simvastatin 40 mg therapy. Doses of simvastatin

> 40 mg should not be used with Nustendi. Increased
serum uric acid: Bempedoic acid may raise serum uric
acid due to inhibition of renal tubular OAT2 and may
cause or exacerbate hyperuricaemia and precipitate
gout in patients with history of gout or predisposed
to gout. Discontinue Nustendi if hyperuricaemia
accompanied with symptoms of gout appear.
Elevated liver enzymes: Elevations > 3× ULN in
liver enzymes ALT and AST reported with bempedoic
acid. These elevations have been asymptomatic and
not associated with elevations ≥ 2× ULN in bilirubin
or with cholestasis and have returned to baseline
with continued treatment or after discontinuation.
In controlled trials in patients receiving ezetimibe
with a statin, consecutive transaminase elevations
(≥ 3× ULN) observed. Liver function tests should
be performed at initiation of therapy. Discontinue
Nustendi if increase in transaminases > 3× ULN
persists. Renal impairment: Limited experience
with bempedoic acid in patients with severe renal
impairment (eGFR < 30 mL/ min/1.73 m2). Patients
with ESRD on dialysis not studied with bempedoic
acid. Additional monitoring for adverse reactions may
be warranted in these patients. Hepatic impairment:
Nustendi not recommended in moderate to severe
hepatic impairment (Child-Pugh B and C), due to
unknown effects of increased exposure to ezetimibe.
Fibrates: Safety and efficacy of ezetimibe administered
with fibrates not established. If cholelithiasis is
suspected in a patient receiving Nustendi and
fenofibrate, gallbladder investigations are indicated
and therapy should be discontinued. Ciclosporin:
Caution when initiating Nustendi in the setting of
ciclosporin. Ciclosporin concentrations should be
monitored. Anticoagulants: Appropriately monitor
INR if Nustendi added to warfarin, other coumarin
anticoagulants, or fluindione. Contraception:
Women of childbearing potential must use effective
contraception during treatment. Patients should stop
Nustendi before stopping contraceptive measures if
planning to become pregnant. Excipients: Patients
with rare hereditary problems of galactose intolerance,
total lactase deficiency, or glucose-galactose
malabsorption should not take Nustendi as it contains
lactose. Driving and use of machines: Nustendi has
minor influence on ability to drive and use machines.
Dizziness has been reported. Adverse reactions:
Common (≥ 1/100 to < 1/10): Hyperuricaemia
(includes uric acid increased), constipation, anaemia,
decreased haemoglobin, decreased appetite, dizziness,
headache, hypertension, cough, diarrhoea, abdominal
pain, nausea, dry mouth, flatulence, gastritis, liver
function test increased (includes liver function test
abnormal), back pain, muscle spasms, myalgia, pain
in extremity, arthralgia, blood creatinine increased,
fatigue, asthenia, gout, AST increased, blood CPK
increased. Uncommon (≥ 1/1,000 to < 1/100): ALT
increased, blood urea increased, GFR decreased, hot
flush, dyspepsia, gastrooesophageal reflux disease,
GGT increased, pruritus (with statin), neck pain,
muscular weakness (with statin), chest pain, pain,
oedema peripheral (with statin). Frequency not known:
Thrombocytopaenia, hypersensitivity (including rash,
urticaria, anaphylaxis, angio-oedema), depression,
paraesthesia (with statin), dyspnoea, pancreatitis,
hepatitis, cholelithiasis, cholecystitis, erythema
multiform, myopathy / rhabdomyolysis. Consult
Nustendi SmPC in relation to other adverse reactions.
Legal Classification: POM. Package quantity,
marketing authorisation (MA) number and basic
NHS cost: 28 tablets, EU/1/20/1424/002 – £55.44
excluding VAT. MA Holder: Daiichi Sankyo Europe
GmbH, Zielstattstrasse 48, 81379 Munich, Germany.
Date of last revision of the text: August 2020.
Job code of PI: BEM/20/0159
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 or
pharmacovigilance@daiichi-sankyo.co.uk
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ASTHMA

SAVING
FACE

More than 12 months on, the
connotations of COVID-19 continue
to affect the delivery of asthma care,
with new statistics highlighting that
1.3 million people at greatest risk
of deadly asthma attacks in the UK
haven’t received face-to-face support
during this time. Why is the absence
of this in-person approach prompting
wide concern? NIHR takes a look.

More than one million people in the UK with asthma who are at the
highest risk of having a potentially fatal asthma attack have not had a
face-to-face annual review with their GP or asthma nurse during the
pandemic, according to recent figures released by Asthma UK.
The charity are concerned that people who are encountering
uncontrolled symptoms, such as using a reliever inhaler three times a
week or more, or waking in the night feeling breathless, with a cough,
tight chest or wheezing, are missing out on attaining the level of
asthma care they require that could prevent them from experiencing
a life-threatening asthma attack.
Asthma UK’s new report, ‘Asthma Care in a Crisis’, has revealed
that of those most at risk of an asthma attack:
•
Over one-quarter (28 per cent) haven’t had their annual asthma
review where medication is assessed
•
One-in-five (21 per cent) haven’t had their inhaler technique
checked. Using an inhaler in the right way can mean that the
full dose of medicine can get into your lungs where it is needed,
keeping asthma attacks at bay

NIHR

•

Nearly half (47 per cent) haven’t had a written asthma action
plan which includes information on which medicines you need
to take every day to prevent an asthma attack and what to do if
your asthma is getting worse

Overall, asthma care levels are stagnating due to the backlog of
care created by the pandemic, with an estimated 3.5 million people
with asthma not receiving all elements of basic asthma care. Basic
asthma care consists of an annual review, inhaler technique check
and written asthma action plan, and it should be provided by GP
surgeries, according to the NICE best practice guidelines.
Asthma UK are calling for GPs to urgently prioritise asthma
reviews for people with uncontrolled symptoms, who are most at
risk of having an asthma attack and conduct them face-to-face (for
example, where there is a clinical need).
Since March 2020, GP practices have had to make vast changes to
the way they deliver routine care to protect staff and patients across
the healthcare system from coronavirus, including the shift to remote
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care via phone or video. While this may be appropriate for
some people with asthma, there are cases when it is clinically
necessary to be seen face-to-face.
For example, it’s easier for GPs to spot if people are
struggling with their asthma if they can check their lung
function with a peak flow or spirometry tests and face-toface appointments mean that GPs can ensure that people
with asthma are using their inhaler properly and getting the
medicine they need. This is vital as nearly half of people with
asthma aren’t using their inhaler properly, which means that
the full dose of the medicine can’t get into their lungs.
Asthma UK’s latest figures also demonstrate that threequarters of people (77 per cent) with asthma who had an
annual review would prefer to have it conducted face-to-face
and this was even higher for those with uncontrolled asthma
(80 per cent).
The charity are urging the NHS in all nations to put a plan
in place to ensure that basic asthma care is made available
to everyone and that patients at highest risk are seen faceto-face. This should include clear instructions to healthcare
professionals on how to prioritise people to see in person,
implement guidance on delivering lung function tests safely
and provide reassurance for people with asthma that they can
visit a GP surgery safely. It should also provide clear guidelines
on how to best manage care remotely, to ensure that there are
no short-cuts that impact the quality or safety of care.
It’s also vital for people with asthma to take up face-to-face
or remote appointments when offered so that they have the
best chance of managing their asthma well and avoiding an
asthma attack.

DANIEL’S STORY

Daniel Taylor, 27, is a Gardener from Manchester and went to
A&E last October after having a major asthma attack where
he received treatment. He later had a GP appointment but was
only able to get one over the phone.
He said, ‘My asthma took a turn for the worse when I
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started waking up at night with a tight chest, feeling wheezy
and breathless. I managed symptoms at home with my
reliever inhaler, but two days later I had an asthma attack.
I was coughing uncontrollably and could barely talk. It was
terrifying. My wife drove me to A&E where I was put on
equipment to help me breathe and given steroid tablets to help
calm down the inflammation in my airways.
‘Within two days I spoke to my GP and asthma nurse over
the phone. We talked through what had happened and what
medication I was on and was prescribed a different, stronger
inhaler and sent a video on how to use it. I was hoping to be
offered the option of a face-to-face appointment, especially
because I had just received emergency treatment in hospital,
but I wasn’t given the choice.
‘Being seen face-to-face would have given me the
reassurance that I am okay and that I am using my new inhaler
correctly, something which I’m not confident in, especially
because it’s been over a year since I’ve had this checked. I think
it’s so important that people with asthma are made to feel like
they have a choice in how they receive care because phone and
video appointments don’t always work for everyone.’

A BALANCING ACT

Dr Andy Whittamore, Clinical Lead at Asthma UK and the
British Lung Foundation and a practising GP, commented,
‘It is deeply concerning that so many people, including some
of the most at risk of an asthma attack, are not receiving any
basic care which could keep them well and out of hospital.
Everyone working in the NHS is trying their hardest in these
unprecedented circumstances but it is still vital that everyone
with asthma gets the care and support they need to avoid a
potentially life-threatening asthma attack.
‘GPs need to balance clinical need and what patients
want. People experiencing uncontrolled symptoms must be
prioritised for an assessment with their GP surgery as they
might benefit from a more thorough assessment which may
require a face-to-face appointment.’
Alison Cook, Director of External Affairs at Asthma UK
and Chair of the Taskforce for Lung Health, a collaboration of
over 30 different charities, organisations and patients working
to improve lung health, added, ‘The fact that so many people
living with asthma are still not receiving the support and care
they need is unacceptable.
‘At a time when we are more conscious of our lungs than
ever before, it is particularly troubling to see that in the past
year, as many as 450,000 people living with uncontrolled
asthma have not been informed about how to use their new
inhalers properly, leaving them at risk of life-threatening
asthma attacks. An inhaler technique check is basic care and
neglecting this type of care puts people at risk.
‘Although remote care can be helpful for many people
in supporting them with their asthma, for those with
uncontrolled symptoms, it is vital that access to face-to-face
care is maintained.’
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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.

www.lupinhealthcare.co.uk
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-013 Date of preparation: December 2020
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APLASTIC ANAEMIA

APLASTIC ANAEMIA:
STRENGTH IN SUPPORT
In this edition of NIHR, Ellie Dawes and Connor Gardner
– on behalf of The Aplastic Anaemia Trust – cast
a spotlight on the impact of COVID-19 for people
affected by aplastic anaemia.
On 4th January 2021, Boris Johnson blared out of the TV with a nowfamiliar message, ‘Stay home, protect the NHS, save lives.’ Panic set in in
the Gardner household, where Connor, Rachel and one-year-old Max had
been isolating for two weeks.
Baby Max had been diagnosed with aplastic anaemia (AA) in
September, an ultra rare bone marrow failure that stops production of
blood cells. Max required urgent treatment, but luckily his mum Rachel
was a match, and the family had been booked in for a stem cell transplant
in just two days’ time.
After a worried phone call, the family were relieved that the transplant
would go ahead as planned. But a change in visiting rules left them
stunned. After the transplant, Connor was supposed to be able to visit his
partner and son for an hour each day. A hurried change in the rules now
meant that Connor would be able to visit Max, but he and Rachel would
never be in the same room together.
‘This was my toughest point, mentally,’ said Connor. ‘Was mine and
Rachel’s relationship going to suffer? Will Max suffer not having us both
there by his side during his tough days? What if he takes a turn for the
worse?’
Throughout the pandemic, unpredictable and sudden changes across
the healthcare system have shaken the lives of patients and triggered
after-effects that we may never fully understand. The small team at The
Aplastic Anaemia Trust have been witness to many of these invisible
effects of the pandemic, and are keen to understand more.

HAS COVID-19 DELAYED TREATMENT?

As far as we know, treatment delays over the pandemic seem to be
relatively rare for AA patients, probably due to the urgent nature of
treatments like Max’s stem cell transplant.
A study by Anthony Nolan of patients with blood cancer and blood
disorders, including AA, surveyed 273 people between 30th Marchand-8th May 2021. Just 14 per cent of respondents reported having
a treatment postponed, but others reported difficulties in accessing
essential non-emergency services.
One participant said, ‘I kept ringing my GP but I couldn’t get a phone
consultation for a really long time because they were overwhelmed. I
didn’t feel like they were treating my needs as important as they would
have been if the pandemic hadn’t been going on. It absolutely feels like
we’ve been left behind.’
Replacing face-to-face appointments with online and phone
consultations may have some advantages for people with an ultra rare
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Connor, Rachel and Max
disease who routinely have to travel long distances. However, while
respondents in Anthony Nolan’s survey reported some benefits to
remote appointments (including feeling safer from COVID-19), the
majority would much rather be seen face-to-face (73 per cent).

INCREASED MORTALITY

The Aplastic Anaemia Trust (AAT) anticipate an increased mortality
rate from AA during the pandemic, as people have been slower to be
diagnosed. As an ultra rare disease, it is unlikely there will ever be data
on this, but the charity have already seen an unusually high demand
for bereavement support, and are launching new support groups in
response. An analysis in July 2020 estimated that deaths from cancer in
the UK could rise by 20 per cent. (BMJ 2020;369:m1735)

WILL THE COVID VACCINES WORK FOR PATIENTS WITH
AA?

Vaccination anxiety is nothing new for AA patients. Every autumn, as
cold and flu season approaches, The AAT is inundated with inquiries
about the flu vaccine and whether people with AA should have it.
The answer is widely debated among medical professionals, and
many patients receive conflicting advice. There is a theoretical risk
of relapse of AA or a drop in a patient’s blood counts following any
NIHR

WWW.NIHEALTHCARE.COM

APLASTIC ANAEMIA
vaccination, particularly the flu jab. However,
a viral infection like flu can be problematic
for AA patients as it can further suppress
blood counts or increase their risk of
secondary infections or pneumonia. Each
case is weighed up individually based on the
evidence available, which is anecdotal and
limited.
With COVID-19 vaccinations hailed
as our saviour, and the only route out of
lockdown, it was therefore no surprise
to find fear and anxiety rippling through
communities of AA patients.
Concerns about the safety of the COVID
vaccine made up 30 per cent of all The
AAT’s support interventions, rising to 50
per cent at times of government changes to
the guidance. In January 2021, The AAT’s
webpage about the COVID-19 vaccine
accounted for a quarter of their website
traffic.
The Anthony Nolan patient survey found
that over half of patients surveyed (58 per
cent) are concerned that the vaccine may
not be effective for them. As a result, many
patients are planning to stay safe at home. A
shocking 29 per cent of respondents said that
they plan to continue shielding even after
receiving both doses of the vaccine. 44 per
cent said they have ‘no idea’ when they will
stop shielding, with almost one-in-10 (eight
per cent) saying that they think it could be a
year or longer.
The AAT and Blood Cancer UK are
funding urgent research into the efficacy
of the COVID-19 vaccines in AA patients,
with preliminary results expected in the
next month. The pandemic has exacerbated
a need for more research into vaccine safety
and efficacy in general for patients with
conditions like AA and similar disorders.

THE PRACTICALITIES OF SHIELDING
It’s hard to imagine the impact of over
a year of shielding for people who are
simultaneously going though gruelling
treatment for a life-threatening disease. The
practical considerations of this for many
people have been overlooked.
One member of The AAT’s community
described how her 24-year-old son was told
by a nurse in February 2020 to ‘go home and
live like a hermit!’ She reported that they
received no support from social workers or
mental health teams. While they felt wellsupported by the hospital, there was no wider
consideration of the holistic support her son
needed. ‘We have had palpable moments of
fear, panic, worry and confusion,’ she said. ‘It
has been a difficult time. Excruciating.’
The family didn’t know how to safely
house their clinically-vulnerable son, who
was sharing a house with frontline workers.
NIHR

After pressuring the local authority, they
managed to secure housing where he could
shield safely. ‘No-one talks about how people
who need to live alone for health reasons can
achieve that,’ his mum said.

COMMUNITY SUPPORT

The AAT created online peer-to-peer support
groups, which were a source of practical
support as well as mental wellbeing. ‘We
were sharing practical tips like contacting
the shops directly for deliveries when
Wales was not operating a priority list
for food shopping,’ one group member
said. The charity ensured that AA patients
were provided with Clinically Extremely
Vulnerable status letters by their GPs. The
charity even launched facemasks, provided
for free to AA patients.
In the early stages of the pandemic,
contact to The AAT’s support line increased
fourfold. They put professional wellbeing
support in place, in partnership with
Maggie’s centres, and hired new support staff
to manage demand. Much of the team’s time
was spent wading through newly-released
government advice, speaking with clinicians,
and translating it into recommendations for
people with AA.

SECURING RAPID ACCESS TO
ELTROMBOPAG

In spring 2020, The AAT was concerned that
patients who would otherwise be candidates
for a stem cell transplant might be unable to
have one, due to pressures on the NHS. The
charity’s trustee, Dr Judith Marsh, worked
closely with NHS England to secure approval
for eltrombopag for these patients.
Eltrombopag is given as a tablet to
improve blood counts and can reduce the
urgent requirement for stem cell transplant
or immunosuppressive therapy. Gaining
access to eltrombopag involved a laborious
process of individual funding requests –
which were often rejected by individual
clinical commissioning groups.
The drug reduces a patient’s chances
of requiring hospital admission until they
can receive definitive treatment, so it made
sense to make it more easily available while
COVID-19 cases are high.
Thanks to effective advocacy work, a new
policy was approved by the Department for
Health in summer 2020, removing these
barriers and recommending eltrombopag
as a bridging treatment for adult patients
with severe or very severe AAT during the
COVID-19 pandemic. The drug is now
funded centrally for everywhere in the UK.

A CLEARER PICTURE

The AAT continue to respond in an agile
way to patient needs arising as a result of
the pandemic. But the charity urgently need
to form a clearer picture of the challenges
people affected by AA are facing. It’s not
enough to rely on anecdotal information or
evidence, like the Anthony Nolan survey,
which can tell us about only some AA
patients (those who have had a stem cell
transplant), or make assumptions based on
data about similar conditions, like cancer,
which are not rare diseases. In 2021, the
charity plan to invest in evidence gathering,
to understand this ever-shifting landscape
and what it means for the community they
support.

A HAPPY ENDING FOR BABY MAX

Sometimes, patients prove themselves more
than capable of making their voices heard.
When the Gardners found themselves
facing months with their family split in half,
Connor decided enough was enough. He
went home and did what many of us might
do – he posted a long rant on Twitter.
‘I well and truly let rip regarding the
rules, which had been pushed onto the
hospital trust from the government, and
how unfair it is for any child going through
something so horrendous without having the
support of both parents,’ he said.
Connor was letting off steam. But the
family’s story took off.
‘My rant reached an audience of 31,307,’
he said. The story was covered by the BBC,
The Sun, the Mirror, the Daily Star, Metro
and the Daily Mail, and Connor was soon
contacted by his MP.
A few days later, the matron at the
hospital informed the family that the rules
had been changed. Connor, Rachel and Max,
and other families like them, would be able
to spend an hour together each day.
‘When Rachel came to visit on that day
it felt so special, like a huge victory,’ Connor
said. ‘Sitting on the floor with Max running
between us, laughing to himself, was so
special – and something which should have
never been restricted.’
Max had a number of infections after his
transplant, but after 137 days in hospital, the
family finally brought him home at the end
of May. He is doing well.
To find out more about AA and the work
of The AAT, visit www.theaat.org.uk.
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NEW PLATFORM
WILL BENEFIT
PHARMACY
BUYERS
The Cambrian Alliance Group has
recently launched e-CASS market, a new
platform designed to enable pharmacy
contractors to buy and sell stock from
each other with ease.

T

he new platform is set to transform the
way that contractors manage their surplus
stock and also provide a vital new channel
for contractors to source stock that may be in
short supply via traditional methods. ‘e-CASS is
already the most widely used buying platform
across independent pharmacy and this new
additional platform continues to strengthen the
Cambrian Alliance Group offer,’ said Nathan
Wiltshire, the Group’s CEO.
Cambrian Alliance Group boasts a membership
of over 1200 members across the UK. The group
supports its members in achieving better
purchasing margins by leveraging the buying
power of its collective membership, which now
exceeds £0.6Bn annually.
The group claims that what is commonly
referred to as ‘dead stock’ costs the average
pharmacy approximately £12K per year: a
significant cost at a time when independent
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pharmacy has never been under more pressure
to maintain margin. e-CASS market will allow
contractors to list stock and make it available to
buy to a chosen and specified group of buyers, or
to the entire Cambrian Alliance Group
membership of 1200.
‘We are really pleased to be able to bring yet
another new product to the independent
pharmacy market,’ Wiltshire continued.
‘When we first launched e-CASS some ten years
ago, it revolutionised the way that pharmacy
thought about purchasing and delivered
immediate benefits to our user community.
We believe that e-CASS market will have a
similar impact.’
The new platform includes an industry first
‘market match’ feature available to buyers, which
matches all available stock in the market to

buyers’ specific requirements, based upon their
most recent product usages.
The platform also ensures that buyers get notified
every time relevant stock becomes available.
Use of the platform meets with current MHRA
guidance with regard to the implications of the
repeal of Section 10(7) for the supply of
licensed medicines by pharmacy in that
transactions are on a small and occasional basis,
and not for profit.
‘The new platform gives contractors a vital
alternative to supply at a time when product
shortages and availability have never been more
prevalent,’ Wiltshire added.
‘In addition, we are pleased to be able to provide
the market with a new tool that really enables
contractors to help and support each other at
such a challenging time.’
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e-CASS market

from The Cambrian Alliance Group
e-CASS market offers independent pharmacies
the ability to trade stock with each other
Use our unique Market Match feature to find stock
available within our e-CASS market community based
upon your usages
Customer specific email notifications for new product
listings that you use, including price and tariff detail
Join the hundreds of other independent contractors who are getting more
from e-CASS market! You can list your dead stock and make it available to
our 800+ platform users, or simply search listings to secure products at
prices significantly lower then those offered by wholesalers.

e-CASS market will save you more
time and money, get in touch today!
Just £15 per month, no Cambrian Alliance Group membership required.
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URINARY INCONTINENCE

A MATTER OF URGENCY

People of all ages can experience issues controlling their bladder, to
the extent that their daily lives are significantly affected, and they plan
their activities around a toilet, or avoid going out at all. The Age UK team
overview the condition and the different channels which can be pursued to
help those with the condition achieve an enhanced quality of life.

WHAT IS URINARY
INCONTINENCE?

Urinary incontinence is the inability to
control your bladder, so that you accidentally
lose urine from it.

WHAT CAUSES URINARY
INCONTINENCE?

Causes of urinary incontinence may include:
•
Weak pelvic floor muscles
•
Changes in the nerves controlling the
bladder or pelvic floor
•
Overactive bladder
•
Enlarged prostate (for men)

SYMPTOMS OF URINARY
INCONTINENCE
•
•
•
•
•
•
•

Leaking urine when coughing, sneezing,
laughing or exercising
Leaking urine before getting to the toilet
Passing urine frequently
The urgent need to pass urine
Difficulty starting to pass urine
Wetting the bed when asleep
A feeling that the bladder doesn’t empty
completely

PROFESSIONAL HELP

Individuals may not feel entirely comfortable
talking about their bladder problem, but
telling someone – especially a health
professional – is the best way for them to get
the help they need.

GETTING PROFESSIONAL HELP

Bladder and bowel issues are not just an
inevitable part of getting older. People don’t
simply have to put up with them – and
they certainly shouldn’t have to face them
alone. They can talk about what they’re
experiencing with their doctor who will
ask questions about their symptoms, may
examine them and then suggest treatment
or exercises to tackle the problem or ways to
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minimise its effect on their everyday life. If
the individual lives in a care home, they can
ask the manager to arrange an appointment
with the doctor or the district nurse.
Alternatively, the individual can ask their
doctor about their local NHS continence
service. In some areas they can self-refer,
in others they must be referred by a health
professional.
The doctor or continence service may
suggest a referral to a hospital specialist,
who might want to carry out tests to help
diagnose the problem.

WHAT WILL A HEALTH
PROFESSIONAL NEED TO KNOW?

A health professional may ask the individual
some questions like these to help them
understand how their bladder is working:
•
When did your bladder problems start?
•
How often does leaking happen?
•
How much is lost?
•
How are you dealing with it?
•
How much, what and when are you
drinking?
•
Can you feel when your bladder is full?
•
Have you noticed any other symptoms,
such as pain or discomfort?
•
What medications (including over-thecounter and herbal) are you taking?

HOW IS URINARY
INCONTINENCE
DIAGNOSED?

If an individual experiences a bladder
problem, talking to a health professional
is the first step they can take. A doctor can
assess their symptoms, identify the cause,
and discuss what treatment or exercises may
help cure or tackle their problems.
To help diagnose the problem, the doctor
may ask for or perform these tests:
•
A diary of the individual’s bladder
habits
•
A physical examination to assess their
bladder, pelvic floor muscles (women)
or prostate (men)
•
A sample of their urine for testing

•
•

A blood test to check the health of their
kidneys
An ultrasound scan of the individual’s
bladder

Some tests may help the doctor find the
cause of their incontinence or a temporary
problem, such as a urine infection, that can
be treated quickly.

HOW IS INCONTINENCE
TREATED?

Managing a weak bladder or bowel is an
individual thing and sometimes more than
one treatment is needed. Treatments include:
•
Exercises to help strengthen the muscles
surrounding the bladder (pelvic floor
exercises) or bowel
•
Bladder or bowel training
•
Medications
•
Surgery may be an option if other
treatments haven’t worked

HOW CAN
INCONTINENCE
PRODUCTS HELP?

The right incontinence products will also
help individuals manage the problem and
carry on with normal life. Products include:
•
Washable products, such as re-usable
pads, which often come as part of a pair
of pants
•
Disposable pads which are held in place
by close-fitting pants
•
Disposable pants, or all-in-one pads
with a plastic backing and adhesive
patches to seal the sides
•
Bed or chair protectors in the form of
disposable or washable pads
•
For men, there are a range of products
that fit over the penis and collect urine
into a bag strapped to the leg
For more information, visit www.ageuk.
org.uk.
NIHR
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Years
experience in care

Working closely
with our healthcare
partners to provide
the best support in
continence care
• Personalised product assessment
• Training sessions with product
demonstrations and samples

• E-learning support &
marketing materials

• Dedicated team of
product advisors

Find out
ut more about Attends:

01924 669 260
NIHR

www.attends.co.uk

���
JULY 2021

21

WWW.NIHEALTHCARE.COM

COW’S MILK ALLERGY
TO WHOM IT MAY CONCERN
Cow’s milk protein allergy is a common cause
of parental anxiety, with pharmacists and
primary healthcare professionals adopting a
fundamental role in ensuring that patients
are appropriately treated and / or signposted
to receive the best possible care and
outcomes – all the while involving the parents
and family during each stage of the process.
Holly Shaw, Clinical Nurse Advisor at Allergy
UK, explains further.

For many patients with symptoms of a foodrelated reaction, the community and primary
care setting is the first point of contact that
they will have with a healthcare professional.
It’s important that healthcare professionals
working in these settings have the skills and
knowledge to manage these patients’ needs.
The National Institute for Health and
Care Excellence (NICE) quality standard for
the diagnosis and assessment of food allergy
QS118 emphasises the important role that
community-based healthcare professionals
have in the diagnosis and assessment
of IgE and non-IgE-mediated food allergies in
children. (NICE, 2016)
Cow’s milk protein allergy (CMPA) can
be a challenge to diagnose, and healthcare
professionals working in community
and primary care settings need to be
equipped with the skills and knowledge to
recognise allergic symptoms. They must
also be able to signpost to or initiate the
first steps of a food allergy diagnosis with
the goal of an accurate and timely diagnosis.
It’s important that CMPA is recognised
and diagnosed promptly, especially in
instances of IgE-mediated allergy, due
to the risk of anaphylaxis (a severe and
potentially life-threatening form of allergic
reaction). An accurate and timely diagnosis
is also important to ensure infants’ growth
is not restricted and that their nutritional
requirements are met.  
Research data on food
anaphylaxis published in the
British Medical Journal showed that hospitall
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admissions for food-induced anaphylaxis
have increased from 1998-to-2018 and
that cow’s milk was responsible for 17-ofthe-66 (26 per cent) of deaths in school-aged
children: the most common single cause of
fatal anaphylaxis. (Conrado et al, 2021)

DEFINING
CMPA

CMPA occurs when the immune system
mistakenly identifies a protein found in
cow’s milk as harmful. The initial stage is
called ‘sensitisation’: the immune system
responds to the protein as if it’s harmful and
mounts an immune response as a defence
mechanism involving the production
of IgE antibodies. After this initial
sensitisation or priming of the immune
system, signs and symptoms of an allergic
reaction are experienced on re-exposure to
cow’s milk.
There are many factors causing delays
in diagnosis reported to Allergy UK’s
Helpline by parents of infants who are
presenting symptoms suggestive of CMPA.
These include parents’ concerns not
being taken seriously, and multiple
presentations to different healthcare
settings and professionals. A study on
diagnosing CMPA highlighted that the
average number of GP visits over 12 months
was more than 18, demonstrating the
barriers parents face when trying to gain a

timely diagnosis. (Lozinsky et al, 2015)  

CMPA VS
LACTOSE
INTOLERANCE  
CMPA is often confused with lactose
intolerance. In lactose intolerance, the milk
sugar causes the problem and in cow’s milk
allergy it is the protein: casein and whey.  

THERE ARE TWO FORMS OF
LACTOSE INTOLERANCE

Primary lactose intolerance involves
production of low levels of the lactase enzyme,
or in inherited lactose intolerance no lactase
is produced. Secondary lactose tolerance can
present following gastroenteritis or gastrorelated complaints. This form is transient and
passes with symptom resolution after a few
weeks.  
Symptoms of lactose intolerance are related
to the gastrointestinal system, presenting
minutes to hours after the ingestion of foods
containing lactose. An important key message
is that lactose intolerance is not an allergy
so will not result in an allergic reaction. The
symptoms noted below are commonly seen
in infants / children (age-dependant) with a
lactose intolerance:  
•
Frequent crying / unsettled  
•
Loose and watery stools (may be green /
NIHR
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COW’S MILK ALLERGY
•
•
•
•

yellow in colour)  
Trapped wind (bloated stomach /
bringing knees up to chest)  
Noisy bowel sounds  
Nausea and / or vomiting  
Complaining of abdominal discomfort  

It’s important from a diagnostic pathway
perspective to be able to differentiate between
the two, and the key to an accurate diagnosis
starts with taking a detailed allergy-focused
clinical history.  
CMPA has an immunological origin
which may lead to IgE-mediated, or nonIgE-mediated, or a combination of both. The
symptoms of CMPA are broad and can be
commonly experienced in other common
infantile illnesses like colic and reflux. (Preece,
2016)

SYMPTOMS
AND TIMINGS
OF COW’S
MILK
ALLERGY

KEY FEATURES OF IGE-MEDIATED
FOOD ALLERGY
•
•

•

Symptoms occur quickly after ingestion
of the food allergen (usually within
minutes)  
Allergic symptoms often are multisystemic, including the following systems,
cutaneous, gastrointestinal, respiratory
and cardiovascular
Severe cases have the potential to result
in the most severe and life-threatening
allergic reaction (anaphylaxis)

KEY FEATURES OF NON-IGEMEDIATED FOOD ALLERGY
•
•
•

•

•

Symptoms appear from several hours to a
day after ingestion  
Symptoms are mainly isolated to the
gastrointestinal system
Delayed food allergies don’t cause
anaphylaxis and symptoms of hives or
angioedema aren’t seen in this type of
allergy  
Allergic symptoms may be classified as
mild, moderate or severe. However, it’s
important to note that some of these
symptoms, such as reflux, colic and
constipation, are commonly seen in this
young age group
The signs and symptoms observed by
parents / and or carers will depend upon
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the severity of the allergic reaction.
In most cases these will be mild-tomoderate. Mild allergic symptoms may
also mimic the gastrointestinal symptoms
listed before as seen in lactose intolerance
There can also be skin-related symptoms
which include:  
•
Urticarial rash (hives)  
•
Angioedema around the eyes / lips
•
Erythema  
•
Pruritus  
•
Immediate or delayed eczema flare  
Signs and symptoms of food allergy may
affect individually the respiratory, cutaneous
or gastrointestinal systems, or a combination
of systems. Where the respiratory system is
involved the infant or child may experience
difficulty breathing, which parents may
articulate as noisy or fast breathing, a
persistent cough or wheezy / rattly chest.
Symptoms of a severe allergic reaction can
affect the circulation and result in hypotension
in an infant / child. This may result in an
infant becoming pale and floppy, while older
children may say they feel dizzy or faint.  

INVESTIGATING
A SUSPECTED
FOOD ALLERGY
Identifying which diagnostic tests are suitable
for the mechanism of allergy requires an
understanding of IgE and non-IgE-mediated
allergy. Allergy testing for IgE-mediated food
allergy identifies the presence of IgE antibodies
to the suspected food allergen, in this case
cow’s milk protein from a blood or skin prick
test.  

FOR SUSPECTED IGE-MEDIATED
ALLERGY, SPECIFIC IGE LEVELS ARE
MEASURED BY
1.
2.

Allergen-specific IgE blood test  
Skin prick test  

This choice should be guided by the
allergy-focused clinical history, the patient’s
age, the suitability of the test and the resources
available in the primary care setting. It may be
necessary to refer to a local allergy service for
testing and further management.  

DIAGNOSING NON-IGE-MEDIATED
FOOD ALLERGY

Where delayed onset of symptoms is identified,
then blood or skin prick testing won’t
be helpful. This form of food allergy is

diagnosed using an elimination and reintroduction diet of the suspected food
allergen. This trial should always be guided by
a healthcare professional. Specialist dietetic
referral may be required to support parents
with food eliminations and appropriate
replacements to ensure nutritional
requirements are met during and after the trial
as needed depending on diagnosis. The aim
of this elimination diet is to look at symptom
resolution on avoidance and determine when
the food is introduced (usually after a strict
two-to-four weeks of elimination) if the
allergy symptoms are reproducible on reintroduction. If symptoms are reproduced, this
indicates an allergy. If symptoms persist despite
avoidance an alternative diagnosis and / or
work-up would be required.  
It’s important to highlight unproven
methods of allergy testing which have no
scientific basis and aren’t reliable to those
seeking diagnosis. (Niggemann & Gruber,
2004) This type of testing is often advertised as
a convenient and cost-effective way, and can
be appealing to parents and or those seeking
a timely diagnosis. However, it can result in
unnecessary dietary exclusion of major food
groups and pose the risk of an unnecessarily
restrictive diet. These tests include:  
•
Hair analysis
•
Vega testing
•
Cytotoxic food testing  
•
Serum IgG antibodies
•
Iridology  
•
Homeopathy  
•
Herbal medicine  
Fortunately, most children will grow out
of their cow’s milk allergy in early childhood.
Until that happens, GPs or allergy specialists
will work with families, usually with the
supporting help of a dietitian, to ensure that
the child remains healthy while excluding all
forms of cow’s milk from their diet.
There are lots of resources on cow’s milk
allergy available on Allergy UK’s website,
including detailed information on symptoms,
and guidance on diet, weaning and symptomtracking.
For more information, visit www.
allergyuk.org.
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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

NOW
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. 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.
UK—2000071 August 2020
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Healthcare
Awards

Europa Hotel, Belfast

Thursday 23rd September 2021

TIME TO SHINE
As the countdown to the 2021 Northern Ireland
Healthcare Awards nears completion, check out this
year’s candidates and their exceptional stories.
Through every daunting day we have encountered during the pandemic and
every hardship the region has had to face, our health heroes have remained
strong and unwavering as pillars of inspiration – and we could not be more
grateful.
Now it’s time for us to take your accomplishments to the stage and
showcase your continued efforts and expertise – and the irreplaceable
impact they have crafted – at the 22nd Northern Ireland Healthcare
Awards.
In accordance with COVID guidelines, this year’s ceremony will be kicking
off on 23rd September at the Europa Hotel, Belfast, in which the winners
will be honoured in 10 diverse categories which range from Innovation
in Rheumatology Service, to Community Pharmacy Practice of the Year.
And with esteemed journalist Sarah Travers taking on hosting duties, and
a Special Recognition Award winner also to be unveiled, it’s set to be an
evening to remember.
Good luck to all of our extraordinary finalists! Find out about the
paths they have blazed over the following pages.
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Management of Psoriasis
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Sponsored by UCB Pharma

The Dermatology Biologic Nurse Service
Belfast Health & Social Care Trust

The Dermatology Hub, Ward 25
Ulster Hospital

The Biologic Nursing Team have been providing support to
dermatology patients since 2009. In this time, the service has grown
significantly in patient numbers, therapies available, and staff, with
the team currently comprising four specialist nurses that are based
across two sites that manage 468 psoriasis patients. The team are all
non-medical prescribers, run independent clinics, and are responsible
for all biologic prescriptions.
In September 2019 the department had a pharmacist appointed,
who has cultivated a positive impact with both patients and staff. Also
at this time a Dermatology Information Administrator was appointed
primarily to support the biologic team to accurately record patient
information in a biologic database, manage waiting lists, and assist in
appointment management, but this has now extended to recording
patients that are exposed to systemic therapies and collating
information for regular immunology meetings.
The service underwent a substantial transformation as a result
of the onset of the COVID-19 pandemic. Biologic patients were
understandably concerned, thus seeking information and reassurance
from the team’s helpline.
All patients were subsequently stratified by the nursing team via
electronic systems to identify which category each patient should
be placed. Furthermore, all routine in-person appointments were
quickly replaced with virtual clinics in which only the most urgent
and unstable patients were allocated face-to-face appointments. All
patients were swiftly referred to homecare for the delivery of their
medications. The team had previously already made a movement
towards homecare to ensure that the service was robust and able
to withstand challenges; this ultimately made this final transition
more manageable. With not having adequate clinical space to see
routine reviews, this large group of patients benefited from having the
homecare team deliver their medications straight to their home.
Throughout every step, the team have been patient-focused, not
just on meeting the needs of their patients with psoriasis, but doing
everything they can to provide the best possible standard of care.

‘SPOTS in Derm: Implementation of Tools to Encourage Safe and
Effective Prescribing of Systemic Treatments in Dermatology’ was
initially undertaken as a quality improvement project to address
the variation in clinical practice and lack of standardised care when
prescribing systemic drugs in dermatology, with the overall objective
of improving the care of patients with skin conditions, such as
psoriasis.
The variation in clinical practice is due to a number of factors,
including busy dermatology clinics and an increasing number of
systemic drugs prescribed in dermatology with differing modes
of action, side-effect profiles, and pre / post-treatment monitoring
requirements.
The team’s first intervention was to develop 10 checklists for the
most commonly-prescribed systemic drugs in dermatology. These
checklists summarised the baseline investigations, patient counselling
and monitoring required for each individual drug and were typed
onto maximum one or two A4 pages. The checklists were then
printed and paper copies made available in the main dermatology
outpatient clinic in Ward 25, Ulster Hospital. Dermatology staff were
provided with a brief training session on the use of the checklists and
the drugs for which checklists were available.
A shared database has also been established on SharePoint to
allow the checklists to be accessed easily and quickly by clinical staff,
even during busy dermatology clinics, and the checklists are revised
regularly as relevant guidelines are updated. Similar checklists for
newer biologic drugs, such as dupilumab, used in the treatment
of eczema, have been developed too. Both patient care and staff
confidence have been boosted due to the team’s efforts – with the
initiatives encouraging the provision of safe, effective and evidencebased care.
Following on from the initial quality improvement project, the
team have continued to develop their service further through the
introduction of nurse-led systemic review clinics to ensure that a
holistic therapeutic experience was created in order to safely monitor
and support patients.
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Sponsored by Napp Pharmaceuticals Limited

The t2diabetesandme.com Team
Belfast Health & Social Care Trust

Burnett / MacDonald Practice
Portadown Health Centre

Following discussion with the GPs in the practice, a pharmacist-led
pre-diabetes clinic was established. The process involved the GPs
reviewing blood results and referring patients with an HbA1c in the
pre-diabetes range (43mmol/mol – 47mmol/mol).
The clinic was scheduled for two sessions per week and each
appointment was allocated a 20-minute slot during which the
patient’s height and weight were checked, and BMI calculated. The
team also measured the individual’s blood pressure and performed
a Diabetes UK risk assessment. With communication being
considered key, the team explained the risk factors associated with
the development of T2DM and discussed how implementing lifestyle
changes, primarily diet and exercise, can have an impact on lowering
overall risk. Additionally, all patients were offered a referral to DPPNI
and signposted to online resources, such as www.diabetes.org.uk for
further reading.
Following this attendance, a repeat HbA1c was arranged for three
months – a time period which the team opted for due to it being long
enough to allow patients to implement change, but short enough to
keep them engaged. Upon receipt of the result, patients were invited
to attend the clinic for follow-up in which their BMI was again
calculated and this, along with the HbA1c result, discussed.

NIHR

Online information is
increasingly available;
however, the accuracy and
quality of this information
can be of variable quality
and does not always pertain
to local needs and issues.
Against this background and
supported by an educational
grant, the Multidisciplinary Diabetes Team at Belfast Health &
Social Care Trust decided to investigate the development of a local,
customised online educational tool for people recently diagnosed with
type 2 diabetes. Furthermore, in an attempt to raise the profile of the
website the team sought the input of two local TV personalities – thus
leading to enhanced value and interest from the clients.
The website itself consists of a series of short videos filmed with
local patients and members of the diabetes team who provided
comprehensive and accurate information. The content was informed
by feedback from patients living with type 2 diabetes who were kept
updated during the project. Among the array of features available are
the sections, What is Diabetes?, Treatments, Why Weight Matters, and
Blood Glucose Monitoring.
The website has been an invaluable adjunct in providing extra
support that the patient can avail of in his or her own time. It has also
provided opportunities to those patients who, under normal preCOVID circumstances, may have missed attending the DESMOND
course.

The T1D Clinic
Southern Health & Social Care Trust
With the Southern Health
& Social Care Trust always
keen to explore new ideas
focussing on improving
the patient experience,
working alongside their
integrated care partners,
the team set the wheels in
motion regarding the review
and redesign of the service
offered for young people
living with type 1 diabetes – resulting in the decision to move one of
their locality clinics from hospital-based outpatients to the local leisure
centre.
As a result of their extensive work and insights gathered, a range of
new offerings and objectives were implemented. These have included a
soft play area for those younger than eight years old to meet each other
and play together; the opportunity for patients to get to know each
other and share experiences; and the chance for parents of younger
children to express their feelings and emotions without their young
child witnessing their anxieties and tears at times.
Throughout the course of the initiative, diabetes management and
education continued with the inter-professional team, while some
basic health checks were available for parents if they wished to avail of
them, such as a blood pressure check, HbA1C check, and weight and
height measurements. The team also developed a health tracker for the
patients and their parents / carers to engage in improving their health
outcomes together.
JULY 2021
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Sponsored by Ethypharm UK
The Nightingale Pharmacy Team, Belfast City
Hospital
Belfast Health & Social Care Trust

The Specialist Services Team, Antrim Area
Hospital
Northern Health & Social Care Trust

The Specialist Services Team – made up of pharmacists, technicians,
and pharmacy assistants – provide injectable preparation services to
inpatients for TPN, limited antibiotics, chemotherapy products and
other specialist injectable products. They also deliver clinical cancer
services to NT patients from Laurel House, and QA services too.
In March 2020 the forecasted expectation of an exponential
increased requirement for patients to receive injectable doses during
the first COVID surge led to a review of how best to support nursing
colleagues and provide support for them and ultimately patients.
The Specialist Services Team’s response was in two strands. The
first focused on small batch production in pharmacy aseptic units, the
development of a specific operational policy to provide an increased
range of products and increased volumes in anticipation of the need
for ICU and respiratory patients. The second course of action centred
on the establishment of a NearMe clinical preparation area supervised
by pharmacists (COVID IV preparation area). An operational
policy was developed, to ensure appropriate risk management and
medicines governance.

The Belfast City Hospital Nightingale Pharmacy Team have
demonstrated creativity, flexibility, positivity and commitment to shared
purpose in order to address the challenges associated with the COVID19 pandemic and provide a safe and responsive service to meet the
requirements of all of their service-users.
From the outset there was a focus on clear, effective and relevant
communication. Information detailing the designation of Belfast City
Hospital as the Nightingale Hospital for Northern Ireland was shared
quickly with staff. Initial support was directed to clinical and patient
services involved in the discharging of over 300 inpatients from Belfast
City Hospital beds. The team collaborated with Musgrave Park Pharmacy
to help in the delivery of compliance aids, increasing the capacity to
manage complex discharges.
A re-focus of staffing resource to essential, patient-focussed work
expanded the clinical pharmacy team, allowing some pharmacists to
redeploy to other sites with displaced services, while others embarked on
training to provide service to COVID critical / non-critical wards.

The Outpatient Antimicrobial and ECAH
Pharmacy Team, Ulster Hospital
South Eastern Health & Social Care Trust

The Triple A Team, Royal Victoria Hospital
Belfast Health & Social Care Trust
The role of the team within the
hospital environment is to ensure
that wards are stocked with the
appropriate drugs, in the right
quantities, so that the right drug
is available at the right time. The
team also support senior nursing
staff, making sure that drugs are
stored correctly at ward level
– which includes appropriate
stock rotation, and the removal /
disposal of drugs, which have past

their expiry.
Regular top-up reviews are undertaken in conjunction with
the ward sister / charge nurse and senior pharmacist which help to
ensure that stock drugs are appropriate to the patient profile for that
particular ward / department and in sufficient quantities to reduce
missed or delayed doses of drugs.
During the COVID pandemic, the team’s communication skills
have been of particular importance due to the significant number of
changes carried out at very short notice to convert wards to COVID
areas, and switch wards from surgical to medical, specialist to
general, unused areas to clinical wards.

28

JULY
JULY 2021
2021

The Outpatient Antimicrobial and Enhanced Care at Home (ECAH)
Pharmacy Team provide a collaborative approach to promote the safe,
appropriate and effective use of antimicrobials across the primary /
secondary care interface. The team are relatively new, made up of three
central pharmacist roles from within the new Pharmacy Outpatient
Parenteral Antimicrobial Therapy (OPAT) and ECAH services. The team
consists of one lead OPAT antimicrobial pharmacist, one antimicrobial
pharmacist and one ECAH lead pharmacist.
The team’s main focus is on patient-centred care, aiming to prevent
unnecessary hospitalisation and support early hospital discharge where
IV antimicrobials are indicated. Through a collaborative approach they
aim to improve and develop OPAT / ECAH services, and ensure that
patients with infections are treated safely and effectively close to home,
with due attention to trust antimicrobial stewardship principles.
The highly skilled pharmacists work with a variety of healthcare
professionals to strive to improve quality of care and governance across
the primary / secondary care interface, and have a positive impact on
patient flow.
NIHR

Improvements in
Cardiac Services
for Chest Pain
Management
Sponsored by A. Menarini Farmaceutica
Internazionale SRL

Sr Kate Vernon-Kelly and Dr Michael Connolly
and Team
Southern Health & Social Care Trust

The waiting list for new patients to be assessed at the Rapid Access
Angina Clinic was 13 weeks previously in 2018-to-2019 – this could
be via the Emergency Department or via the GP, with waiting times
for investigations after attending the clinic also being lengthy.
In light of this, the team recognised the potential for significant
improvement and were motivated to reduce waiting times and
enhance access for service-users from the Emergency Department.
On the course to achieving progress, the chest pain policy
was updated in accordance to NICE and ESC guidelines for chest
pain, while a one-hour troponin pathway was introduced to both
Emergency Departments in the Southern Health & Social Care Trust.
Furthermore, through education to the medical and nursing triage
staff with regards to the pathway, all chest pain patients were to have
the pathway implemented from triage. Also beneficial has been the
introduction of a chest pain nurse to the Emergency Department.
The positive outcomes created by these changes have been
considerable – particularly the fact that chest pain patients can have
a full assessment and plan based on the one-hour troponin pathway
and can be safely discharged within three hours of attending when an
acute coronary syndrome or unstable event has been ruled out.
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The Rapid Angina Assessment Clinic
Northern Health & Social Care Trust

In March 2020, services throughout health and social care were disrupted
by COVID-19, rendering the previous format of face-to-face clinical
consultations practically difficult, both from an infection control safety
perspective, and also logistically, due to pressures on physical space. These
challenges – along with many more – prompted a change in processes to
maintain service standards and patient care.
As a result, a Rapid Angina Assessment Clinic (RAAC) redesign was
conducted in response to the pandemic. The team developed a model
of initial telephone consultation with the RAAC doctor, and established
a process to identify whether information on cardiac examination /
copy of ECG were included with the referral, and proactively seek these,
where available. The effort involved in obtaining this pre-clinic has had
a time cost, however this is offset by the reduced need for face-to-face
appointments. Avoiding unnecessary duplication of ECG has reduced the
demands on cardiac physiology staff at a time when they are also under
significant pressure.
Following assessment, the suggested investigation / management plan
was discussed, with advice on risk factors as required. All patients were
also issued with advice regarding future symptoms, and when to seek
medical attention. Where ECG / exam were deemed necessary following
telephone appointment, and not performed by the referrer, face-to-face
appointments were made for these.

The Cardiac Assessment Unit
Western Health & Social Care Trust

The Cardiac Assessment Unit is a unique nurse-led 24-hour seven days per
week service in which patients can self-present with symptoms of chest
pain, palpitations, dyspnoea and syncope / pre-syncope episodes.
Due to the challenges the current pandemic has presented, the team
have had to adapt the way in which the unit delivers the service which they
provide. At the beginning of COVID-19 there was a notable reduction
of cardiovascular-related presentations to both the unit and A&E
Departments, and as a result there was a significant number of patients
who delayed seeking medical advice.
To encourage patients to appropriately seek medical advice when
necessary, the Western Health & Social Care Trust launched a new 24 /
7 telephone triage line offering face-to-face appointments in a specialist
nurse-led cardiac unit based in either Altnagelvin Area Hospital in the
Cardiac Assessment Hub or the Cardiac Assessment Unit in Omagh
Hospital depending on the patient’s geographical location. The majority of
patients were able to be appointed the same day as their telephone call or
the following day.
To advertise the new service and encourage people to utilise it, a media
appeal was launched which incorporated a video made by consultant
cardiologists, encouraging the public to be aware of signs and symptoms
that they should not ignore.
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Sponsored by The Pharmacists’ Defence
Association

Cara Edwards
Queen’s University Belfast
In order for change to be
achieved, Cara firmly believes
in the power of starting to build
from the ground up. As a result,
she has engaged in the Healthy
Cities Pharmacy Schools Pilot
Programme, which teaches
primary school children about
the profession. When conducting
virtual teaching sessions with
Primary Six classes, Cara has been
enthusiastic, helpful and informative in answering their questions
about what pharmacists do and their role in the healthcare system.
Cara’s leadership potential has further flourished through her role
as a member of the Mental Health First Aid leadership team, leading
on administration and speaking as a panel member at the QUB
Pharmacy Insight event. Additionally, she assisted with the virtual
Open Days for the School of Pharmacy, encouraging prospective
students to consider the importance of the sector.

David Dinneen
Queen’s University Belfast
David garnered significant
experience through his
participation in the Amgen
Scholars Program (ASP), which
offers students the opportunity
to spend a summer working in a
research laboratory in one of the
top universities around the world.
Based in Institut Pasteur in Paris,
David learned not only how to
be a better laboratory scientist,
but he also enhanced his communication skills, learned about other
people’s cultures, got to see a new part of the world, and made many
life-long friends. By promoting the ASP to undergraduate students,
David hopes that others will be encouraged to apply, participate in it
and benefit from it as he has.
Further to this, David spent 10 weeks working in the
pharmaceutical company Lonza in Edinburgh during the summer of
2019, and is the first non-medical student on the QUB Brain Society
Committee.
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Fatimah Khan
Ulster University

A third year MPharm student,
Fatimah has been class representative
for the last three years – during
which she has demonstrated a
commitment to ensuring that
the student voice of her peers is
heard at Staff Student Consultative
Committees and Subject
Committees. This engagement with
her peers and with academic staff
has positively contributed to the
student experience, and her insight into the issues being raised is always
appreciated by the academic staff involved.
Fatimah’s training as a NICE Student Champion has equipped her
with the understanding of the importance of evidence-based medicine,
and the skills to best use this resource, as well as the opportunity to
meet other students and pharmacy professionals.
Fatimah’s hometown is in Canada, and she has often acted as a
reliable mentor and support for overseas students who have come to
Northern Ireland for the first time.

Roma Foy
Queen’s University Belfast
Roma is an integral part of the
leadership within the School of
Pharmacy Mental Health and
Wellbeing Team and is responsible
for communications and all the
social media accounts. This year,
she took the team’s social media
presence to the next level and set up
Instagram and Twitter accounts in
order to reach more people. Taking
an active role in this aspect of the
team, Roma has encouraged a proactive approach to the topic of mental
health, in which her ideas and posts encourage everyone to prioritise
their own care and know when to ask for help.
As a Pharmacy Champion as part of the Pharmacy Futures NI
campaign, Roma promotes both pharmacy in Northern Ireland as a
career prospect for prospective students, as well as the region itself as a
great place to live.

Emily Hinds
Queen’s University Belfast
Emily has consistently showcased
dedication and enthusiasm via her
participation with the Northern
Ireland Healthcare Leadership
Forum – both as a team member
and as Vice Chair. Reliable and able
to lead with initiative to contribute
to the completion of tasks, Emily’s
responsibilities have included
gathering perspectives, balancing
opinions, and making decisions to

meet the aims of the society.
For the past two years Emily has been a member of the School
of Pharmacy Mental Health and Wellbeing Team. This year the
team successfully launched their first newsletter series, with Emily
playing an integral role in achieving this target through the use of her
competent organisational skills in the planning stages of this project.
Through her contribution, she has helped to provide key resources on
mental wellbeing to all students in the School of Pharmacy during a
challenging time.
NIHR

Innovative
Developments in
the Management of
Inflammatory Bowel
Disease
Sponsored by Tillotts Pharma

Fiona Quigley and the SHAPE Project
Western Health & Social Care Trust
From the outset the focus of the
project was to encourage patients
to stay active following stoma
formation and demonstrate
core retraining techniques to
strengthen the rectus abdominis
muscle. By increasing physical
activity levels and learning
exercises to retrain / strengthen
abdominal muscles to prevent or
reduce the risks associated with
parastomal hernias, stoma patients can enjoy a more active lifestyle
post-surgery.
To encourage access to the initiative, new patients were offered
one-to-one education on stoma health and preventive exercises
as part of their clinical consult. Patients were invited to attend a
group session at week 10 post-stoma surgery: these sessions offered
patients the opportunity to meet other people with a stoma, address
concerns in relation to physical activity, ask questions, be fitted for
support garments, and enjoy an informal but informative lunch. The
stoma nurse also demonstrated three safe abdominal exercises with
discussion on risks versus benefits and the science behind strong
abdominal wall muscle post-surgery. An assessment of risks was
conducted, while patients identified as medium to high-risk on the
matrix were fitted for support garments.
As a result of the assistance provided, an improved recovery
pathway has been secured, as well as an improved referral process to
medical colleagues, and enhanced attention and documentation on
parastomal hernia.
SHAPE empowers and educates patients – the quality
improvement project has a positive impact on patient outcomes,
improved standards in practice, and possesses the potential to shape
the future of stoma care nursing.
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The IBD Nursing Team
Belfast Health & Social Care Trust
At the end of March 2020, the
capacity for receiving infusions at
Belfast Health & Social Care Trust
was significantly reduced due to the
COVID pandemic. The infusion
suite was reconfigured for COVID
admissions with no immediate
replacement area identified. This
presented a significant challenge for
the IBD patients who receive infusions and other services via the suite,
generating a risk that time-dependent therapies would be delayed. As a
result, an alternative plan was required immediately.
A novel SC version of Infliximab had been released that week but
was not licensed for IBD. The team obtained information from the
company regarding SC preparation and its use in IBD. Review of IBD
trials demonstrated similar efficacy to IV with encouraging trough
levels of around 10.
The IBD trial dosing regime was 120mg every two weeks and 240mg
every two weeks. The encouraging trial trough levels of around 10
suggested that 120mg every two weeks would be adequate. This dosing
regime is already licensed for use in rheumatology and this, coupled
with favorable trough levels achieved during the IBD trial, inspired
confidence in using this dose regime, albeit in a different indication.
Patients were contacted on a weekly basis as their infusion date
approached. They were offered either a treatment break or the use of
a SC medication and were advised that they could switch back to IV
infusions when normal service resumed. The uptake was tremendous –
33 out of the first week’s 35 patients opted for the SC option.

The IBD Team
Northern Health & Social Care Trust
Biologics therapy is a wellestablished treatment for patients
with IBD, in which patients
currently attend an IBD clinic in
Antrim Area Hospital for their
infusion and wait for a defined
time following their infusion for
monitoring for post-infusion
reactions. Previous research has suggested that this post-infusion
waiting time may not be necessary. The team’s interest relating to this
was therefore sparked – prompting them to review the number of postinfusion reactions which had been displayed by patients attending their
outpatients department IBD clinic.
In a joint project between the IBD specialist nurse, GI consultant
and pharmacist, all patients who attended the IBD clinic in 2017, 2018
and 2019 were reviewed. The principle objective was to analyse any
complications / reactions post-infusion and when these occurred and
whether this was impacted by the current monitoring period postinfusion. However, other data was additionally collected, including the
number of patients treated at the clinics.
The results from this project were beneficial when the pandemic
surged, with the review being conducted in early 2020. In Antrim
patients continued to receive their normal medications yet following
the review, it was felt that these patients could leave the hospital as soon
as their infusion had finished depending on the number of infusions
they had previously received, with the safety net of the IBD helpline
and usual healthcare services.
The results garnered will be considered as part of the IBD clinic
protocols and procedures which are currently under review with
ongoing consideration of post-infusion waiting times.
JULY 2021
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Sponsored by Ethypharm UK

Dr Siobhan Flanagan and the Healthcare in
Prison Clinical Addiction Team
South Eastern Health & Social Care Trust
In January 2020 HiPCAT began
an initiative to develop a more
comprehensive, integrated and
seamless addiction service
for service-users within the
Northern Ireland prison estate
– Maghaberry, Magilligan and
Hydebank Wood College. Several
specific aims were determined,
such as the reduction of the
waiting list and waiting times for
assessment and treatment, and the
improvement of access to Opioid Substitution Therapy (OST).
The project also worked towards reducing the risk of accidental
drug death in prison and in the immediate post-release period,
addressing prescription drug misuse, and introducing tier three
alcohol treatment and alcohol-related brian damage assessment.
Through the development of the programme, all referrals to the
addiction service are screened and special groups are prioritised for
assessment and treatment on the basis of their health needs. This
ensures that the service targets its resource at those most in need and
at risk of coming to harm. Additionally, the alcohol detox pathway on
committal has been reviewed and updated and education sessions on
alcohol detox and relapse prevention medication have been provided
to nursing staff in Maghaberry, Magilligan and Hydebank Wood
College.
In terms of the outcomes of the action undertaken thus far, 149
service-users were inducted onto OST in the 2020 calendar year, a
feat given the background challenges presented by COVID-19 and a
vast increase from 17 inductions in the year 2019.
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The Benzodiazepine and Z Drug Reduction
Service
Northern Health & Social Care Trust

The Benzodiazepine and Z Drug
Reduction Programme was
commissioned in Northern Health
& Social Care Trust to reduce the
prescribing of Benzodiazepines and
Z drugs in the NLCG area. Risks
associated with long-term use of
hypnotic drugs have been wellrecognised for many years – including
falls, accidents, cognitive impairment,
dependence and withdrawal symptoms. NICE guidance recommends
that when a hypnotic drug is used, the medications are prescribed for
short periods of time only, in strict accordance with licensed indications.
Through engagement with stakeholders, a multidisciplinary
reduction programme has been successfully implemented in Northern
Health & Social Care Trust. This service model utilises the specialist
knowledge of a pharmacist and nurse alongside the patient and their GP
to support and sustain Benzodiazepine / Z drug reductions. ensuring
that patients are in receipt of evidence-based prescribing and appropriate
reviews and support.
Innovation and quality improvement methodology were applied to
the design and implementation of the service in order to develop its
patient-centred ethos. Furthermore, a multidisciplinary steering group
and operational group were established to determine the project plan
and the creation of a standard operating procedure.
GP feedback has been incredibly positive, in which the initiative has
resulted in positive changes in prescribing behaviors, while demand for
this service continues to increase and a waiting list of interested practices
has been sparked.

The Community Addictions Team
South Eastern Health & Social Care Trust
Aware that DNA rates
within addiction teams
are consistently high –
with attendance rates
around 39 per cent
– the team recognised
the value that could be
attained by determining
why and subsequently
securing a pathway towards improvement. As a result, service-user
feedback was sought, leading to the team’s decision to trial a triage-style
telephone conversation with each new referral, rather than offering them
an immediate appointment.
The idea was to have a brief conversation with the service-user,
confirming that they firstly were aware and consented to the referral
and that they were still happy to be seen, and wanted to engage. It also
presented an opportunity for them to ask questions about the service and
what treatment could be offered.
Feedback from staff utilising the triage system has been very
positive. It allows staff greater flexibility with booking appointments
within their own diary; they are able to offer appointments based on the
needs of the service-user following the brief conversation, allowing for
better risk assessment and treatment planning. Inappropriate referrals
are stepped down to more appropriate services with service-users’
consent and they have a clear understanding and rationale. Logistically,
too, the introduction of these new measures has freed up additional
administrative time that can be employed to enhance other aspects of the
services on offer.
NIHR

Innovation in
Rheumatology
Service
Sponsored by UCB Pharma

Leon O’Hagan and Dr Brendan McCann
Banbridge Group Surgery

In collaboration with software developers specialised in clinical
diagnostic reporting and patient engagement applications, the team
are creating tools for practice pharmacists and other primary care
clinicians to easily audit and review monitoring of Methotrexate and
associated blood tests as outlined in the Shared Care Guidelines.
A web-app is being developed to help guide clinicians as to the
current recommended frequency of testing, as well as alert them
to significant abnormalities in monitoring. Patient information is
clearly laid out and supporting information easily accessible. The app
enables the user to compare patient results against the published care
guidelines, ensuring that they are adhering to the latest best practice
and documenting the assessment process. The tool also allows the
user to update prescription changes and schedule reviews in line with
care guidelines.
Furthermore, the web-app will enable results to be shared with
patients through a secure mobile app for Android and iOS devices.
The objective is to empower patients with the information to support
the self-management of their condition, and encourage a proactive
approach to supporting prescription monitoring. Additionally, the
aim is that it will offer reassurance to patients where service provision
has been affected by the COVID-19 pandemic – particularly their
concern that their tests results aren’t being appropriately reviewed
due to pressures on primary care.
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Dr Annmarie McShane, Dr Aidan O’Neill and
Dr Lynsey McKenna
Antrim Area Hospital

The team’s first steps in
their cultivation of change
were forged following
their recognition of the
increasing numbers of
patients presenting to
A&E and the GP accessible
Direct Assessment
Unit (DAU) in Antrim
Hospital with acute rheumatology issues, often with resultant inpatient
admissions and delays to patient management, and their awareness
that the majority of these cases could be alternatively managed through
ambulatory urgent care.
As a result the team established a new Consultant-led Acute
Rheumatology Service embedded within the Direct Assessment Area
comprising of two urgent or ‘hot’ rheumatology clinics per week, with
the aim of seeing all referrals within five working days of presentation.
These clinics initially focused on patients presenting to the DAU and
have since expanded to include A&E, outpatient clinics and inpatient
wards to facilitate early discharges. The medical staff within the DAU
have direct access to booking and therefore are able to provide patients
with a date and time for clinic before they leave the department without
the need for separate clerical staff or letters to be generated. Clinics are
protocol-led to ensure that baseline investigations are sent from the
DAU.
Since its establishment, the service has expanded and thrived –
reflecting the ethos of ensuring that patients are seen first time, at the
right place, by the right person.

Karen Nesbitt and the Ward 3B Team
Musgrave Park Hospital

In order to reduce footfall through the wards during the COVID
pandemic, a drive-through blood clinic for rheumatology patients was
established – a one-stop-shop for rheumatology patients, providing
all aspects of care on one site with a dedicated rheumatology team in
attendance. The service ensured that these individuals’ bloods continued
to be regularly monitored while on disease-modifying drugs, while an IT
system was developed to record and monitor blood testing, introducing
further efficiency and reassurance.
By way of patients attending in their vehicles where they were met by
staff to take blood, waiting times were subsequently reduced, as well as
footfall through the rheumatology department. This also freed up clinic
space for urgent reviews in the day ward.
Demonstrable of the sustainable change produced by the initiative,
the project has been adopted by other services and a permanent drivethrough phlebotomy service is now in situ in Belfast Health & Social
Care Trust.
A number of mechanisms were put in place to maximise the benefits
available for patients. The notable factors included a dedicated team
leader, a mock run-through prior to the commencement of the drivethrough clinic, risk assessments by the IPC team, and a system of
process completed with a service manager. Also integral to the success
of the service was the roll-out of a patient satisfaction survey and verbal
feedback from patients.
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The Difficult Asthma Clinic
Belfast Health & Social Care Trust

The Difficult Asthma
Service in Belfast
City Hospital
currently manages
the administration of
biologic monoclonal
antibody therapies for
almost 300 patients,
with the majority
regularly attending
outpatient appointments
on a monthly or bimonthly basis for these
treatments.
In response to the
challenges presented
by the COVID-19
pandemic, the team have responded by facilitating the transition of a
significant number of these patients to receive their treatments via a
clinical homecare system, where appropriate, to reduce the need for
any unnecessary exposures. As the clinical homecare system is still in
its infancy, this has required a thorough and systematic assessment
of suitability for each patient to ensure that patient safety and clinical
appropriateness is maintained. The majority of patients who have
moved to homecare in this period have remained on this system and
have continued to maintain disease stability through these difficult
times. The service’s current homecare number stands at 118 patients,
which is almost one-third of their cohort.
Establishing this homecare provision required interaction
between a number of stakeholders and would have been impossible
to achieve without the help of the Homecare Pharmacist who
negotiated a ‘bespoke’ service for the team’s patients given the
inherent ‘risk’ which isn’t seen in other patient groups receiving
homecare.
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The Stop Smoking Service
South Eastern Health & Social Care Trust

The South Eastern Health & Social Care Trust Stop Smoking Team
regularly engages with clients referred from the Respiratory Department
to help them to stop smoking, in which their quit rates have been well
above expected Public Health Agency standards at 71 per cent having
quit at four weeks and 36 per cent remaining quit at 52 weeks.
Aware that respiratory clients can be a challenging group, not least
because they often wrongly believe that there is no point in curbing
their habit, the team produced a video to be published on a regional
platform for all clients attending pulmonary rehabilitation sessions.
They additionally decided that this would be an excellent opportunity
to attempt to address these issues with evidence-based advice, positive
encouragement, and a ‘busting the myth’ section.
The team’s approach has been based on the premise that most
smokers already know that it isn’t good for them, as well as the impact
which it can have on their quality of health and life-expectancy, and thus
they preferred to focus more on the positive aspects of quitting, the help
that is available, and that ‘it’s never too late to quit’.
Client feedback has been extremely positive, with the content
having been particularly noted as non-judgmental, very accessible, and
containing encouraging messages of support and information.

The Optimising Respiratory Services in the
Setting of COVID-19 Team
Western Health & Social Care Trust

When the pandemic started, the team immediately became aware of
the impact which this would have on elective respiratory services,
subsequently examining each aspect of their service and developing a
plan to modify it – all the while working within the infection prevention
and control boundaries of COVID-19.
Utilising the British Thoracic Society cough assessment tool, the
team modified and transferred this onto an electronic ‘patient centre’
platform with the help of the IT department. This allowed patients
to be assessed remotely by telephone, with the physician completing
the tool online, and when completed, the letter was automatically
uploaded to ECR and a copy sent to the GP. As a result of this process,
non-consultant staff have been able to complete remote assessments
and opportunities of remote working have been facilitated when staff
members must self-isolate.
Also hugely impactful was the team’s initiative to expand the role
of respiratory nurse specialists in the follow-up of asthma and COPD
outpatients in order to increase the number of clinic slots available at
consultant-led clinics. Furthermore, when face-to-face classes were
suspended during the pandemic the team established a remote / virtual
pulmonary rehabilitation programme that can be delivered to the
NIHR
patient in their home by a real-time video call.
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The Boots Team
High Street, Antrim

The onset of the
COVID-19 pandemic
prompted numerous
changes to the way
the pharmacy staff
worked. In response
to customers being
unable to access their
medications from the
pharmacy, the team
significantly increased
their delivery service in
order to support these
patients and ensure
that they received
the medication they
required.
Notably, Oasis Caring in Action has worked in partnership with
the pharmacy’s Roisin Campbell to address the needs of vulnerable
women in the Antrim area under the Building the CommunityPharmacy Partnership programme. This year the women on the
programme had poor mental health, many were isolated, and had
either been referred from Women’s Aid or were still living in abusive
situations.
A number of these women have visited the pharmacy in order
to seek advice regarding their own mental health and that of other
family members at a time when they have struggled to access any
other services. Some have been initiated on anti-depressants or had
adjustments made to their medication which Roisin has been able to
discuss with them, offering advice around not only pharmacological
intervention, but also different non-pharmacological interventions,
including diet and exercise.
Roisin’s work and advice visits with nursing and residential
homes have also demonstrated the pharmacy’s ambition to reach the
most vulnerable in today’s society.
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The Bradley's Pharmacy Team
Dromore
During the days of
uncertainty brought on
by the pandemic, one
of the pharmacy’s key
aims was to implement
a dependable delivery
service for patients who
were unable to come into
the pharmacy during
lockdown, whether
they were vulnerable,
shielding or isolating.
Recognising that in order
to offer this as efficiently as possible it was necessary to turn to the local
community for help, the staff began liaising with the local Order of
Malta team who volunteered to help with deliveries every day.
Each evening a volunteer would collect the prescriptions that needed
delivered and take them to the patients. This became a vital service for
the local community and it was relied upon throughout the lockdown
and beyond. Its success has been to the extent that as lockdown finished
and the work with Order of Malta came to an end, the pharmacy
invested in a company van, so that they could continue the delivery
service to those who were most vulnerable in the community and to
anyone who found themselves isolating.
Also beneficial was the addition of a phone ordering service in which
customers could phone the pharmacy and order whatever items they
needed from the shop or OTC items and pay for these over the phone
and receive them to their car or their house.

The Timoney Pharmacy Team
Lambeg
The pharmacy was
established by Margaret
Timoney in 1954 and
has remained central
to the community for
67 years. While there
are no GP practices
located in the immediate
vicinity, the team have
worked closely with local
health and social care
providers, including the
neighbouring primary
care providers in Lisburn

and Dunmurry.
Initially the objectives set in motion for the team focussed on those
activities unique to pharmacies: emphasising patient-facing services to
deliver the best outcomes, from dispensing medicines, and improving
patient safety in the use of medicines, to facilitating accessibility to
healthcare interventions for the local community. Within the past 12
months they have set up and implemented a flu vaccination clinic, a
hypertension detection clinic, and a podiatry clinic – with all members
of staff being involved in the entirety of these initiatives.
Additionally, and in line with the challenging time encountered
by the community, in March 2020 the pharmacy trialed a volunteer
service to deliver medicines to vulnerable, shielding or ill patients
initially through contact with a local church. This was then expanded
and formalised with the community group Resurgam through the
Community Development Healthcare Network. In late March the
team also volunteered to trial the Delivery Pro app which allowed the
pharmacy to plan, track and reconcile the delivery of medicines by the
volunteers in support of best practice.
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Fortini Compact Multi Fibre packs the nutrition of a standard
paediatric oral nutritional supplement* in 38% less volume

ORDER SAMPLES^

Chocolate-Caramel Flavour
Scan
Also available in
Strawberry & Neutral
Flavours

> Nutritionally complete for children
1+ years of age (>8kg)
> Significantly improves weight
& height in just 4 weeks1
> Excellent compliance1
> Improves appetite1
> Great taste that children love2

This information is intended for Healthcare Professionals only.
Fortini Compact Multi Fibre is a Food for Special Medical Purposes for the dietary management of disease related
malnutrition and growth failure in children from one year onwards, and must be used under medical supervision.
1.Hubbard GP et al. Eur Jr Pediatr. 2020.179;1421–1430 2. Healthy Children Taste Tasting, UK 2016 (n=122)
*Various 1.5kcal/ml, 200ml paediatric ONS with fibre available on the market.
^Product can be provided to patients upon the request of a Healthcare Professional. They are intended for the
purpose of professional evaluation only.
Nutricia Ireland Ltd. Block 1, Deansgrange Business Park, Deansgrange, Co. Dublin.
Accurate
date of publication,
36 as of JULY
2021 March 2021
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COVID-19
HOW COVID-19 HAS CHANGED
THE WAY HEALTHCARE
WORKS: A TRANSPLANT
PROFESSIONAL VIEW
In this feature, Raj Thuraisingham, Consultant
Nephrologist at Royal London Hospital and Chair of
The European Society for Organ Transplantation
(ESOT) Education Committee, considers how the
pandemic has changed the way healthcare works
from the perspective of a transplant professional,
focussing on patients and education, in the build
up to ESOT Congress 2021 which takes place from
29th August – 1st September this year.

Raj Thuraisingham
The COVID-19 pandemic has presented
society with one of the greatest, if not the
greatest, challenges of the 21st Century.
Its impact on all aspects of life has
been profound, not least in the field of
transplantation where delays to transplant
procedures have been witnessed across
the globe.1-2 Yet for all its detriment, the
pandemic has also fostered different ways
of working with the potential to become the
new normal. We have seen our development
towards a more digitised world accelerate and
this has supported the development of easier
and more efficient approaches to previously
challenging circumstances.
This article will explore those impacts
and changes, whether for better or for worse,
and look at how practice has changed from
the perspective of somebody working in
transplantation.

PATIENTS

Few areas have seen as big a change as patient
interaction. Many transplant centres, for
NIHR

instance, have implemented policies to prevent
physical contact of transplant recipients with
both healthcare workers and the wider public.1
The key example of this is the conversion of
clinic visits into telemedicine.
In a clinic I ran with three of my
colleagues, we would typically see around
60 patients face-to-face every week prior
to the pandemic. Since moving to video
and telephone consultations, that figure
has dropped to around five-to-six patients
being seen physically each week. As a result,
moving appointments has become far more
flexible and the reduced demand for clinic
rooms has meant that those who need
to be seen most can be given that access.
As hospitals and surgeries have sought to
minimise patients visiting in a physical
capacity, logistical matters have improved.
Home delivery services for medication have
vastly progressed3-4, which provides more
convenience for patients and helps facilitate
adherence to prescriptions.
There are wider benefits as well, such
as less traveling for patients which in turn
makes for a ‘greener’ process. With many
people now working remotely it also means
that they can work more flexibly, which can
help productivity. As a clinician, you also
gain more of an insight into how patients live
by actually ‘visiting’ them at home or work.
Additionally, asynchronous communication
lines with patients via mediums like email,
has facilitated more direct access and ongoing
dialogue with consultants. This has helped
bridge the gap between the clinician and the
patient as the former is able to keep up-todate with the developments of the patient in a
more effective manner. Virtual meetings have
also facilitated better and easier access for the
whole multidisciplinary team.5 Nonetheless,
certain patients will still prefer or require face-

to-face contact at times and the key is to be
able to offer patients the choice and build in
sufficient flexibility to allow this.
The impacts of the pandemic on inpatients
have also been profound, not least through
the effects of wearing masks. Beyond their
role in helping to prevent the transmission of
COVID-19, one of the negative side-effects
has been that they have dehumanised doctors
and nurses, which has made communication
more challenging. This has been supported
by a survey from the NHS Quality of Care
Commission in the UK, where 27 per cent
of patients said that they could ‘sometimes’
or ‘never’ understand staff when they were
talking while they were wearing PPE.6
Another challenge has been the limitations
on visiting patients. This has led to less contact
with families which has made communication
more difficult and communication lines
weaker.7 Not only does this increase the
mental burden on patients, but it also means
that families can’t see directly how patients
are progressing, which can cause distress. The
impact of reduced visits and family interaction
has also been witnessed in healthcare
professionals.7 As the mortality rate has
significantly increased, so has the moral injury
to healthcare staff, particularly those in the
early stages of their career.

EDUCATION

Another area of significant change has been
education. The move towards more online
experiences was already underway prior to the
pandemic, however previously there has been
a view that these were inferior to face-to-face
interactions and delivered snapshots rather
than comprehensive experiences. With many
flagship events being forced to go virtual,
this concept has been challenged8 and there
JULY 2021
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has been a complete rethink about what can
be achieved via digital means, alongside a
complete reorganisation to accommodate this.
Accordingly, planning and convening
educational events has become easier, as has
attendance and participation. Access to a
worldwide audience and international experts
has never been better. Moreover, with costs
being adjusted, and typically substantially
reduced – particularly once you factor in
travel, accommodation and so forth – we have
witnessed a democratisation of education
where genuine opportunities now exist for
low- and middle-income countries. During
a recent workshop there were people present
from 20 different countries ranging from
the Caribbean, Africa, Asia, Eastern Europe,
Central America and even Papua New Guinea.
For another meeting, the audience was based
in Nigeria, the sponsor in Switzerland, the
Chair in the UK and faculty / admin in Italy.
What was previously considered inconceivable
is now a straightforward process. However,
it is also recognised that the pandemic has
entrenched the digital divide caused by
social and cultural barriers, particularly in
developing countries.9-10
Another benefit has been the exposure
to platforms like Zoom and Teams, which
has resulted in experts, academics and
patients acquiring new online teaching skills,
despite having little to no training and prior
experience using these services. This has
helped enhance the ability to adapt quickly
and effectively to changing circumstances.
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Previously events were being cancelled,
now there is usually a virtual back-up plan.
Moreover, these virtual platforms may have
helped facilitate more engagement with
younger audiences, as the chat and Q&A
function has allowed for a more subtle way
to pose questions that makes them feel less
self-conscious.9
This trend has also led to key logistical
changes like the flipped classroom model,
which is being trialled for HESPERIS, a
unique educational experience being ran
by ESOT. Rather than the event taking
place across three days, it is now a 10week experience. The initiative has proved
exceptionally popular too, with the course
fully booked and many people on the waiting
list.
Digitisation has been a force for good
and removed certain barriers, but it has also
created others. Networking has become
particularly difficult as building your network
relies heavily on physical interaction. Rather
than congregating with colleagues before
/ after classes and sessions to discuss and
engage, the convenience of virtual events has
allowed you to simply tune in for the topic
you are interested in and then log off. This
has narrowed the impact of key educational
events and completely cut-off one of their
fundamental benefits. The absence of ‘human’
experiences has made the educational process
more robotic and hindered collaborative
experiences.
For trainees and students online teaching
has been inadequate at times.11 Practice-based
learning experiences have been particularly
difficult to acquire and develop throughout
the pandemic down to the lack of operations
and clinical cases, as well as wider patient
interaction.12-13 This will undoubtedly set back
cohorts of trainee medical professionals who
will require targeted and additional support to

become full professionals. However, there is
evidence suggesting that virtual education has
still been effective and received positively14,
and we should look to refine this digital
process in the times ahead rather than dismiss
it. Moreover, many trainees have been drafted
into placements that support or accommodate
efforts in the fight against COVID-19. This
has involved exposure to volatile and alien
environments, which has helped build
resilience and adaptability.
In conclusion, the pandemic has clearly
reshaped the way we work and created a
new normal. This has both presented major
challenges and unlocked new potential.
Moving forward, agility is key. A hybrid of
physical engagement with digital interaction
could help forge an even better experience
across the healthcare space, for professionals,
patients and education alike. Within the
field of transplantation, the upcoming ESOT
Congress 2021, a hybrid event which takes
place from 29th August – 1st September, seeks
to achieve this exact goal. It is paramount that
we take the insight we have gained from the
pandemic and use it for the better, not least to
ensure that we are in the best place possible
to combat any similar scenarios we may
encounter in the future.
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NEWS

THE
PHARMACY
SHOW
RETURNS THIS
OCTOBER
We know, it’s been a difficult period, with greater pressure than ever
before, and it’s been tough not having access to the kind of events that
help you get better at what you do.
But thankfully that’s changing. The Pharmacy Show is the major
gathering for the pharmacy professionals of the sector for over a decade.
The event will champion the pharmacy profession and invites all to come
together for two days of education, networking opportunities and, of
course, fun! Nowhere else can pharmacies in the UK find inspiration and
insight to tackle the biggest challenges while finding new ideas to help
them survive and thrive.
NIHR is delighted to be working with The Pharmacy Show as media
partners this year.

VIAGRA CONNECT® TRIAL SIZE TWO PACK
Following the easing of lockdown restrictions,
pharmacies across the country should expect to see
an increased footfall of people coming in looking
for advice around sexual health products, including
products to help treat erection problems (EPs).
Consumers will be embarking on a summer of love,
with three quarters (74%) of those experiencing EPs planning to visit a
pharmacy to stock up on sexual health products, so it is important pharmacies
are well stocked and staff feel confident to advise consumers across an array of
different sexual health needs. Viagra Connect® provides training materials for
the development of soft skills and advice on how to approach conversations
around sensitive topics such as erection problems, and the new Viagra
Connect trial size 2 pack is now available for men who are worried about
trying an erection problems treatment for the first time.
For further information, please contact Johnson Brothers on 02892
679121.
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HERE'S WHAT YOU CAN EXPECT
•

Access all eight theatres, covering a huge range of topics and
discussions around current issues to move you forwards in your
career
•
Meet face-to-face with vendors and suppliers that can streamline the
day-to-day workings of your practice
•
Arrange an overdue catch-up, relax and socialise with friends and
colleagues or meet with like-minded connections from online
communities
•
Try out new equipment and technology and compare similar
products to identify what best suits you
You´re only a heartbeat away from securing your pass for The
Pharmacy Show 2021!
Visit www.thepharmacyshow.co.uk to register for your FREE pass.
Now that’s got to be a big plus.

DEMAND FOR SEXUAL HEALTH PRODUCTS
EXPECTED TO ACCELERATE
Following the easing of UK lockdown restrictions, new research by
VIAGRA CONNECT reveals an expected increase in demand for sexual
health products as consumers get ready for a summer of love.
Rob Elliott, Marketing Director, Viatris, comments, ‘Pharmacists can
expect an increase in footfall, and prepare in advance to ensure sexual
health categories are well stocked, and ensure staff feel confident to advise
consumers across an array of different sexual health needs, including advice
around erection problems. Viagra Connect with its wealth of information
and training materials for pharmacy staff will enable them to provide
advice for the estimated 5 million men in the UK suffering from EPs. The
new trial size 2 pack is ideal for those sufferers wanting to try the original
and trusted EP treatment, making it easier for men and their partners to
re-connect this summer.’
[i] OnePoll. Lockdown Sex Trends survey (sample: 2,500 adults in the
United Kingdom over age 18 – weighted to be nationally representative).
April 2021. Survey commissioned by Viatris.
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PROMOTION

BESTWAY MEDHUB
CELEBRATES
TURNING SIX!
Bestway Medhub is a short-line wholesaler
supplying products and services to the
independent pharmacy and dispensing doctor
sectors, supporting over 3,000 customers
across the UK.
always, the pharmacy sector has risen to the challenge and shown its
true value. I have been inspired to see the hard work, resilience and
passion from the pharmacy sector and that is why we chose to mark
our 6th business anniversary milestone by raising awareness and funds
for the profession’s leading wellbeing charity.
“I am delighted that we’ve raised £2,282 for Pharmacist Support,
which will go directly towards building wellbeing workshops as well as
counselling and peer support for those that need it. As a pharmacist
myself, I know the importance of charities and wellbeing services like
this. Taking some time to look after their own health and wellbeing
is essential while they put their focus and energy into caring for their
patients and the local communities they serve.”

WE’RE COMMITTED TO MAKING YOUR LIFE SIMPLE:
•
•

Paul Insley
As part of the Bestway Group, the company has the backing of the
largest independent wholesale business in the UK. Established in
2015, Medhub has grown significantly, with its market share more
than tripled in the last two years. Working to the values of being
transparent, fair, and simple with a dedicated Field and Telesales team
supporting customers day in and day out.
With a 250,000 square foot automated and MHRA licensed
Healthcare Service Centre based in Stoke-on-Trent, Bestway pick and
dispatch orders, providing the highest levels of accuracy combined
with 24 hours a day speed.
To celebrate their 6th birthday last month and mark this key
business milestone the team decided to raise awareness and over
£2,000 for the sector's leading wellbeing charity, Pharmacist Support.
Paul Insley, Head of Bestway Medhub & Wardles said: “We’ve
come a long way over the last six years, and I am very proud of how
we have stayed true to our values of being transparent, fair and simple
– something I know our customers truly appreciate when working
with us.
“The last 18 months has been incredibly tough for everyone, and
coronavirus has affected all our lives. I’ve seen first-hand the increased
pressure that has been put on pharmacists and their teams, but as
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•
•
•
•
•
•
•
•
•

No rebates, no tiers, no targets – no complications!
Extensive range of over 1,200 generic medication lines and over
800 Parallel Import products.
Competitive net pricing – fair for everyone.
Transparency at every level of interaction.
Simple and straightforward pricing, invoicing, and statements.
Dedicated Account Manager with a call centre to support special
offers.
Payment options include direct debit, AMEX and credit card
(subject to credit checks).
Delivery in totes via Alliance Healthcare – consistency of
delivery times and MHRA regulated temperature-controlled
vehicles.
Bulk order options available by courier to deliver by pallet rather
than tote where needed.
Online ordering portal giving 24/7 access to ordering as well as
access to statements and invoices.
Experienced and trained staff, with industry knowledge
providing the best customer experience.

Want dependable wholesale, without the complications? Get in
touch today by calling 0800 050 1055 or email sales@bestwaymedhub.
co.uk.
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Discover
the Bestway
for your
business
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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

NIHR

Email:

sales@bestwaymedhub.co.uk

Web:

bestwaymedhub.co.uk
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COELIAC DISEASE

BITING BACK

Although society’s coeliac disease knowledge
is progressively improving, with the symptoms
often vague and broad, the condition remains
tinged with too much misunderstanding. Here,
the Guts UK charity team explore its complexity,
in addition to the recommended courses of
action when a diagnosis is suspected.
Coeliac disease is an autoimmune
condition where gluten, a protein found in
wheat, barley or rye, causes inflammation
to the small bowel villi, resulting in
malabsorption.
Approximately one per cent of the UK
population have coeliac disease; it occurs in
all ethnicities, and it’s suspected that onein-seven people remain undiagnosed. The
reason coeliac disease occurs is currently
unknown and it’s suspected that alongside a
genetic predisposition, there are suspected
environmental factors that are behind the
cause of the development of coeliac disease.
The incidence in first-degree relatives is 10
per cent.

WHAT ARE THE SYMPTOMS?

Symptoms of coeliac disease can be
wide-ranging, and occasionally vague, for
example, abdominal discomfort, bloating,
and a change in bowel habit – diarrhoea or
constipation. People can have weight loss
and symptoms of nutritional deficiencies,
such as osteoporosis or anaemia. There
are occasionally other symptoms, such
as ataxia and a skin condition called
dermatitis herpetiformis that’s linked to
damage from gluten.
Some people don’t have symptoms
and are discovered to have coeliac disease
during an investigation for other problems,
such as bone disease, autoimmune thyroid
disease and anaemia as these are associated
with coeliac disease. Other associated
conditions are type 1 diabetes, Down's
syndrome and Turner syndrome.
It’s important to also test people with
suspected IBS in adults for coeliac disease
as the diagnosis has a four-fold increase in
people meeting an IBS diagnosis compared
to the general population. (Ford et al, 2009)

DIAGNOSIS

Diagnosis of coeliac disease is by serology
initially, using total immunoglobulin A
(IgA) and IgA tissue transglutaminase
(tTG) as the first choice, if this test is
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weakly positive then IgA endomysial
antibodies (EMA) if IgA tTG is weakly
positive.
Prior to testing, it’s vital that people eat
sources of gluten (wheat, barley or rye) in
more than one meal per day for at least six
weeks before the test to ensure that they
have adequate antibodies in their blood
for detection. These tests may be sufficient
alone to test for coeliac disease in some
adults over 55 and young children but in
other cases an endoscopy will be required,
and when it is, again it’s important that the
patient continues to eat gluten to ensure a
diagnosis.

WHAT NEXT?

The treatment for coeliac disease is a
gluten-free diet and it’s very important that
strict avoidance is maintained for life to
ensure health.
Gluten is found in foods containing
wheat, barley and rye – obvious sources
are bread, pasta, biscuits, pastry and
wheat-based breakfast cereals. Gluten is
also found in foods where it might be less
likely to be suspected. Wheat is frequently
used in products to impart texture and
used as additives to act as thickeners,
extenders, emulsion stabilisers and binders
in processed foods and processed meats
such as sausages, for example. Wheat
can also be present in small amounts as a
food contaminant during the production
process and people with coeliac disease
need to avoid all sources of contamination.
This can mean that the diet is complex
and people who are diagnosed should be
referred to a dietitian for dietary education
and reviewed to ensure that the diet
remains gluten-free. Early education is
important so that the person can quickly
become confident in following a glutenfree lifestyle.
A wide range of foods are naturally
gluten-free but there are also staple foods
that are developed specifically for the
gluten-free diet, such as breads, breakfast

cereals, crackers and flour.
The cost of these staple gluten-free
foods is higher and in Scotland, Wales and
Northern Ireland gluten-free foods can be
provided on prescription to ensure that
people do have access to the foods that
they need and are able therefore to follow
the diet and stay well.
Once diagnosed people with
coeliac disease should be considered
for a referral for a DEXA scan and as
patients with coeliac disease can also
have hyposplenism vaccinations against
influenza and pneumococcal infections
may be recommended. They should have
an annual review to ensure continued
recovery from the gluten-free diet and
any continued symptoms should be
investigated by a gastroenterologist,
therefore the patient should be referred
in this situation. Lymphoma of the small
bowel occurs in a very small number of
people with coeliac disease after many
years, especially if they continue to eat
gluten so it is important that the cause of
continued symptoms is investigated.
Coeliac disease is more common than
previously thought and the treatment once
diagnosed is to follow a strict gluten-free
diet. If the diet is followed, most people
will recover well and have a life-expectancy
the same as the general population.
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Guts UK charity are the charity for
the digestive system. We fund research,
provide expert information and raise
awareness of digestive health. 25ft is a
lot of guts to understand, but with new
knowledge, Guts UK will end the pain
and suffering for the millions affected by
digestive diseases.
For more information, visit www.
gutscharity.org.uk.
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Our delicious range of gluten free staples includes soft loaves and rolls, all purpose
ﬂour mixes, cereals, pasta, pizza bases, and crackers - all formulated to meet the
speciﬁc dietary needs of patients with coeliac disease and dermatitis herpetiformis.
How to Order
All products (apart from the fresh bread) can be ordered via your pharmaceutical
wholesaler. For PIP codes and product information, visit www.juvela.co.uk/products

Loaves & Rolls

Flour Mixes

es

as
Pasta & Pizza B

Breakfast Cereals

Contact us for advice, product information or recipe inspiration:
NIHR

info@juvela.co.uk
0800 783 1992
Visit www.juvela.co.uk for more resources
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LYME DISEASE

A SIGN OF THINGS TO COME

With Lyme disease incidence on the rise in the UK, an increasing number of
people are turning to their local pharmacy for health advice. Get the lowdown
from Lyme Disease UK, and discover how your knowledge can empower your
patients as they navigate the risks.
•
•

You can be infected in any month, but
it’s most likely in spring / summer
The Big Tick Project found ticks on
one-in-three dogs

PREVENTATIVE ADVICE
•

•
•

WAKE UP TO LYME

After a year of COVID-19-related lockdowns,
and the current warmer temperatures, many of
us are eager to get back outside. On the path to
normality, we will need to continue to observe
the guidelines that protect us from coronavirus
and support the NHS, but also be more aware of
the risks of Lyme disease.
The symptoms of acute Lyme disease can
overlap with COVID-19 symptoms, with
fatigue, fever and exhaustion being common in
both cases – yet it’s largely unknown, and very
often untreated or misdiagnosed.
As we return to parks and private gardens,
both being places ticks are active, it’s important
to be aware of how to prevent tick bites, know
what to do if we are bitten, and help prevent
further cases of Lyme disease this summer.

•
•

Wear insect repellent during
outdoor activities and consider
treating outdoor clothing with
permethrin
Avoid walking through long grass and
stick to pathways
Wear light-coloured clothing and
brush off any visible ticks
Wear long sleeves and long trousers
If you have to walk in long grass, tuck
trousers into your socks and check
for ticks when you get home. Also
use tick prevention on your pets and
thoroughly check them for ticks after
they have been outdoors

REMOVING A TICK
•
•
•
•

Never pull off a tick with your fingers,
normal tweezers, or any other tool not
designed for the job
Never smother the tick in oil or
Vaseline
If you save the tick, it can be tested for
infections
There is no minimum time a tick
needs to be attached to pass an
infection, however, do remove it as
soon as possible

WHAT IS LYME DISEASE?

DIAGNOSING LYME DISEASE

•

•

•

•
•

Lyme disease is caused by a corkscrewshaped bacterium called Borrelia
Lyme disease can be transmitted via a tick
bite
Ticks can carry other infections, such as
Anaplasma and Babesia
Ticks are arachnids and can be as small as
a poppy seed

•

WHAT ARE THE RISKS?
•
•
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Infected ticks can be found all over the UK
Infected ticks are found in woodland,
heathland and parkland, but can also be
found in urban parks and gardens
JULY 2021

•

Lyme disease can be hard to diagnose
as tick bites can be easily missed
The most obvious sign of Lyme disease
is an Erythema Migrans (EM) rash,
often referred to as a bullseye rash. An
EM rash takes at least three days or
more to appear after a bite, generally
isn’t itchy or painful, and then
gradually spreads outwards. EM rashes
can be atypical and do not always
appear as the more easily-identified
ringed-type rash
Be aware that not everybody develops
an EM rash so other symptoms to look
out for are ‘summer flu’, headaches,

neckache, fatigue, joint pain, muscle
pain and generally feeling very unwell.
In children facial palsy (drooping of
the face on one side) and behavioural
changes can also indicate Lyme disease

TREATING LYME DISEASE

Early treatment is key. An EM rash is
diagnostic for Lyme disease and treatment
should be started without the need for a
blood test. The blood test used for Lyme
disease is unreliable in the first four-tosix weeks after a bite and can produce a
false negative result. This is because it’s an
antibody test and the body can take that
long to make the antibodies to the bacteria
that cause Lyme disease. The blood test
should be repeated if it was carried out
during this early window and returned a
negative result.
The GP will be able to advise on the
best antibiotic for their patient. However,
Doxycycline is commonly prescribed to
adults and Amoxicillin for children. It’s
essential to be aware that treatment for
children for Lyme disease is based on
their age and weight as the dosage is much
higher than usually prescribed for other
infections. The NHS doesn’t normally
recommend treating prophylactically unless
pregnant or immunocompromised.

FOR THE PHARMACIST

Pharmacists can play a role in advising
people how to remove a tick correctly if
necessary, possibly stock tick remover tools
in their first-aid section, and be able to
advise what symptoms the person should
look out for after a tick bite. Awareness
of how EM rashes look and behave can
help people avoid a possible misdiagnosis
of ringworm and cellulitis, which can
delay diagnosis and treatment. Customers
who have a suspected EM rash should
be advised that they should seek medical
advice promptly so treatment can be
started.
For more information, visit www.
lymediseaseuk.com. Lyme Disease UK can
also be found on Facebook, Twitter and
Instagram.
NIHR
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OUR HEARTS OUR MINDS

FROM THE
HEART
Cardiac rehabilitation has well-established
benefits in terms of reduction in
cardiovascular morbidity and mortality
in the first 12 months following an
index cardiovascular event as well as a
concomitant reduction in emergency
readmission rates (25 per cent). (1) With
the advent of the COVID pandemic many
cardiovascular disease prevention and
rehabilitation programmes (CPRP) were
suspended as CPRP staff were redeployed
to the frontline. Yet the need for CPRPs
has never been greater.
Comorbidities such as obesity,
hypertension, diabetes mellitus and
cardiovascular disease substantially
increase morbidity and mortality in
those with COVID-19 while measures
to reduce viral spread, such as social
distancing, lockdown and shielding, are
having unintended adverse consequences
such as weight gain, increased anxiety
and depression levels and reduction in
physical activity levels. (2-4) Therefore,
cardiovascular patients need support more
than ever to help them optimally manage
their cardiovascular health while at the
same time such care should be provided
in a way that is safe for both staff and
patients. (5)
The Our Hearts Our Minds programme
for cardiovascular health (OHOM) was
established in the Western Health & Social
Care Trust in 2019 as part of the Northern
Ireland’s Department of Health roadmap
for the transformation of health services.
OHOM is based on a well-established
EUROACTION/MyAction model i.e. a
nurse-co-ordinated, community-based
preventive cardiology programme
delivered by a multidisciplinary team
(MDT) with healthy lifestyle change at its
foundation as well as managing medical
risk factors (lipids, blood pressure etc.)
to target, optimising cardioprotective
medications and promoting psychological
health. (6, 7)
During the pandemic peak in March,
like many CPRP, the OHOM programme
was suspended with the majority of the
staff redeployed to the frontline. When
the staff returned in May 2020 it was clear
that a new way of delivering the service
was required. Telehealth – the delivery

NIHR

Dr Susan Connolly, Consultant
Cardiologist and Clinical Lead
for the Our Hearts Our Minds
programme at the Western
Health & Social Care Trust, delves
into the innovative initiative
which is offering cardiovascular
patients a Fitbit smartwatch
in combination with an app to
detect atrial fibrillation – and the
impressive impact which has been
forged thus far.

of care at a distance using information
and communication technologies – was
the obvious solution as care could still
be delivered while maintaining physical
distance. There was already good evidence
for using telehealth in the CPRP setting as
shown by a recent meta-analysis of more
than 30 telehealth trials which included
education (and in some cases supervised
exercise) being delivered by telephone,
video-conferencing and mobile apps. (8)
Further reviews during the pandemic
quickly identified the most successful
components to delivering a virtual
programme. (9, 10) We adapted these key
elements to create the virtual Our Hearts
Our Minds programme which consists of
the following components (Figure 1).

Figure 2: Margaret Taggart (Lead Nurse)
and Aisling Rogers (Dietitian) carrying
out the virtual assessment
2.

Figure 1: Overview of the virtual Our
Hearts Our Minds programme for
cardiovascular health

THE VIRTUAL PROGRAMME
COMPONENTS ARE AS FOLLOWS:
1.

The initial assessment is delivered
via phone or video as per patient
preference (Figure 2). This detailed
MDT (nurse, dietitian, physical
activity specialist) assessment follows
the same format as the previous faceto-face one but is now more reliant on
self-reported measures. To this end
patients are provided with equipment
‘kits’ which include tape measures
(for waist circumference measure),
home blood pressure monitors and
Fitbit smartwatches which they are
permitted to keep indefinitely if they
engage with the programme.

3.

4.

5.

Bimonthly virtual group education
sessions via the Pexip video conferencing
platform (n=6 in total). These sessions
are facilitated by the OHOM MDT with
an average of eight-to-10 participants at
each session covering key topics around
cardiovascular health promotion with the
opportunity for peer-to-peer support.
Bimonthly individualised coaching
consultations via phone (n=6 in total).
Patients receive an individualised
coaching consultation by one member of
the MDT to check on progress, answer
queries and reset goals.
Asynchronous education: six educational
videos promoting various aspects of
cardiovascular health presented by the
MDT were filmed professionally and are
freely available on the trust’s YouTube
channel to view by patients and their
families.
Use of wearable technology (Fitbit).
The Fitbit’s photoplethysmography and
accelerometer capability enables heart
rate monitoring as well as monitoring of
step count and active minutes (Figure 3).
The validity and the accuracy of Fitbit in
a cardiac population has previously been
established. (11, 12) In addition, patients
can also log their weight, body
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OUR HEARTS OUR MINDS
mass index and even a food diary via the
Fitbit app. Patients can then export their data
via a csv file to the OHOM MDT (Figure 4)
via email or join the OHOM dashboard by
synchronising their device to the same so their
physical activity (step count, active minutes)
can be monitored in real-time by the OHOM
MDT.
Personalised messages can also be sent
through the Fitbit app directly to patients
based on their dashboard results to help
increase their physical activity. A full data
protection and impact assessment was carried
out and ICT security governance approval was
obtained.

Figure 3: Our Hearts Our Minds patient
walking on Peace Bridge, Derry, using
her Fitbit
Patients are also provided with the
Fibricheck app (13) which can be paired
with their Fitbit. Fibricheck is the world’s
first validated app for the detection of atrial
fibrillation using photoplethysmography from
the Fitbit device. The patient simply presses the
screen of their Fitbit to start a measurement
and the result can be viewed by both the
patient directly and their cardiologist on a
cloud-based dashboard. Many cardiovascular
patients have palpitations and now instead
of them having to come to hospital for a
Holter device they are invited instead using
an OHOM specific QR code to access the
Fibricheck app free of cost.
6. Management of medical risk and
cardioprotective medications. Lipid profiles
and HbA1c are facilitated by the community
phlebotomy hubs with the results monitored
by the OHOM team. Weekly MDT meetings
with a consultant cardiologist continue as
usual and medication uptitration is facilitated
by advice to primary care.

PRELIMINARY DATA

Between May 2020 and the end of January
2021 553 referrals were received by the
programme. Of those offered an initial
assessment 93 per cent have attended. Of
those due to undergo an end-of-programme
assessment 94 per cent have attended. Onethird of patients opted for video assessments
and six / 10 patients opted to receive a Fitbit
wearable device. Analysis of the clinical and
patients-reported outcomes in those who
have attended both the initial and end-of-
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programme assessment show strikingly
similar results to what was achieved with
the previously fully face-to-face programme.
There was a reduction in smoking, in weight
(-2.8 kg) and waist circumference (-5 cm) as
well as a trebling in proportions achieving
consumption of five fruit and vegetable /
day and oily fish once per week. There were
increases in physical fitness (Mets + 1.5) as
well as increases in daily step count and active
minutes. By the end of the programme nine
/ 10 patients were achieving optimal BP and
lipid profiles. Prescription of high intensity
statins, ace inhibitors and beta blockers was
high at 98 per cent, 96 per cent and 88 per cent
respectively. There were also reductions in
mean anxiety and depression levels, as well as
overall improvements in quality of life.
Virtual OHOM is completely COVID
secure as there are no face-to-face
appointments. Instead, the tools of video
conferencing technology, the telephone,
educational videos, as well as a wearable
/ tracker (Fitbit), have been successfully
harnessed to deliver a telehealth version of
OHOM while maintaining the key elements
that make the programme so successful
(e.g. the MDT assessment, evidence-based
behaviour change strategies, the individualised
approach). The virtual programme continues
to offer a menu-based approach tailored to the
individual with the patient choosing which
aspect of the programme (telephone coaching
calls, video group sessions, Fitbit smartwatch)
that they want to engage with.
The success of this approach is vindicated
by the uptake and adherence being identical
to that of the face-to-face programme. As
with all telehealth programmes there is the
concern that it may result in a digital divide
where those who are older, those with lower
education / technical skills or those with more
complex needs will be poorly served but the
very high uptake and completion rate would
not support that a digital divide exists here.
However, those taking up the offer of a Fitbit
were younger than those who declined the
same (average age 64 versus 67). The successful
transformation of the programme to a virtual
platform has important implications going
forward. If we ever go back to an era where
COVID is contained we would not envisage
returning to the previous face-to-face model.
Virtual delivery overcomes barriers such as
geography (rurality) as well as time barriers
(working adults) and is highly accepted by
patients. The optimal approach going forward
would likely be a hybrid approach retaining
the successful elements of both approaches
and offering a menu of choice tailored to the
individual, ensuring patient-centred care.

CASE STUDY VIRTUAL OHOM

RB is a 47-year-old man who was invited to

join the programme after having an acute
coronary syndrome treated with percutaneous
intervention to his LAD and LCx. He had
a history of high blood pressure, high
cholesterol, obesity and was found to have
hitherto undiagnosed diabetes mellitus at
his virtual IA. Ryan already had his own BP
monitor and opted to wear a Fitbit that we
provided him with. The team worked with
him during the programme on his goals of
weight loss, a more cardioprotective diet and
increasing his physical activity. Below is Ryan’s
BMI and physical activity (active minutes)
in the first 30 days of the virtual programme
exported from his Fitbit app. By the end of
the virtual programme Ryan had lost 13 kg
taking his BMI from 37.4 to 32.9 kg/m2. His
Mediterranean diet score increased from four
(very low) to 10/14 (high). He was achieving
71 active minutes daily on his Fitbit (previously
sedentary).
By the end of the programme his BP was
112/72 mm Hg, his LDL-c was 1.4 mmol/L and
he was on optimal doses of cardioprotective
medications. His Hba1c had gone from 51
mmol/mol (diabetic range) to 37 mmol/L
(normal) through his lifestyle efforts meaning
he has successfully regressed his diabetes
mellitus and transformed his prognosis for his
future cardiovascular health.

Figure 4: Mr RB first 30 days data from Fitbit

Figure 5: Patient (Mr Eric Geddes) sitting at
home measuring his heart rhythm using the
Fibricheck app on his Fitbit device
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Presentation: Prolonged-release tablets containing 375 mg,
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antagonists). Dosage and administration: Oral administration.
Patients should be instructed to list their medication to their
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and contraindicated in severe renal impairment. Hepatic
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Renal impairment: Check renal function at regular intervals
during treatment. Interactions: CYP3A4 inhibitors: Increase
plasma concentrations of ranolazine. Combining ranolazine with
potent CYP3A4 inhibitors is contraindicated. CYP3A4 inducers:
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hyperhydrosis, pain in extremity, muscle cramp, joint swelling,
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in placebo and ranolazine patients. Rare (> 1/10,000 to <
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level of consciousness, loss of consciousness, coordination
abnormal, gait disturbance, parosmia, impaired hearing,
peripheral coldness, orthostatic hypotension, throat tightness,
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levels of hepatic enzyme. Not known: myoclonus. Increased
incidence of congestive heart failure and transient ischaemic
attacks seen in patients with history of chronic angina who had
incomplete revascularisation after percutaneous coronary
intervention and treated within 2 weeks with ranolazine (1000
mg twice daily [dose not licensed in Europe]) in a placebocontrolled post-PCI trial. Elderly, renal impairment and low
weight: In general, adverse events occurred more frequently
among elderly patients and patients with renal impairment.
Adverse events in patients with low body weight were similar
to those of patients with higher weight. Please consult the SmPC
for further information. Package quantities and price: 60
tablets. 375 mg: £48.98; 500 mg: £48.98; 750 mg: £48.98. Legal
category: POM. Marketing Authorisation Holder: Menarini
International Operations Luxembourg S.A. Marketing
authorisation numbers: EU/1/08/462/001, 003, 005 Marketed
by: A. Menarini Farmaceutica Internazionale SRL. Further
information is available on request to A. Menarini Farmaceutica
Internazionale SRL, Menarini House, Mercury Park, Wycombe
Lane, Wooburn Green, Buckinghamshire, HP10 0HH, UK or may
be found in the SmPC. Last updated: October 2020.
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 bereported to
A. Menarini Farmaceutica Internazionale SRL.
Phone no. 0800 085 8678 or email:
menarini@medinformation.co.uk
1. Ranexa (ranolazine) Summary of Product Characteristics,
A. Menarini Farmaceutica Internazionale SRL. October 2020.
2. Chaitman, et al., JAMA 2004;291(3):309-316
3. Timmis, et al., Eur Heart J 2006;27(1):42-48
4. Villano, et al., Am J Cardiol 2013; 112(1):8-13
5. Stable angina: management (CG126), NICE clinical guideline.
Published 23 July 2011, Last updated
August 2016.
6. Knuuti, et al., Eur Heart J 2020; 41:407-477.
PP-RA-UK-0746
Date of Prep: July 2021
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DRY EYE

NOT A TEAR IN
THE HOUSE
Adj Professor A Jonathan Jackson, Head of
Optometry and Co-Chair of NICRN Vision,
Belfast Health & Social Care Trust, and Ms
Dimple Patel, Consultant Ophthalmic Surgeon,
Belfast Health & Social Care Trust, present an
exploration of dry eye – addressing why the
condition is an increasingly prevalent problem.
The definition of dry eye, as highlighted in the seminal 2017 DEWS11 Dry Eye Workshop Report on the subject, is that it is ‘a multifactorial
disease of the ocular surface characterized by a loss of homeostasis of the tear film, and accompanied by ocular symptoms, in which tear film
instability and hyperosmolarity, ocular surface inflammation and damage, and neurosensory abnormalities play etiological roles.’ 1
The highly experienced and comprehensive list of contributors to DEWS11 reviewed published data on the prevalence, incidence, risk
factors, natural history, morbidity and epidemiology of dry eye disease (DED), highlighting variation in global prevalence rates from five to 50
per cent. One consistent finding was that prevalence increases with age, with signs increasing and becoming more significant with each decade
lived. Women and those of Asian ethnicity were noted to have a higher prevalence of DED than men and those of other ethnic backgrounds.
Farrand et al, reporting on a very large epidemiological study, demonstrated an almost exponential rise in symptoms with age, rising from two
per cent in those under the age of 20 to 19 per cent in those 75 years and older.2 Diagnosis is generally made after reviewing the combination of
patient signs and symptoms.
Ocular symptoms whereas predominantly physical (stinging, scratching, burning, lacrimation, stringy discharge) may also be visual
(blurred vision, light sensitivity, fluctuating vision). (Figure 1) Experts in the field recommend using structured questionnaires, such as the
Ocular Surface Disease Index Questionnaire, to quantify the severity of symptoms and track change.3

WATERY EYES

DANDRUFF SURROUNDING
THE EYELIDS

FIGURE 1:
SYMPTOMS ASSOCIATED
WITH DRY EYE

PHOTOSENSITIVITY

FLUCTUATIONS
IN VISION

DIFFICULTY OPENING
EYELIDS IN THE MORNING

BURNING OR GRITTY
SENSATION IN THE
EYELIDS

CONTACT LENS
DISCOMFORT
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INFLAMED AND
SORE EYELIDS
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DRY EYE

A review of the relevant literature highlights the fact that many
of the symptoms experienced are precipitated by factors broadly
known as environmental in origin. The term Computer Vision
Syndrome links increasing symptoms with excessive use of screenbased technology, including smartphones, tablets and conventional
computers.4 In these cases the linkage seems to be associated with
reduced on-screen blink rate. Other precipitating factors include
reduced room humidity, smoking, soft contact lens usage, and bodily
dehydration.
During the course of 2020, as knowledge continues to accumulate
about the impact of COVID-19, the prolonged use of face masks and
visors has also been associated with an increase in dry eye symptoms.
Boccardo et all report that almost one-third of dry eye patients
experienced an increased severity of symptoms after using PPE.5
Regarding signs, superficially symptomatic patients often appear
to have mildly injected bulbar conjunctiva ‘pink eye’, inflamed eyelid
margins and generally tired looking eyes. Clinically these signs are
seen as irregularities in the tear film, reduced tear volume, tear film
instability, increased tear evaporation and incomplete blinking. The
signs are also often associated with both eyelid and surrounding skin
disease (meibomian gland dysfunction, lid malposition, rosacea, lid
margin erythema, eczema and blepharitis). Many of the signs are best
seen using the slitlamp biomicrocope and diagnostic stains including
fluorescein. Most leading authorities in this field now recommend
quantifying both signs and symptoms using grading scales. More
sophisticated techniques, including IR photography, meiboscopy,
interferometry and tear film chemical osmolarity analysis, are
however used in clinical trials.
In developing a plan to manage both signs and symptoms it is
important to understand the significance of the three important
constituent layers within the tear film. The mucin layer that smooths
the epithelial surface, the aqueous layer which contributes most
to tear volume, and the outer oily lipid layer which reduces tear
evaporation. DEWS11 outlines management strategies based on
the subclassification of dry eye as either aqueous deficient (reduced
lacrimal fluid content) or evaporative (reduced lipid layer), although
in many cases dry eye patients may have components of both.
Once diagnosed the challenge switches to treatment, which
can best be considered in three stages – heat, clean and hydrate.
Current thinking is that evaporative dry eye, usually associated with
meibomian gland dysfunction, should be treated with heat. Five
to eight minutes of directly applied heat (35-40 degrees C) to both
upper and lower lid margins, followed by gentle lid margin massage,
allows the meibom to melt and be expressed, thus reforming a
healthy lipid outer coat. This can be achieved using moist heat masks
or more sophisticated devices including Blephasteam or lipiflow
goggles. Massage can be supplemented by the use of meibomian
gland expression forceps and cleaning the lid margins with lid scrubs
or wipes. The process of removing debris from the base of lashes is
referred to as debridement or dekeratinisation.
The third component involves hydration and as knowledge about
dry eye increases the multiplicity of dry eye lubrication products
increases almost exponentially. Products generally fall into one
of two categories, those that primarily increase the quantity of
fluid (aqueous supplements), and those that improve the quality
of the lipid layer (lipid supplements). Naming specific examples
is beyond the scope of this paper but useful chemical constituents
include hyaluronic acid, carboxymethyl cellulose, retinol and other
components which promote epithelial healing. When recommended
NIHR

for day-time use, the products are usually in ‘drop’ form whereas
those prescribed for night-time use take the form of gels or
ointments.
When recommended for frequent longer-term use, serious
attention should be given to providing these products in single
dose or unpreserved form and advice on regularity of use should be
given. One very useful product to look out for in the future contains
perfluorohexyloctane which is a particularly soothing constituent.
As we conclude, one should never overlook the fact that damage
and disease of the glands producing tear film constituents can be
associated with both tissue inflammation and infection which may
involve the prescription of anti-inflammatories (e.g. short courses
of topical steroid or topical ciclosporin 0.1 per cent for longer-term
control) or antibiotic agents topically or orally. In very serious cases,
such as those associated with autoimmune conditions including
Sjogrens syndromes, rheumatoid arthritis or lupus, management
may include the insertion of punctal plugs to reduce tear drainage,
therapeutic bandage contact lenses or amniotic membranes and
indeed partial tarsorrhaphy to protect a fragile corneal surface.
In conclusion, effective management of this troublesome and,
at times, sight-threatening condition involves early detection,
patience and persistent first line management in primary optometric
or general medical care, and thereafter referral for secondary
ophthalmology and optometry care in the more severe and persistent
cases.

Figure 2: Image of distorted mire reflections from the
tear film of an eye experiencing dry eye symptoms. Green
fluorescein staining of the conjunctiva and eyelid margins
highlight areas of significant dryness
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MANAGING
PRESCRIBING
BUDGETS CAN
BRING YOU TO
TEARS.
With the new Viscotears® HA and HA
Plus formulations you can save 40%*
vs HYLO-Tear® and HYLO-Forte®.
So you can dry your eyes, whilst
hydrating your patient’s.

*HYLO-Tear® trade price £8.50, HYLO-Forte® trade price
£9.50,Viscotears® HA trade price £5.10,Viscotears® HA Plus
trade price £5.70. NHS Drug Tariff, April 2021.
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Therapeutic Short
Breaks at Daisy Lodge
The past year has been challenging for all families but
even more so for those who were facing the cancer
diagnosis. Lockdown restrictions significantly impacted
the cancer journey for many, leaving families feeling
alone and isolated.
With correct health and safety measures in place
Cancer Fund for Children was able to continue to
provide nurturing short breaks at Daisy Lodge in
Newcastle Co. Down when regulations allowed.
Ensuring the safety of children, families and our staff
remained the priority at all times during the coronavirus
pandemic.
Short breaks allow families to relax and spend quality
time together away and to benefit from the support of
our dedicated therapeutic team.

How Families Felt After Their
Therapeutic Short Break:

90%

strongly agreed that they felt more
hopeful about the future

95%

said they felt they could manage the
impact of cancer as a family better

90%

strongly agreed that time together at
Daisy Lodge strengthened their
relationship

Receiving a cancer diagnosis
be it a child, young person or
parent changes that family
forever and the future can
feel unsure and fraught with
worry and concern. This can
result in individuals and
families feeling vulnerable,
especially for those who are used to having
control over the direction of their personal and family life.
I feel privileged to be able to sit with families who are
experiencing fear and uncertainty and help them to see
that they still have power, choice, and hope. I do not
underestimate the strength it takes for families to reach
out for support. When I see a person come through the
doors of Daisy Lodge feeling weary and despondent but
leaving with their head that little bit higher, I know as a
team we have made a difference.
- Anne Gordon, Cancer Support Specialist

How to Make a Referral

Referral forms are available on our website or by calling us
on T: 028 9080 5599. We accept self-referrals, referrals from
the family’s clinical team, allied health professional and GPs.

@CancerFundChildren

cancerfundforchildren.com
NIHR

@CancerFundChild

Registered with the Charity
Commission for NI NIC100532.
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EPILEPSY

EPILEPSY: IN
THE WORKS
Despite awareness of the
workplace-related issues
impacting individuals with
epilepsy growing, practical
action in tackling their
occurrence has been
worryingly slow. NIHR takes
a look at the enormity of
the problem, and the new
support in place to help.
The stark correlation between employment incidence and epilepsy
continues to strike an astounding chord – in which less than 40 per
cent of people with epilepsy of a working age are in employment,
according to figures from the Office of National Statistics. And those
who are earn, on average, 11.8 per cent less than people without the
condition.
Why are we allowing this bleak portrait to persist against the
backdrop of our forward-thinking society? When trying to decipher
the attributable factors which have been coming into play, a major
barrier for people with epilepsy to get and stay in work was revealed
as a lack of understanding around the condition, Epilepsy Action
said. A 2016 YouGov survey indicated that a quarter of respondents
(26 per cent) were concerned about working with someone with
epilepsy. Of those, nearly two-thirds (63 per cent) commented that
it was because they didn’t know how to help a colleague having a
seizure. Additionally, individuals with epilepsy have reported being
humiliated in front of colleagues, demoted, redeployed, or even made
redundant because of their epilepsy.

MILES’ EXPERIENCE

Miles’* company became aware of his epilepsy and treated him fairly
and equally initially. However, after Miles had a seizure one morning
before work, things changed.
‘When they found out I had a seizure off-site, they made my life
hell. They sent me to occupational health, where I explained that
I was fine to work, as my condition was stable. I was told to see a
neurologist. Again, I explained I was fit to work, that my seizures are
rare and happen within an hour or so of waking. The occupational
health doctor Googled ‘epilepsy at work’ and then advised no working
at heights or lone working. I wasn't even allowed to stand on a ladder.
When I objected, he told me I wasn’t a neurologist and couldn’t vouch
for my own safety. He said he had to err on the side of caution.
‘I faced seizure-based jokes from my manager, including that I
should be on a dog lead. The most humiliating thing was when they
amended the doctor’s report and said I needed to walk around in a
harness and a restraint. Despite all my experience and training, I was
told I was no longer good enough to work there and offered a lump
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sum to leave. I refused, quit my job and took legal action.
‘During this process, I’ve found out more. The company were
saying that I was in denial about my epilepsy. That I was just seeking a
settlement. They now deny ever knowing I had epilepsy, which hurts.
They were the only firm ever to accept me when I told them about my
condition and to let me work freely.
‘People with epilepsy should not have to face stigma from
employers who don’t understand it. They fear that person will have
seizures in the workplace. The fear and the not knowing leads to
discrimination. I also believe occupational health need to be given
further training. In my case, they were over-cautious, again thinking
solely of me having a seizure at work. In fact, the law states I can work
freely if epilepsy is not an issue for me, or a safety issue to others. I
proved that for many years, yet that right was taken away from me on
health and safety grounds.
‘I want to show everyone, from people who have epilepsy to
friends and family, that you can live a normal life with epilepsy.’
*name changed

A SOURCE OF SUPPORT

In light of what Epilepsy Action call ‘a dire need for more
understanding of the condition’ at work, an array of resources and
assistance are now lining the road for change. In particular, the
charity’s Employer Toolkit has been designed to give employers the
confidence to help staff with epilepsy. It includes templates to provide
support, assess risks and talk about epilepsy, in addition to offering
descriptions of a range of different seizure types, as well as access to
detailed first-aid videos.
Daniel Jennings, Senior Policy and Campaigns Officer at Epilepsy
Action, explained further, ‘Most employers want to do the right thing
and support their staff, but often lack knowledge around equality
laws and safety issues. Some people with epilepsy don’t disclose
their condition, for fear of a negative reaction. We hope this toolkit
will prompt positive discussions between staff and managers. A few
conversations could make a world of difference.’

SEIZURE ACTION PLANS

As conveyed in the Employer Toolkit, epilepsy is different for
everyone. To understand how epilepsy affects an employee, it’s a good
idea for employers to work with them to complete an individual
seizure action plan.
They can ask their employee to complete the ‘My epilepsy’
template on the toolkit and talk to them regarding their epilepsy in
order to boost understanding.
If the employee usually recovers quickly after a seizure, they might
be able to get straight back to work. Or they might just need a quiet
place to rest, before going back to work. Their seizure action plan
should say where they can rest.
If they normally take longer to recover from a seizure, they might
need to go home. Their seizure action plan should include options for
how they will get home, and who will travel with them, if necessary.
This should be in line with company policies and procedures for
anyone who becomes unwell at work.
For more information, visit www.epilepsy.org.uk.
NIHR
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of infants experience symptoms of regurgitation1

WHY MEDICATE?
TRY NUTRITION FIRST.

For bottle-fed infants with
frequent regurgitation

ESPGHAN

*

March 2018

RECOMMENDS

a stepped-care approach...

REVIEW
the feeding history.
REDUCE
the feed volumes by trialling smaller, more frequent
feeds (while maintaining an appropriate daily total).

TRIAL
a thickened formula.
Aptamil Anti-Reflux is a thickened
formula for the dietary management of
reflux and regurgitation in bottlefed infants

Clinically
proven to
reduce infant
regurgitation
episodes by

78%

2

AVAILABLE IN RETAIL AND PHARMACY OUTLETS
* European Society for Pediatric Gastroenterology, Hepatology, and Nutrition
References: 1. Vandenplas Y et al., J Pediatr Gastroenterol Nutr 2015; 61(5): 531–537. 2. Wenzl TG et al. Pediatrics 2003;111:e355-9.
IMPORTANT NOTICE: Aptamil Anti Reflux is a food for special medical purposes for the dietary management of frequent reflux and regurgitation. It
should only be used under medical supervision, after full consideration of the feeding options available including breastfeeding. This product should
not be used in combination with antacids or other thickeners and is not suitable for premature infants. Suitable for use as the sole source of nutrition
for infants from birth and as part of a balanced diet from 6 months.

Ireland: www.nutricia.ie
FOR HEALTHCARE PROFESSIONAL USE ONLY.
NIHR

Northern Ireland: www.nutricia.co.uk
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ADHD

ADHD: A MATTER OF TIME
With limited access to ADHD support services already a crucial concern prior
to the pandemic’s onset, in this interview, Dr Tony Lloyd, CEO of the ADHD
Foundation, explains why we are now experiencing a serious crisis of public
health.

HOW HAS THE PROVISION OF ADHD
SERVICES BEEN IMPACTED BY THE
PROGRESSION OF THE PANDEMIC?

The impact has been quite severe – though
with variations in different parts of the UK.
Some NHS services have managed to provide
some support and appointments virtually – but
for the most part, many children haven’t had
follow-up appointments. Adults are waiting
longer – up to seven years in some parts of the
UK.

DO YOU THINK THE PREVALENCE OF
ADHD DIAGNOSES HAS CHANGED
DURING THIS TIME?

Prevalence no; but the number of children
seeking support is estimated to have doubled in
the past 12 months in some parts of the UK. For
adults contemplating requesting a diagnosis and
professional support for the first time in their
lives – yes definitely. Capacity for adult ADHD
services in the NHS is quite literally ‘in crisis’.
ADHD is a complex neurodevelopmental
condition. The interplay between genetics
and environment and how this impacts
‘presentation’ (symptoms) is also a complex one.
What we know is that many young people really
struggle, but aren’t referred for an assessment or
support because:
•
A – They’re academically good
•
B – They can't have ADHD because they
weren’t naughty as a child
•
C – They’re female and frequently women
display less hyperactivity – the most
noticeable feature of ADHD – so they’re
overlooked, especially in school. Also, the
presentation of ADHD in adult women
is quite different (look at the webinar
on this by Dr Sandra Kooij, on the
clinician’s section of our website at www.
adhdfoundation.org.uk)
In summary – the impact of the pandemic
for those who were managing ADHD okay
and had not sought a diagnosis or treatment
has been to the extent that they have become
overwhelmed, and significantly from a clinical
perspective, are now ‘impaired’ by ADHD to
the extent that presentation / symptomology
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meets the threshold for a formal diagnosis
and medical intervention.

WHAT OPTIONS ARE
RECOMMENDED FOR ADULTS TO
MANAGE THEIR ADHD?

By the NHS – none. People wait years for
an assessment – if they can actually get a
referral – as some areas of the UK actually
put a cap on the number of referrals they
receive in a year, so it looks like their
waiting lists are being managed successfully.
There’s no universal psycho-educative
or psycho-social support offered to people
either before or after diagnosis. Medication
is the first and only line of treatment –
contrary to what NICE guidelines say.
Treatment should be multi-modal – we
can’t expect people to take responsibility for
their health and subsequent life chances /
employment etc. if we don’t actually explain
to them what ADHD is and isn’t.
Stigmatising and stereotyping in
the media, up until a few years ago, has
left many people confused and others
overly-reliant on the medical model that
‘the doctor will fix me because there is
something wrong with me’. The reality is
that habitual daily lifestyle changes need
to be made – in exactly the same way they
would if you have diabetes.
So, for ADHD, managing this
successfully means:
•
A – Medication for some people
•
B – Daily exercise
•
C – Good nutritional regimen
•
D – Good sleep
•
E – Strategies to support executive
functioning skills
•
F – Daily habitual stress reduction
strategies to reduce the threshold of
the stress response in the ANS
•
G – CBT for those in crisis or those
struggling with comorbid problems,
such as anxiety, depression, and any
life crisis that may have overwhelmed
their ADHD-related fragility

HOW CAN HEALTHCARE
PROFESSIONALS ENCOURAGE

MORE INDIVIDUALS TO ACCESS
SUPPORT?

They probably wouldn’t because the NHS
is struggling because of COVID and there
is a severe chronic lack of capacity because
many NHS commissioners sadly don’t
understand that undiagnosed untreated
ADHD correlates with anxiety and
depression (42 per cent); eating disorders –
especially obesity and increased risk of type
2 diabetes; increased risk of self-harm and
attempted suicide (18 per cent); increased
risk of hypertension and stroke in adults;
early onset of cardiovascular disease; and
reduced life-expectancy of 11 years. In
children – double the number of visits
to the family GP for infections, allergies,
migraines, accidents etc.
So, the NHS doesn’t know how much
untreated ADHD is costing them because
commissioners don't know anything about
the condition because of the pervasive
cultural stigma and prejudice and enduring
myths.
Quite honestly, there’s nowhere for
people to go for help. The third sector
organisations are few and far between and
mostly run by volunteers who aren’t skilled
mental health practitioners. Our service is
struggling to deal with the overwhelming
volume of calls every day from people
all over the country who are anxious,
frustrated, and angry about the lack of
access to health services on the NHS. There
is no ‘funded’ national helpline.
Healthcare professionals can also advise
individuals to look at all the resources on
our website so that they can learn how they
can better manage ADHD so they can start
to make the necessary lifestyle changes
now – because they will have a long wait to
see an NHS ADHD specialist and they can’t
afford to leave ADHD unmanaged while
they are waiting.
There will be many new resources
on our website by late July and again
in October that are free to access and
download.
For more information, visit www.
adhdfoundation.org.uk.
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Dropping the
price of ADHD
treatment
shouldn’t mean dropping
the standards for patients.

*

1–3

Xaggitin® XL. A bioequivalent that could potentially save the NHS up to 50% vs Concerta® XL.2,3

prolonged-release methylphenidate tablets

Xaggitin® XL is indicated as part of a comprehensive treatment programme for Attention Deficit Hyperactivity Disorder (ADHD) in children aged 6 years of age and over when remedial measures alone prove insufficient.
Treatment must be under the supervision of a specialist in childhood behavioural disorders. Diagnosis should be made according to the current DSM criteria or ICD guidelines and should be based on a complete history and
evaluation of the patient. Diagnosis cannot be made solely on the presence of one or more symptom. Xaggitin® XL treatment is not indicated in all children with ADHD and the decision to use the medicinal product must be
based on a very thorough assessment of the severity and chronicity of the child’s symptoms in relation to the child’s age.1
*Xaggitin® XL demonstrated bi-phasic bioequivalence to Concerta® XL.2 DSM, Diagnostic and Statistical Manual of Mental Disorders; ICD, International Classification of Diseases; NHS, National Health Service. References:
1. Xaggitin® XL prolonged-release methylphenidate tablets. Summary of Product Characteristics. Available at: https://www.medicines.org.uk/emc/product/2704/smpc#gref. Last accessed June 2021; 2. Ethypharm data
on file: bioequivalence data. March 2021; 3. British National Formulary: methylphenidate hydrochloride. Available at: https://bnf.nice.org.uk/medicinal-forms/methylphenidate-hydrochloride.html Last accessed: June 2021.
Prescribing Information for Xaggitin XL® (methylphenidate hydrochloride)
prolonged-release tablets. Please refer to the Summary of Product
Characteristics (SPC) before prescribing.
Presentation: Available in a range of doses. Prolonged-release tablets containing
18mg, 27mg, 36mg or 54mg of methylphenidate hydrochloride, equivalent to 15.6
mg, 23.3 mg, 31.1 mg or 46.7 mg of methylphenidate, respectively. Indication:
Attention Deficit/Hyperactivity Disorder (ADHD): Indicated as part of a comprehensive
treatment programme for ADHD in children aged 6 years of age and over when
remedial measures alone prove insufficient. Treatment must be under the supervision
of a specialist in childhood behavioural disorders. Diagnosis should be made
according to the current DSM criteria or ICD guidelines and should be based on a
complete history and evaluation of the patient. Diagnosis cannot be made solely on
the presence of one or more symptom. Xaggitin XL treatment is not indicated in all
children with ADHD and the decision to use the medicinal product must be based on
a very thorough assessment of the severity and chronicity of the child’s symptoms in
relation to the child’s age. Dosage and Administration: Refer to SPC for details
and recommendations: For oral use. Take once daily in the morning. The tablet
must be swallowed whole with liquids and must not be chewed, broken, divided, or
crushed. It may be administered with or without food. Pre-treatment screening:
Conduct a baseline evaluation of a patient’s cardiovascular status including blood
pressure and heart rate prior to prescribing. A comprehensive history should
document concomitant medications, past and present co-morbid medical and
psychiatric disorders or symptoms, family history of sudden cardiac/unexplained
death and accurate recording of pre-treatment height and weight on a growth chart.
Ongoing monitoring: growth, psychiatric and cardiovascular status should be
continuously monitored. Patients should be monitored for the risk of diversion, misuse
and abuse of methylphenidate. Dose titration: Careful dose titration is necessary at
the start of treatment. Dose titration should be started at the lowest possible dose and
may be adjusted in 18 mg increments at approximately weekly intervals. The
maximum daily dosage is 54 mg. Patients New to Methylphenidate: Lower doses of
short-acting methylphenidate formulations may be considered sufficient to treat
patients new to methylphenidate. Careful dose titration by the physician in charge is
required. The recommended starting dose is 18 mg once daily. Patients Currently
Using Methylphenidate: Dosing recommendations are based on current dose
regimen and clinical judgement. Please refer to the SPC for dose conversion. Longterm (more than 12 months) use in children and adolescents: Methylphenidate
treatment is usually discontinued during or after puberty. If prescribed for extended
periods (over 12 months), the long-term usefulness of treatment with methylphenidate
should be periodically re-evaluated with trial periods off medication to assess the
patient’s functioning without pharmacotherapy. It is recommended that
methylphenidate is de-challenged at least once yearly to assess the child’s condition.
Dose reduction and discontinuation: Treatment must be stopped if the symptoms do
not improve after appropriate dosage adjustment over a one-month period. If
paradoxical aggravation of symptoms or other serious adverse events occur, the
dosage should be reduced or discontinued. Adults: In adolescents, whose symptoms
persist into adulthood and who have shown clear benefit from treatment, it may be
appropriate to continue treatment into adulthood. Initiation of treatment with
Xaggitin XL in adults is not appropriate. Elderly or children under 6 years: Xaggitin XL
should not be used due to lack of data. Contra-indications: Hypersensitivity to the
active substance or to any of the excipients, glaucoma, phaeochromocytoma, during
treatment with non-selective, irreversible monoamine oxidase (MAO) inhibitors, or
within a minimum of 14 days of discontinuing those medicinal products,
hyperthyroidism or thyrotoxicosis, diagnosis or history of severe depression, anorexia
nervosa/anorexic disorders, suicidal tendencies, psychotic symptoms, severe mood
disorders, mania, schizophrenia, psychopathic/borderline personality disorder,
diagnosis or history of severe and episodic (Type I) Bipolar (affective) Disorder that is
not well-controlled, pre-existing cardiovascular disorders including severe
hypertension, heart failure, arterial occlusive disease, angina, haemodynamically
significant congenital heart disease, cardiomyopathies, myocardial infarction,
potentially life-NIHR
threatening arrhythmias and channelopathies (disorders caused by
the dysfunction of ion channels), pre-existing cerebrovascular disorders, cerebral

aneurysm, vascular abnormalities including vasculitis or stroke. Precautions and
Warnings: Refer to SPC for details and recommendations: Long-term use
(more than 12 months) in children and adolescents: Careful ongoing monitoring for
cardiovascular status, growth, appetite, development of de novo or worsening of
pre-existing psychiatric disorders. Psychiatric disorders to monitor for include (but are
not limited to) motor or vocal tics, aggressive or hostile behaviour, agitation, anxiety,
depression, psychosis, mania, delusions, irritability, lack of spontaneity, withdrawal
and excessive perseveration. The use of methylphenidate for over 12 months in
children and adolescents with ADHD should be periodically re-evaluated.
Recommended that methylphenidate is de-challenged at least once yearly to assess
the child’s condition. Use in adults, elderly or children under 6 years of age: see
above. Cardiovascular status: Careful history and physical exam should be carried out
to assess for the presence of cardiac disease, and patients should receive further
specialist cardiac evaluation if initial findings suggest such history or
disease. Cardiovascular status should be carefully monitored. Blood pressure and
pulse should be recorded at predefined intervals. Sudden death and pre-existing
structural cardiac abnormalities or other serious cardiac disorders: Sudden death has
been reported in association with the use of stimulants of the central nervous system
at usual doses in children. Misuse and cardiovascular events: Misuse of stimulants of
the central nervous system may be associated with sudden death and other serious
cardiovascular adverse events. Cerebrovascular disorders: Contraindicated in those
with certain cerebrovascular conditions (see above). Patients with additional risk
factors should be assessed at every visit. Cerebral vasculitis is a very rare idiosyncratic
reaction and this diagnosis should be considered in any patient who develops new
neurological symptoms consistent with cerebral ischaemia. Psychiatric disorders: In
the case of emergent psychiatric symptoms or exacerbation of pre-existing
psychiatric disorders, methylphenidate should not be given unless the benefits
outweigh the risks to the patient. Consult SPC for additional information for specific
psychiatric disorders. Growth: Moderately reduced weight gain and growth
retardation have been reported with the long-term use in children. Treatment
interruption may be necessary. Seizures: Use with caution in patients with epilepsy. If
seizure frequency increases or new-onset seizures occur, methylphenidate should be
discontinued. Abuse, misuse and diversion: Use with caution in patients with known
drug or alcohol dependency because of a potential for abuse. Priapism: Patients who
develop abnormally sustained or frequent and painful erections should seek
immediate medical attention. Use with serotonergic medicinal products: Serotonin
syndrome has been reported following co-administration with serotonergic medicinal
products. If concomitant use is warranted, prompt recognition of serotonin syndrome
is important: these may include mental-status changes, autonomic instability,
neuromuscular abnormalities, and/ or gastrointestinal symptoms. Discontinue
methylphenidate as soon as possible if serotonin syndrome is suspected. Withdrawal:
Careful supervision is required during withdrawal. Long-term follow up may be
required. Fatigue: Should not be used for the prevention or treatment of normal
fatigue states. Choice of methylphenidate formulation: This would be the decision of
the treating specialist. Drug screening: Methylphenidate may induce a false positive
laboratory test for amphetamines, particularly with immunoassay screen test. Renal
or hepatic insufficiency: No data available. Haematological effects: Discontinuation
of treatment should be considered in the event of leukopenia, thrombocytopenia,
anaemia or other alterations, including those indicative of serious renal or hepatic
disorders. Excipients: Contains lactose, therefore patients with rare hereditary
problems of galactose intolerance, the Lapp lactase deficiency or glucose-galactose
malabsorption should not take this medicine. Interactions: Pharmacokinetic
interaction: Caution is recommended at combining methylphenidate with other
medicinal products, especially those with a narrow therapeutic window.
Methylphenidate is not metabolised by cytochrome P450 to a clinically relevant
extent. Inducers or inhibitors of cytochrome P450 are not expected to have any
relevant impact on methylphenidate pharmacokinetics. However, reports indicate that
methylphenidate may inhibit the metabolism of coumarin anticoagulants,
anticonvulsants (e.g. phenobarbital, phenytoin, primidone), and some antidepressants
(tricyclics and selective serotonin reuptake inhibitors). When starting or stopping
treatment with methylphenidate, it may be necessary to adjust the dosage of these

medicinal products already being taken and establish plasma concentrations (or for
coumarin, coagulation times). Pharmacodynamic interactions: Anti-hypertensive
medicinal products: may decrease the effectiveness of anti-hypertensives. Use with
medicinal products that elevate blood pressure: Caution. Use with alcohol: Patients
should abstain from alcohol during treatment. Use with serotonergic medicinal
products: See above. Use with halogenated anaesthetics: Risk of sudden blood
pressure increase during surgery. If surgery is planned, methylphenidate treatment
should not be used on the day of surgery. Use with centrally acting alpha-2 agonists
(e.g. clonidine): Long-term safety of concomitant administration has not been
systematically evaluated. Use with dopaminergic (agonists and antagonists including
antipsychotics) medicinal products: Caution. Fertility, pregnancy and lactation:
Fertility: No relevant effects observed. Pregnancy: Data from a cohort study of in total
approximately 3,400 pregnancies exposed in the first trimester do not suggest an
increased risk of overall birth defects. There was a small increased occurrence of
cardiac malformations corresponding to 3 additional infants born with congenital
cardiac malformations for every 1000 women who receive methylphenidate during
the first trimester of pregnancy, compared with non-exposed pregnancies. Breastfeeding: Methylphenidate is excreted in human milk. A decision must be made
whether to discontinue breast-feeding or to discontinue/abstain from methylphenidate
therapy taking into account the benefit of breast-feeding for the child and the benefit
of therapy for the woman. Effects on ability to drive and use machines: Can
cause dizziness, drowsiness and visual disturbances including difficulties with
accommodation, diplopia and blurred vision. It may have a moderate influence on the
ability to drive and use machines. If affected, patients should avoid potentially
hazardous activities. Undesirable effects: Very common (≥ 1/10): insomnia,
nervousness and headache. Common (≥ 1/100 to < 1/10): nasopharyngitis, upper
respiratory tract infection, sinusitis, anorexia, decreased appetite, moderately
reduced weight and height gain during prolonged use in children, affect lability,
aggression, agitation, anxiety, depression, irritability, abnormal behaviour, mood
swings, tics, initial insomnia, depressed mood, decreased libido, tension, bruxism,
panic attack, dizziness, dyskinesia, psychomotor hyperactivity, somnolence,
paraesthesia, tension headache, accommodation disorder, vertigo, arrhythmia,
tachycardia, palpitations, hypertension, cough, oropharyngeal pain, upper abdominal
pain, diarrhoea, nausea, abdominal discomfort, vomiting, dry mouth, dyspepsia,
alopecia, hyperhidrosis, pruritus, rash, urticaria, arthralgia, muscle tightness, muscle
spasms, erectile dysfunction, pyrexia, growth retardation during prolonged use in
children, fatigue, irritability, feeling jittery, asthenia, thirst, changes in blood pressure
and heart rate (usually an increase), weight decreased and alanine aminotransferase
increased. Consult SPC for other side effects. Overdose: There is no specific
antidote to methylphenidate overdosage. Treatment consists of appropriate
supportive measures. See SPC for treatment guidance. Marketing authorisation
number and Basic NHS Price: All strengths are sold in packs of 30 prolongedrelease tablets. Xaggitin 18 mg PL 01883/0359 - £15.58; Xaggitin 27 mg PL
01883/0360 - £18.40; Xaggitin 36 mg PL 01883/0361 - £21.22 and Xaggitin 54
mg PL 01883/0362 - £36.80. Marketing authorisation Holder: Macarthys
Laboratories Ltd, T/A Martindale Pharma, Bampton Road, Harold Hill, Romford,
Essex, RM3 8UG, United Kingdom. Legal category: POM. Further information:
Martindale Pharma, Bampton Road, Romford, RM3 8UG. Tel: 01277 266 600. Date
of Preparation: February 2021

Adverse events should be reported. Reporting forms
and information can be found at www.mhra.gov.uk/
yellowcard. Adverse events should also be reported to
Martindale Pharma, an Ethypharm Group Company. Tel:
01277 266 600. e-mail: drugsafety.uk@ethypharm.com
Date of preparation: June 2021
Job code: UK-XAG-27
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Pharmacy Students:

Join the PDA for FREE & for
every year you are a member,
we will donate £1 to the charity
that helps Pharmacists

Membership of the PDA also gives you:
• Professional indemnity insurance whilst working
in pharmacy
• Representation and advice for fitness to
practise hearings
• Access to expert legal and professional advice
• PDA Plus benefits package of discounts and
special offers
• Membership of the PDA Union - the only
independent trade union in the UK exclusively
for Pharmacists.

Join here:

the-pda.org/join

Follow us on social media

The insurance included with PDA membership is arranged and administered by The Pharmacy Insurance
Agency (PIA) Ltd who are authorised and regulated by the Financial Conduct Authority (Register No 307063).
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Breastfeeding is best
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APTAMIL PEPTI SYNEO FOR THE DIETARY MANAGEMENT OF
COW’S MILK ALLERGY IN FORMULA-FED INFANTS
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from your Extensively Hydrolysed Formula (EHF)

Aptamil Pepti Syneo
Northern Ireland’s only EHF with a unique combination of
pre- and probiotics (synbiotics) that work synergistically

Compared to non-synbiotic formulas†
Aptamil Pepti Syneo has been shown to support

IMPROVED symptom management1–4
• reduction in abdominal discomfort and wind1
• reduction in atopic dermatitis severity2‡,3
• reduction in constipation1,2 and dry stools2

For further information visit nutricia.co.uk
or contact our Healthcare Professional
Helpline on 0800 783 4379 or email
support.ireland@nutricia.com

PLUS

Modulate
s the
gut micro
biota 2 to
support
long-ter
m
health an
d
immunit 5–8
y

unity 1–6

m milk allergy. It should only be
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used under medical supervision, after full consideration of the feeding options available including breastfeeding. Suitable for use as the
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References: 1. Atwal K et al. An extensively hydrolysed synbiotic-containing formula improves gastrointestinal outcomes in infants with non-IgE cow’s milk protein allergy, already well-established
on extensively hydrolysed formula. Poster Presentation. European Academy of Allergy and Clinical Immunology Food Allergy and Anaphylaxis Meeting 2020. 2. Van der Aa LB et al. Clin Exp Allergy.
2010;(40):795–804. 3. Browne et al. A synbiotic EHF may help improve atopic dermatitis-like symptoms and parental QOL in infants with non-IgE mediated cow’s milk allergy. Poster Presentation.
European Academy of Allergy and Clinical Immunology Paediatric Allergy and Anaphylaxis Meeting 2019. 4. Browne et al. A new synbiotic EHF for infants with cow’s milk protein allergy is well tolerated,
highly acceptable and supports good growth and intake over 28 days. Poster Presentation. British Society Allergy and Clinical Immunology Meeting 2019. 5. Van der Aa LB et al. Allergy. 2011;66:170–177.
6. Martin R et al. Benef Microbes. 2010;1(4):367–82. 7. Wopereis H et al. Pediatr Allergy Immunol. 2014;25:428–38. 8. Harvey BM et al. Pediatr Res. 2014;75:343–51.

PLUS

* GOS/FOS = Galacto-oligosaccharides and fructo-oligosaccharides.
† UK 4 week single split arm study1,3–5: infants with non-IgE mediated CMA, baseline non-synbiotic EHFs vs Aptamil Pepti Syneo.
12 week randomised controlled trial2: infants with atopic dermatitis, Aptamil Pepti Syneo vs Aptamil Pepti.
‡ subgroup of n=48 infants with IgE associated atopic dermatitis.

NIHR

Accurate at date of publication December 2020. © Nutricia 2020.
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PAIN

A PAINFUL CONVERSATION
For many years the oral route had been considered the most popular route
of administration for analgesics, however transdermal delivery is becoming
increasingly popular and with good reason. NIHR discusses the benefits in
administering transdermal patches for opioid drug delivery and how many
common issues may be dealt with, resulting in a better end result for the
patient.

PRACTICAL BENEFITS OF TRANSDERMAL PATCHES
The delivery of drugs through the skin has been a challenging
area for drug delivery over the years however with advancements
in technology and research more and more drug substances
(including hydrophobic, hydrophilic and macromolecules) are
now able to be administered transdermally.
Transdermal drug delivery offers not only a steady,
continuous delivery of the analgesic but one which may
result in a decreased side-effect profile. As the drug substance
passes through the skin and into the patient’s systemic
circulation, it bypasses the stomach, the liver and the ‘first pass’
metabolism associated with the oral route. This will increase the
bioavailability of the opioid. As the bioavailability is increased,
the amount of actual drug administered is lower – this is of
particular importance in treating hepato-compromised patients
but will also lead to a reduction in traditional side-effects
experienced by the majority of patients, such as nausea and
vomiting.
In comparison with the oral route of administration, plasma
level peaks and troughs are not experienced with transdermal
drug delivery. This results in a constant, even delivery into the
circulation and maintains clinically therapeutic levels within
the patient. In the case of an opioid, the patient does not feel the
pain ‘coming back’ close to their next dose and ensures analgesia
is maintained throughout treatment. This is vitally important

for the patient as they do not experience elevated levels of pain
throughout each 24 hour period.
It’s of great value in treating elderly patients who may usually
have issues with compliance. Many transdermal patches are
intended for use for several days (up to a week) which greatly
reduces the chances of overdose. Elderly patients may become
confused while taking their medication (even with the use
of a daily / weekly blister pack). Caution must always remain
however when changing the patch to ensure proper guidelines
are followed and the ‘old’ patch is not left on. In addition, the
patient’s relatives have a visual aid to know that their elderly
relative is receiving their medication and reassurance they haven’t
taken too much without having to even ask.
As transdermal patches have a high degree of ease associated
with self-administration, added to the ‘pain free’ nature (when
compared to injectables) they also aid compliance with patients
suffering from chronic illnesses.
When starting patients on certain analgesics, transdermal
patches should be considered as they offer many benefits when
compared to oral or injectable forms of the drug. As technology
advances and improved transdermal drug delivery systems are
implemented we are certain to see many more products available
in this form.

NEW RECOMMENDATIONS FOLLOWING A REVIEW OF THE
RISKS OF DEPENDENCE AND ADDICTION ASSOCIATED WITH
PROLONGED USE OF OPIOID MEDICINES (OPIOIDS) FOR NONCANCER PAIN
Before prescribing opioids, discuss with the patient the risks
and features of tolerance, dependence, and addiction, and agree
together a treatment strategy and plan for end of treatment.

•

ADVICE FOR HEALTHCARE PROFESSIONALS

•

•

•

•
•
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Opioid medicines (opioids) provide relief from serious
short-term pain; however long-term use in non-cancer
pain (longer than three months) carries an increased risk of
dependence and addiction
Discuss with patients that prolonged use of opioids may
lead to drug dependence and addiction, even at therapeutic
doses – warnings have been added to the labels (packaging)
of UK opioid medicines to support patient awareness
Before starting treatment with opioids, agree with the
patient a treatment strategy and plan for end of treatment
Explain the risks of tolerance and potentially fatal
unintentional overdose, and counsel patients and caregivers
on signs and symptoms of opioid overdose to be aware of
JULY 2021

•
•
•

Provide regular monitoring and support especially to
individuals at increased risk, such as those with current or
past history of substance use disorder (including alcohol
misuse) or mental health disorder
At the end of treatment, taper dosage slowly to reduce the
risk of withdrawal effects associated with sudden cessation
of opioids; tapering from a high dose may take weeks or
months
Consider the possibility of hyperalgesia if a patient on longterm opioid therapy presents with increased sensitivity to
pain
Consult the latest advice and warnings for opioids during
pregnancy in the product information and in clinical
resources
Report suspected dependence or addiction to any medicine,
including to an opioid, via the Yellow Card scheme

For more information, visit www.gov.uk/drug-safetyupdate/opioids-risk-of-dependence-and-addiction.

This article has been sponsored by Zentiva Pharma UK Limited
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NEW Rebrikel Transdermal Patch
WWW.NIHEALTHCARE.COM

(buprenorphine)

● Potential cost savings of up to 69% versus BuTrans®/generic buprenorphine
transdermal patches1,2
● Bioequivalent to BuTrans®3
● Indicated for the treatment of non malignant pain of moderate intensity when
an opioid is necessary

Available in the following strengths: 5µg/hour, 10µg/hour & 20µg/hour
1
Based on Northern Ireland Drug Tariff June 2021. https://hscbusiness.hscni.net/services/2034.htm; 2DMD https://services.nhsbsa.nhs.uk/
dmd-browser/search. 3Data on file.

Rebrikel (Buprenorphine) 5 μg/h, 10 μg/h, 20 μg/h Transdermal patch Prescribing Information.
Prescribers should consult the SmPC before prescribing.
Presentation: Each transdermal patch contains 5mg, 10mg, 20mg of buprenorphine
releasing 5μg, 10μg, 20μg of buprenorphine per hour respectively.
Indications: Treatment of non-malignant pain of moderate intensity in adults when an opioid is
necessary for obtaining adequate analgesia. Not suitable for treatment of acute pain.
Dosage and administration: Rebrikel should be administered every 7th day. Rebrikel 5 μg/h
should be used as the initial dose. Titration: Dose should not be increased before 3 days. To
increase the dose, a larger patch should replace the patch currently worn or a combination of
patches should be applied in different places. Not recommended to use more than 2 patches at
the same time regardless of strength. Conversion from opioids: Can be used as an alternative to
treatment with other opioids.
Method of Administration: Apply to non-irritated, intact skin of the upper outer arm, upper chest,
upper back or the side of the chest, but not to any parts of the skin with large scars. Apply
immediately after removal from the sealed sachet. Press the patch firmly in place with the palm
of the hand for approximately 30 seconds. The patch should be worn continuously for 7 days.
Duration of administration: Do not prescribe for longer than absolutely necessary. If long-term pain
treatment is required then careful and regular monitoring should be carried out. Discontinuation:
Rebrikel is to be followed by other opioids. A subsequent opioid should not be administered within
24 hours after removal of the patch. Patients with fever or exposed to external heat: Advise patients
to avoid exposing the application site to external heat sources. Fever may also increase absorption
resulting in increased risk of opioid reactions.
Special Populations: Patients under 18 years of age: Not recommended. Elderly: No dosage
adjustment required. Renal impairment: No dosage adjustment required. Hepatic impairment: Use
with caution and carefully monitor patients during treatment.
Fertility, pregnancy and lactation: Pregnancy: ebrikel should not be used during pregnancy and
in women of childbearing potential who are not using effective contraception. Regular use during
pregnancy may cause drug dependence in the foetus, leading to withdrawal symptoms in the
neonate. If prolonged use is required, advise the patient of the risk of neonatal opioid withdrawal
syndrome and ensure appropriate treatment is available. Administration during labour may
depress respiration in the neonate, therefore an antidote for the child should be readily available.
Towards the end of pregnancy high doses of buprenorphine may induce respiratory depression
in the neonate even after a short period of administration. Breastfeeding: Not recommended as
buprenorphine may be secreted in breast milk and may cause respiratory depression in the infant.
Fertility: No human data available.
Contraindications: Opioid dependent patients and for narcotic withdrawal treatment,
conditions in which the respiratory centre and function are severely impaired or may become
so, patients with known hypersensitivity to buprenorphine or the excipients, patients
receiving MAOIs or have taken them within the last two weeks, patients suffering from
myasthenia gravis and delirium tremens.
Special warnings and precautions: Use with caution in patients with convulsive disorders, head
injury, shock, a reduced level of consciousness of uncertain origin, intracranial lesions or increased
intracranial pressure, or in patients with severe hepatic impairment. Buprenorphine may lower the
seizure threshold in patients with a history of seizure disorder. Significant respiratory depression
has been associated with buprenorphine, particularly by the intravenous route. A number of
overdose deaths have occurred when addicts have intravenously abused buprenorphine,
usually with benzodiazepines concomitantly. Additional overdose deaths due to ethanol and
benzodiazepines in combination with buprenorphine have been reported. Not recommended for
analgesia in the immediate post-operative period or in other situations characterised by a narrow

therapeutic index or a rapidly varying analgesic requirement. Rebrikel should not be used at higher
doses than recommended. Drug dependence, tolerance and potential for abuse: prolonged use
may lead to drug dependence (addiction), even at therapeutic doses. Individuals with current or
past history of substance misuse disorder (including alcohol misuse) or mental health disorder are
at increased risk. A comprehensive patient history should be taken before prescribing. Explain
risks of developing tolerance to patients. Patients should be closely monitored for signs of
tolerance, misuse, abuse or addiction. Overuse or misuse may result in overdose and/or death.
Drug withdrawal syndrome: a withdrawal strategy for ending treatment with buprenorphine should
be put in place prior to starting treatment. Drug withdrawal syndrome may occur upon abrupt
cessation of therapy or dose reduction. When a patient no longer requires therapy, taper the
dose gradually to minimize symptoms of withdrawal. Tapering from a high dose may take weeks
to months. Opioid drug withdrawal syndrome is characterized by some or all of the following:
restlessness, lacrimation, rhinorrhea, yawning, perspiration, chills, myalgia, mydriasis and
palpitations. Other symptoms include irritability, agitation, anxiety, hyperkinesia, tremor, weakness,
insomnia, anorexia, abdominal cramps, nausea, vomiting, diarrhoea, increased blood pressure,
increased respiratory rate or heart rate. When withdrawal occurs, it’s generally mild, begins after
2 days and may last up to 2 weeks. Hyperalgesia: may be diagnosed if patient on long-term
opioid therapy presents with increased pain. This might be qualitatively and anatomically distinct
from pain related to disease progression or to breakthrough pain resulting from development of
opioid tolerance. Pain associated with hyperalgesia is more diffuse than the pre-existing pain and
less defined in quality. Symptoms of hyperalgesia may resolve with a reduction of opioid dose.
Opioids can cause sleep-related breathing disorders including central sleep apnoea (CSA) and
sleep-related hypoxemia.
Drug Interactions: MAOIs (including patients who have received MAOIs within the previous 2
weeks), CYP3A4 inhibitors, enzyme inducers (e.g. phenobarbital, carbamazepine, phenytoin
and rifampicin), general anaesthetics (e.g. halothane), benzodiazepines, other opioid derivatives
(analgesics and antitussives containing e.g. morphine, dextropropoxyphene, codeine,
dextromethorphan or noscapine), antidepressants, sedative H1-receptor antagonists, alcohol,
anxiolytics, neuroleptics, clonidine and related substances.
Effects on ability to drive/use machines: May influence patient’s ability to drive and use
machines particularly in the beginning of treatment and in conjunction with other centrally acting
substances including alcohol, tranquillisers, sedatives and hypnotics. Prescribers to give individual
recommendations to patients. A general restriction is not necessary in cases where a stable dose
is used.
Undesirable effects: Anaphylactic reaction, anaphylactoid reaction, anorexia, confusion,
depression, insomnia, nervousness, anxiety, hallucinations, psychotic disorder, drug dependence,
headache, dizziness, somnolence, tremor, syncope, seizures, palpitations, tachycardia, angina
pectoris, circulatory collapse, dyspnea, respiratory depression, respiratory failure, constipation,
nausea, vomiting, abdominal pain, diarrhoea, dyspepsia, dry mouth, Ilius, diverticulitis, pruritus,
erythema, rash, dermatitis contact application skin discolouration sweating, exanthema, muscular
weakness, urinary retention, erectile dysfunction, application site reaction, tiredness, asthenic
conditions, peripheral oedema, drug withdrawal syndrome, drug withdrawal syndrome neonatal.
Pack size and UK list price: Rebrikel 5 μg/h transdermal patch (PL 17780/0876) pack size:4
£5.53 , Rebrikel 10 μg/h transdermal patch (PL 17780/0874) pack size:4 £9.93 , Rebrikel 20 μg/h
transdermal patch (PL 17780/0875) pack size:4 £18.09.
Legal category: POM
Marketing Authorisation Holder: Zentiva Pharma UK Limited, 12 New Fetter Lane, London,
EC4A 1JP, UK
Date of Preparation: 19 June 2021 Ref: 13642

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 Zentiva via email to PV-United-Kingdom@zentiva.com or via phone on 0800 090 2408.

NIHR
Date of Preparation: July 2021 2020 Ref: 13837

For more information contact
zentiva.specialty@zentiva.com
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ATRIAL FIBRILLATION

TAKING IT TO HEART
As aspects of the pre-COVID world begin to return,
one shift in the sector looks set to remain – our
increased uptake and reliance on remote technology.
Experts reflect on this accelerated adoption, and how
innovation has proven particularly beneficial for both
healthcare professionals and patients in relation to
the monitoring of heart rhythm.

KAREN
MCCAMMON,
HEALTH SERVICE
INSIGHT
MANAGER,
BRITISH HEART
FOUNDATION
WHAT ARE THE RISKS OF ATRIAL
FIBRILLATION AND WHY IS EARLY
MEDICAL INTERVENTION SO
ESSENTIAL?

Atrial fibrillation (AF) is one of the most
common abnormal heart rhythms. In a
normal heart the heart’s pumping action
is controlled by regular electrical messages
produced by part of the heart called the
sinus node.
AF occurs when additional, irregular
electrical messages are sent from other
places in and around the atria (the upper
chambers of the heart). These irregular
messages make the atria quiver or twitch,
which is known as fibrillation.
AF is diagnosed in thousands of people,
however, it’s estimated that thousands more
people may have the condition and not be
aware of it. It’s an important arrhythmia
to detect as it increases the person’s risk
of stroke five-fold and prescribing blood
thinners to those with AF and other risk
factors, such as diabetes and high blood
pressures, will significantly reduce their risk
of stroke.
The most common symptoms are
palpitations, breathlessness, dizziness and
syncope. However, as many as 25-to-30
per cent of people don’t have symptoms.
Therefore, we rely on pulse checks of
people at risk to pick it up. At the start of
the COVID pandemic, with less people
receiving face-to-face care the opportunities
to detect AF fell.
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WHAT ADVANTAGES IS REMOTE
MONITORING TECHNOLOGY
GENERATING FOR AF PATIENTS?

It’s easy for patients to use and became
particularly important during the COVID19 pandemic when the need to reduce
hospital attendances for investigations, such
as heart monitoring, was even greater.
The new technology is here to stay, it’s
very welcome and I’m sure with the pace of
technological developments at the minute
there is much more to come. However, we
have to make sure we avoid exacerbating
health inequalities by digital exclusion.

LOOKING AHEAD, HOW CAN
HEALTHCARE PROFESSIONALS
ENCOURAGE THEIR PATIENTS TO
BE MORE AWARE OF THEIR HEART
HEALTH AND MORE INCLINED TO
PRESENT TO THEIR HEALTHCARE
PROFESSIONAL FOR HELP?

Healthcare professionals can support
patients by fully explaining their conditions
and the medications prescribed. It’s about
giving patients the knowledge. They should
also discuss the importance of asking for
support and / or seeking help and advice
if they are unsure of symptoms and try to
build that rapport with patients. They should
also ensure that annual reviews are carried
out when required.
They can also support patients to educate
themselves as well. Knowledge is power.
The British Heart Foundation website has
huge amounts of information on specific
conditions as well as procedures, lifestyle
advice and more. We also have free booklets
that can be ordered through our website
which are a valuable source of information
to patients.
For more information, visit www.bhf.
org.uk.

TRUDIE LOBBAN
MBE, FOUNDER
OF ARRHYTHMIA
ALLIANCE

‘Arrhythmia Alliance has been introducing
pulse checks in COVID-19 vaccine centres
to help detect AF. Results have been
incredible. Such a simple, free, test that can
literally saves lives – all too often we are
aware of our heart rate yet do not realise the
importance of also knowing the rhythm of
our heart. Manual pulse checks or the use
of digital technology through downloadable
apps on our phones can help detect
potentially fatal arrhythmias (heart rhythm
disorders) – and can quite simply save us
from sudden death or stroke.
‘This simple task that anyone can do
not only saves lives but also saves the NHS
money from treating and managing the
ongoing care for someone who survives
a stroke for example. We recommend
regular pulse checks and discussion with
your doctor throughout the year. We urge
everyone to take just 30 seconds to listen to
the rhythm of their heart and those of their
loved ones – spread the message – save a life.’
Arrhythmia Alliance has produced
videos teaching people how to check their
pulse manually or using downloadable apps
which detect irregular heart rhythms.
For more information, visit www.
knowyourpulse.org.

SEAN WARREN,
BUSINESS
DIRECTOR UK
AND IRELAND,
ALIVECOR

‘The COVID-19 pandemic has forced
immense pressure on NHS Trusts
nationwide, and forced their way of working
to change dramatically – including a
significant demand to improve efficiencies
within patient care. As such, there has
been a rapid drive to enhance some legacy
processes that are no longer fit-for-purpose,
with intuitive digital solutions that enable
frontline staff to make informed decisions,
deliver improved standards of care and
patient outcomes. We are honoured to be
supporting this transformation of clinical
processes with KardiaMobile technology,
and are delighted to be enabling rapid,
remote diagnosis of cardiac arrhythmias,
in partnership with our brilliant NHS
healthcare professionals.’
NIHR
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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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BRITISH DIETETIC ASSOCIATION
THE VIRTUAL REALITY
In this edition’s British Dietetic Association column, Jill Stewart, Health Improvement
Dietitian, Northern Health & Social Care Trust, and Rachel Green, Health & Wellbeing
Dietitian, Belfast Health & Social Care Trust, discuss rebuilding public health nutrition in
a virtual world.
Acknowledgements
Public Health Dietitians Group NI, Health & Social Care Trusts, Public Health Agency, registered Dietitians, Collette O’Brien, Southern Health &
Social Care Trust, and Fiona Armstrong, South Eastern Health & Social Care Trust, for their lead on PHDG scoping work.
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There is no doubt that COVID-19 has impacted
people’s lives significantly, putting additional
pressures on food choices, shopping, cooking
and eating habits. In Northern Ireland, research
suggests that while some families felt lockdown
provided a positive break from routine, allowing
more connection with food, many felt considerable
stress and pressures, resulting in increased reliance
on snacking, quick foods, ultra-processed foods
and takeaways.1 65 per cent of parents surveyed
admitted it has been a challenge to control their
children’s treat foods consumption, with 59 per
cent eating more unhealthy treat foods. 2 COVID19 has had negative impacts on food security,
with eight million people in the UK reporting that
they have experienced food insecurity since the
beginning of lockdown and one report showed a
177 per cent increase in food parcels distributed in
May 2020 compared to May 2019. 3, 4
Every year the Public Health Agency
commission Health & Social Care Trusts in
Northern Ireland to provide nutrition training and
resources to statutory, community and voluntary
organisations through community nutrition
education programmes (CNEP) and a range of
other public health nutrition priorities. Public
health dietitians and registered nutritionists
deliver training and support tutor delivery to
their community, based on local need, working
collaboratively through the Public Health
Dietitians Group, Northern Ireland (PHDG).
PHDG
designed and
distributed an
online survey
in July 2020,
with the aim
of gathering
information
about the
type of public
health nutrition
support required
during the
pandemic. The
survey targeted
organisations
and tutors from
both urban
and rural areas,
previously
trained in a
range of CNEP
from statutory,
community
and voluntary

sectors. Respondents were asked to rank their
nutrition education needs, if they wished to
receive support and if they had an interest in
delivering a newly-developed online version of
CNEPs, as well as exploring confidence in using
digital technology.

DIETETIC RESPONSE

From the survey, PHDG produced and piloted
three virtual CNEPs based on existing face-to-face
programmes. Virtual training and online resources
were provided to tutors across Northern Ireland,
which included time-lapse, step-by-step recipe
videos. Tutors were also equipped with information
on delivery considerations for a virtual world.
Tutors can access ongoing support from public
health nutrition teams and monetary support via
flexible small grants for purchasing food.
In parallel, an innovative series of regional
public nutrition webinars were developed
discussing topics identified by survey respondents.
Webinars covered information on nutrition for
babies through to older adults and everyone in
between. This platform enabled evidence-based
nutrition information and expertise to be delivered
during a time when the pandemic had exacerbated
already difficult situations for many and faceto-face sessions had to cease due to COVID-19
restrictions. Public health dietitians and registered
nutritionists rapidly adapted to this new virtual
world and became familiar with people being ‘on
mute’ rather quickly!
Given the stark reality of food insecurity, a
‘Feed Your Family for Less’ webinar was the first to
be developed giving practical food budgeting tips
and healthy affordable meal ideas for families.

Other topics include healthy eating, food
and mood, and nutrition myths – discussing
coconut oil, superfoods, detox teas and more!
In addition, childhood nutrition was identified
as being of interest. ‘Healthy Lunch and Snacks
for Kids’ sessions ran during the long summer
break to educate parents / carers on suitable meal
options for children, within the free school meals
daily allowance of £2.60 per child, in response to
NIHR
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increased potential for holiday hunger in Northern
Ireland. 5
The webinars were advertised on all social
media platforms by the Public Health Agency
and five Health & Social Care Trusts. In addition,
advertisement was arranged through local
distribution lists of voluntary, statutory and
community organisations, during tutor update
training of the CNEP and via a central employee
wellbeing site covering employees in a range
of public and private sectors. Clinical dietetic

colleagues also shared with service-users as
appropriate.

FEEDBACK

From the launch of the regional webinars in September-to-April 2021, approximately 700 people
throughout Northern Ireland have attended a nutrition webinar.
Online surveys have been a new initiative which have enabled evaluation of these new ways of working
and the response to the webinars has been greatly encouraging as can be seen in Table 1.

Table 1: Participant feedback from nutrition webinar online evaluations (September-to-April 2021)

OBJECTIVE MEASURED

PERCENTAGE OF RESPONDENTS (%)

Learnt something new

91

Found the webinar useful

99

Would recommend to others / pass on information

98

Feedback indicates that the virtual webinar
format has made evidence-based nutrition
information more readily accessible for many in
their own homes, reaching people who may not
have accessed this before.

LEARNING

Of course, adapting to such new ways of working
brought its challenges. Those involved in
production and delivery of CNEPs and webinars
had to quickly develop their IT skills and get to
grips with new computer programmes. With
advice from experts, online safeguarding and
cyber security required consideration prior to
commencement. In addition, although the many
benefits of regional working were recognised, due
to differing governance policies, ICT permissions
and software across Health & Social Care Trusts,
having one regional model proved challenging at
times!
While virtual platforms have given fantastic
opportunities to reach those who may not
previously have attended face-to-face sessions,
digital isolation, including lack of internet access
and equipment, or low computer literacy, was
highlighted as a barrier for some by respondents
to the PHDG survey. 13 per cent of Northern
Ireland homes don’t have internet access6 and
NIHR

only 40 per cent of older people accessed public
services online in 2018 / 2019. 7 Unemployed
individuals in Northern Ireland are significantly
less likely to access public services online (52 per
cent), compared with 85 per cent of respondents
in employment. 7 While we took steps to support
access, such as promoting use of public Wi-Fi
services, webinars accessible through smartphones,
no registration requirements and signposting to
existing written nutrition resources, we recognise
that digital poverty continues to be a challenge and
ongoing work is required.
Through a ‘train the tutor model’, virtual CNEPs
could be delivered by local organisations with the
aim of increasing the reach and appeal in areas
with greatest deprivation.

WAY FORWARD

The webinars continue to be well-received and
participant feedback has led to the addition of new
webinars on topics including weight management,
nutrition for teenagers and a focus on fad diets.
Webinars are being recorded with the aim of
making them even more widely available and
ongoing work is planned to increase accessibility
for black and minority ethnic groups and those
with learning disability. It is also hoped to build a
library of online video resources that can be shared
publicly and through social media channels.
In a time where nutrition issues such as food
insecurity have been more prevalent than ever,
public health dietitians in Northern Ireland
have successfully reached out to the public with
evidence-based nutrition messaging.
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NEWS
YOU’RE INVITED TO THE CLINICAL PHARMACY CONGRESS 2021 THIS
24TH-TO-25TH SEPTEMBER 2021 AT THE EXCEL, LONDON
The Clinical Pharmacy Congress 2021, the largest gathering for the
clinical pharmacy profession in the UK, is back face-to-face this 24thto-25 September 2021 at the ExCeL London.
Over two days, you can create a bespoke programme of content
to reflect your unique training needs, meet face-to-face with vendors
to find products and services that enable you to continue with your
brilliant patient care, plus catch-up and network with like-minded
peers, and colleagues.
If you work in clinical pharmacy or have an interest in the sector –
The Clinical Pharmacy Congress is the education event for you.

HERE'S WHAT YOU CAN EXPECT:

•
Two days of fun, excitement and learning
•
Access to all theatres including:
- Keynote
- Leadership
- Clinical
- Clinical leadership
- Cancer and long-term conditions – NEW
•
Explore the Poster Zone
•
Hear great case studies and learnings to take back to work
•
Plus practical content:
- Medicines Optimisation Workshops
- Practical Skills Zone
- Mini-Mock Calculation Workshops
•
Hundreds of vendors to explore
•
Catch-up with friends
•
Countless social events and networking opportunities
•
Join the CPC Awards
•
Showcase Theatre – NEW
You´re only a heartbeat away from securing your pass for CPC
2021!
Tickets are valued at £499+VAT, however, 3,200 education grants
are available. Find out more at www.pharmacycongress.co.uk.

QUEEN’S LEADING MAJOR
RESEARCH PROJECT MEASURING
COVID-19 ANTIBODY LEVELS
A Queen’s University Belfast research team is leading an international
study on COVID-19 antibody response in cystic fibrosis.
The study is to be carried out by a team of researchers from the
university’s Wellcome-Wolfson Institute for Experimental Medicine
(WWIEM). It will measure COVID-19 antibody levels in thousands
of people with cystic fibrosis across 17 European countries and is
funded by a $1.5 million grant from the Cystic Fibrosis Foundation
(America) over a two-year period.
The project will also run in Canada and America, making the
research the largest prospective study in cystic fibrosis to have been
carried out to date.
The coronavirus pandemic has been a worrying time, but it has
been particularly stressful for people with long-term conditions, such
as cystic fibrosis. Cystic fibrosis is a chronic condition that damages
the lungs and leaves patients vulnerable to chest infections.
There is currently little information about how COVID-19 has
impacted people living with cystic fibrosis, however, they may be at
particular risk from this new respiratory virus and the various strains.
Dr Damian Downey, Clinical Senior Lecturer in Respiratory
Medicine from the WWIEM at Queen’s, and Director of the Northern
Ireland Regional Adult Cystic Fibrosis Centre, who is leading the
project, explained, ‘Viral respiratory tract infections can be more
severe in people with cystic fibrosis than the general population, with
an increased risk of complications and a negative impact on lung
function.
‘This new research project will explore infection and vaccination
rates in those with cystic fibrosis and link to important clinical
information over time. We can then understand how COVID-19 has
impacted this vulnerable population, how long the antibodies last and
the risk of future infections.’
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£400,000 INVESTMENT IN TYRONE
AND FERMANAGH HOSPITAL
Health Minister Robin Swann
has visited mental health and
addictions units at Tyrone and
Fermanagh Hospital in Omagh
to meet staff and to see the
recent capital improvements to
the hospital.
Health Minister Robin Swann with (left) Deputy
Minister Swann explained,
Sister Kerry Mellon and (right) Sister Phyllis
‘As with my visits to other
Fitzsimons during a visit to the ASHA Centre for
Addiction in Omagh. Picture: Michael Cooper
similar units across Northern
Ireland, in recent times, I am continually struck by the amazing
dedication and professionalism of the staff working in both
addictions and mental health services. Particularly during the
especially challenging times presented by the ongoing pandemic
their resilience has been outstanding.’
Tyrone and Fermanagh Hospital provides inpatient acute mental
healthcare, psychiatric intensive care and addictions inpatient care.
The hospital also provides a six-bedded crisis house, which has
been transformed to provide hospital inpatient services to meet the
increasing need associated with the COVID-19 pandemic.
The facilities, some of which date back to the 1930s, are in need
of investment, with the long-term plan for a new 6,700m2 new-build
facility to be located adjacent to the Omagh Hospital and Primary
Care Complex. The new centre will replace existing outdated
facilities and provide modern, fit-for-purpose accommodation in the
southern sector of the trust.
Minister Swann added, ‘I remain determined to keep pressing for
the necessary funding for this important project but in the interim
I can confirm my department will provide a further £400,000 to
invest in Tyrone and Fermanagh Hospital to improve patient safety
and experience. The investment will have a direct impact on patients
and will improve outcomes and bringing the total invested in AMH
facilities in Omagh over the last two years to almost £1.5 million.”
NIHR
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Toddler Milk

MORE THAN 90%
OF 1-3 YEAR OLDS IN IRELAND
DO NOT GET ENOUGH VITAMIN D1

APTAMIL TODDLER MILK
New FSAI Dietary Guidelines for Toddlers 2020
Fortified foods and drinks can contribute to the intakes
of Vitamin D, Iron & Omega 3 in toddlers2
Just 2 beakers a day (300ml) of Aptamil Toddler
milk provides toddlers with 93% of the RDA3 for
Vitamin D and 45% of the RDA3 for Iron
Available in 800g powder, 200ml & 1 litre liquid

For more information, call our dedicated freephone
on 0800 996 1234 or visit nutricia.co.uk
This information is for healthcare professional use only.
Aptamil Toddler Milk should be used as part of a varied and balanced diet from 1 year. Recommended serving per day is 300ml.
1. Irish Universities Alliance (IUNA), National Pre-school Nutritional Survey. Further analysis for Danone Nutricia (data available on request). Main survey available at:
https://www.iuna.net/surveyreports 2. Food Safety Authority of Ireland (FSAI), Scientific Recommendations for Food-Based Dietary Guidelines for 1 to 5 Year-Olds in Ireland.
Available at: https://www.fsai.ie/Dietary_Recommendations_1-5_Year_Olds/ 3. Food Safety Authority of Ireland (FSAI), Recommended Dietary Allowances for Ireland 1999.
Available at: https://www.lenus.ie/handle/10147/44808
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ENJOY SUMMER FUN WITH FORTINI SMOOTHIE

THE ONLY * PAEDIATRIC
SMOOTHIE ST YLE ONS** WITH

15% REAL FRUIT
300 6.8

7.2

2.8

FREEZE

FOR ICE LOLLIES!

NUTRITIONALLY COMPLETE
FOR CHILDREN AGED

1+ YEARS

ACBS

APPROVED

ORDER SAMPLES^: SCAN THE QR CODE
CONTACT NUTRICIA FOR A LOLLY MOULD AND RECIPE
CARD FOR YOUR PATIENTS FREEPHONE 0800 783 4379
This information is intended for healthcare professionals only.
The Fortini range are Foods for Special Medical Purposes for the dietary management of disease related malnutrition
and growth failure in children from one year onwards and must be used under medical supervision.
*Datacards reviewed form competitor websites June 2021
** ONS: Oral Nutritional Supplement
^ Product can be provided to patients upon the request of a Healthcare Professional. They are intended for the
purpose of professional evaluation only.
Nutricia Ireland, Block 1, Deansgrange Business Park, Deansgrange, Co. Dublin.
Date of publication, June 2021

66

JULY 2021

NIHR

