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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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WELCOME
EDITOR’S LETTER

Welcome to the latest edition
of Northern Ireland Healthcare
Review!
I recently returned to my old secondary school for its annual endof-year prize-giving to present. While it feels like mere days since
I last raced through the crowded corridors, stood in the canteen
queue, and hid my Nokia phone in the lining of my blazer, the
creases around my eyes as I got ready that morning served as a
reminder of the 15-plus years that have since scurried by.
During the ceremony I sat among the proud parents and
watched in awe as teachers took to the stage to pour praise upon
the exceptional students. While a lot of individuals were top of
the class in the subject categories, to my surprise, joint winners
and full teams were announced in abundance.
Rather than showcasing even a hint of resentment at sharing
the spotlight with their peers, these kids seemed to revel in it –
swapping excited smiles and nervous nudges as they posed for the
photographer. Their joint-up jubilation was infectious.
Remembering my own competitive spirit in my school years, I
don’t know if I would have been quite as graceful as these winners
– but then, it was only later in life that I really appreciated that
age-old sentiment, ‘There’s strength in numbers’. Now in my job, I
feel confident and cushioned when surrounded by colleagues who
are experts in their own fields. They make me better as a result.
I’m clearly not the only one who sees the merits of this
connected working, as the effects of teamwork have been, and
continue to, take the sector’s potential from strength-to-strength.
For example, in this edition of NIHR we shine a light on how a
Belfast Health & Social Care Trust service is striking inspiration
into headache treatment and championing the benefits garnered
from a collaborative approach (page 10). Co-operation is also
crucially key to the region’s pandemic-recovery journey, as
discussed by esteemed speakers at the recent 2022 Northern
Ireland Healthcare Conference – check out the recap from page
14 onwards. The Get your Belly Out campaign is demonstrative,
too, of the power of shared voices in making life easier for people
affected by IBD (page 17).
Our columnists once again provide important insights into
the current state-of-play of the profession. Gerard Greene, Chief
Executive, Community Pharmacy NI, details the elements for
building a robust healthcare system for the years ahead (page 12),
and Chair of Pharmacy Forum NI, Eamon O’Donnell, shares the
organisation’s workforce priorities (page eight).
Before you go, find out more about the notable and exciting
changes in store for pharmacy education and training (page five),
and who clinched this year’s Northern Ireland Healthcare Awards
(beginning on page 21).
Happy reading!

@kyronmedia
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JULY 2022

1

NI
WWW.NIHEALTHCARE.COM

Healthcare
Review

NI

Healthcare
Awards

NI

NI

Healthcare

Healthcare

.com

Conference

Kyron
Media

Kyron Media
Formerly known as Medical Communications 2015 Ltd,
the company is at the forefront of cross-platform publishing and events for pharmacists and healthcare professionals across the UK.
2

JULY 2022

Contact
02890 999 441
@kyronmedia
Kyron Media
NIHR

WWW.NIHEALTHCARE.COM

CONTENTS
ISSUE 125 – 2022

5     QUEEN’S UNIVERSITY BELFAST
Professor Lezley-Anne Hanna on the changes to the
education and training provision of future pharmacists

6     DAY IN THE LIFE
Cheryl Scott reflects on her responsibilities at the helm
of the South Eastern Health & Social Care Trust’s OPAT
Pharmacy Service

12   COMMUNITY PHARMACY NI  
» p.5

» p.12

Chief Executive Gerard Greene discusses community
pharmacy’s roles within the new health service
structures

14   COLLABORATIVE WORKING
  POST-COVID-19
Revisit the presentations and discussion points from the
2022 NI Healthcare Conference

17   GET YOUR BELLY OUT
The experience that kickstarted a Crohn’s Disease /
Ulcerative Colitis awareness-raising community

» p.14

21   2022 NI HEALTHCARE AWARDS
The heart of the healthcare sector joined under one roof
to honour this year’s winners

36   ROYAL COLLEGE OF
  ANAESTHETISTS
Explore the essential role of anaesthetists in reducing
waiting lists
» p.21

» p.6

44   INSPIRE WELLBEING
The need for a multi-pronged approach to curbing
harmful drinking

54   WHY THE WAIT?
Endometriosis UK tackle the overhaul required for the
prioritisation of treatment

63   EPILEPSY
» p.17
NIHR

  

How is #Every1EndingEpilepsy aiming to bring about
radical change within a generation?
JULY 2022

3

WWW.NIHEALTHCARE.COM

Cosentyx® (secukinumab) provides
fast and lasting symptom relief
across all 6 key PsA manifestations1-5
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Scan to explore
what Cosentyx®
can offer your
patients with PsA

For adult patients with active PsA or axSpA
(AS or nr-axSpA) who are eligible for a biologic8

EULAR=European Alliance of Associations for Rheumatology; GRAPPA=Group for Research and Assessment of Psoriasis and Psoriatic Arthritis; PsA=psoriatic arthritis.
References: 1. McInnes IB et al. Lancet Rheumatol. 2020;2:e227-e235. 2. Baraliakos X et al. Ann Rheum Dis. 2021;80(5):582-590. 3. Novartis DOF. CAIN457F2342 (FUTURE 5) 2-Year Interim Report: mNAPSI and PASI
100 data. October 2019. 4. McInnes IB et al. Lancet. 2015;386(9999):1137-1146. 5. Blauvelt A et al. J Am Acad Dermatol. 2017;76(1):60-69. 6. Coates LC et al. Ann Rheum Dis. 2021;80(suppl. 1):139-140. Abstract OP0229.
7. Gossec L et al. Ann Rheum Dis. 2020;79(6):700-712. 8. Cosentyx Summary of Product Characteristics. Available at: https://www.medicines.org.uk/emc/product/3669/smpc [Accessed May 2022].
Cosentyx® (secukinumab) Northern Ireland Prescribing Information
Please refer to the Summary of Product Characteristics (SmPC) before prescribing.
Indications: Treatment of: moderate to severe plaque psoriasis in adults, children and
adolescents from the age of 6 years who are candidates for systemic therapy; active psoriatic
arthritis in adults (alone or in combination with methotrexate) who have responded inadequately
to disease-modifying anti-rheumatic drug therapy; active ankylosing spondylitis in adults
who have responded inadequately to conventional therapy; active non-radiographic axial
spondyloarthritis (nr-axSpA) with objective signs of inflammation as indicated by elevated
C-reactive protein (CRP) and/or magnetic resonance imaging (MRI) evidence in adults who have
responded inadequately to non-steroidal anti-inflammatory drugs. Presentations: Cosentyx
75 mg solution for injection in pre-filled syringe; Cosentyx 150 mg solution for injection in
pre-filled syringe; Cosentyx 150 mg solution for injection in prefilled pen; Cosentyx
300 mg solution for injection in pre-filled pen. Dosage & Administration: Administered by
subcutaneous injection at weeks 0, 1, 2, 3 and 4, followed by monthly maintenance dosing.
Consider discontinuation if no response after 16 weeks of treatment. Each 75 mg dose is given
as one injection of 75 mg. Each 150 mg dose is given as one injection of 150 mg. Each 300 mg
dose is given as two injections of 150 mg or one injection of 300 mg. Plaque Psoriasis: Adult
recommended dose is 300 mg monthly. Based on clinical response, a maintenance dose of
300 mg every 2 weeks may provide additional benefit for patients with a body weight of 90 kg or
higher. Adolescents and children from the age of 6 years: if weight ≥ 50 kg, recommended dose
is 150 mg (may be increased to 300 mg as some patients may derive additional benefit from the
higher dose). If weight < 50 kg, recommended dose is 75 mg. If possible avoid areas of the skin
showing psoriasis. Psoriatic Arthritis: For patients with concomitant moderate to severe plaque
psoriasis see adult plaque psoriasis recommendation. For patients who are anti-TNF inadequate
responders, the recommended dose is 300 mg, 150 mg in other patients. Can be increased to
300 mg based on clinical response. Ankylosing Spondylitis: Recommended dose 150 mg. Can
be increased to 300 mg based on clinical response. nr-axSpA: Recommended dose 150 mg.
Contraindications: Hypersensitivity to the active substance or excipients. Clinically important,
active infection. Warnings & Precautions: Infections: Potential to increase risk of infections;
serious infections have been observed. Caution in patients with chronic infection or history of
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recurrent infection. Advise patients to seek medical advice if signs/symptoms of infection occur.
Monitor patients with serious infection closely and do not administer Cosentyx until the infection
resolves. Non-serious mucocutaneous candida infections were more frequently reported
for secukinumab in the psoriasis clinical studies. Should not be given to patients with active
tuberculosis (TB). Consider anti-tuberculosis therapy before starting Cosentyx in patients with
latent TB. Inflammatory bowel disease (including Crohn’s disease and ulcerative colitis): New
cases or exacerbations of inflammatory bowel disease have been reported with secukinumab.
Secukinumab, is not recommended in patients with inflammatory bowel disease. If a patient
develops signs and symptoms of inflammatory bowel disease or experiences an exacerbation of
pre-existing inflammatory bowel disease, secukinumab should be discontinued and appropriate
medical management should be initiated. Hypersensitivity reactions: Rare cases of anaphylactic
reactions have been observed. If serious allergic reactions occur, discontinue immediately
and initiate appropriate therapy. Vaccinations: Do not give live vaccines concurrently with
Cosentyx; inactivated or non-live vaccinations may be given. Paediatric patients should
receive all age appropriate immunisations before treatment with Cosentyx. Latex-Sensitive
Individuals: The removable needle cap of the 75mg and 150 mg pre-filled syringe and 150mg
pre-filled pen contains a derivative of natural rubber latex. Concomitant immunosuppressive
therapy: Combination with immunosuppressants, including biologics, or phototherapy has not
been evaluated in psoriasis studies. Cosentyx was given concomitantly with methotrexate,
sulfasalazine and/ or corticosteroids in arthritis studies. Caution when considering concomitant
use of other immunosuppressants. Interactions: Live vaccines should not be given
concurrently with secukinumab. No interaction between Cosentyx and midazolam (CYP3A4
substrate) seen in adult psoriasis study. No interaction between Cosentyx and methotrexate
and/or corticosteroids seen in arthritis studies. Fertility, pregnancy and lactation: Women
of childbearing potential: Use an effective method of contraception during and for at least
20 weeks after treatment. Pregnancy: Preferably avoid use of Cosentyx in pregnancy. Breast
feeding: It is not known if secukinumab is excreted in human breast milk. A clinical decision
should be made on continuation of breast feeding during Cosentyx treatment (and up to 20 weeks
after discontinuation) based on benefit of breast feeding to the child and benefit of Cosentyx
therapy to the woman. Fertility: Effect on human fertility not evaluated. Adverse Reactions:

Very Common (≥1/10): Upper respiratory tract infection. Common (≥1/100 to <1/10): Oral
herpes, Tinea pedis, headache, rhinorrhoea, diarrhoea, nausea, fatigue. Uncommon (>1/1,000
to <1/100): Oral candidiasis, lower respiratory tract infections, neutropenia, inflammatory
bowel disease. Rare (≥1/10,000 to <1/1,000): anaphylactic reactions, exfoliative dermatitis
(psoriasis patients), hypersensitivity vasculitis. Not known: Mucosal and cutaneous candidiasis
(including oesophageal candidiasis). Infections: Most infections were non-serious and mild
to moderate upper respiratory tract infections, e.g. nasopharyngitis, and did not necessitate
treatment discontinuation. There was an increase in mucosal and cutaneous (including
oesophageal) candidiasis, but cases were mild or moderate in severity, non-serious, responsive
to standard treatment and did not necessitate treatment discontinuation. Serious infections
occurred in a small proportion of patients (0.015 serious infections reported per patient year of
follow up). Neutropenia: Neutropenia was more frequent with secukinumab than placebo, but
most cases were mild, transient and reversible. Rare cases of neutropenia CTCAE Grade 4 were
reported. Hypersensitivity reactions: Urticaria and rare cases of anaphylactic reactions were
seen. Immunogenicity: Less than 1% of patients treated with Cosentyx developed antibodies to
secukinumab up to 52 weeks of treatment. Other Adverse Effects: Please consult the SmPC for
a detailed listing of all adverse events before prescribing. Legal Category: POM. MA Number
& List Price: EU/1/14/980/012 – 75 mg pre-filled syringe x 1 - £304.70; EU/1/14/980/005 150 mg pre-filled pen x2 £1,218.78; EU/1/14/980/003 - 150 mg pre-filled syringe x2 £1,218.78;
EU/1/14/980/010 – 300 mg pre-filled pen x1 £1,218.78. PI Last Revised: 186113 January
2022. Full prescribing information, (SmPC) is available from: Novartis Pharmaceuticals UK
Limited, 2nd Floor, The WestWorks Building, White City Place, 195 Wood Lane, London, W12
7FQ. Telephone: (01276) 692255.

Adverse Event Reporting: 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 Novartis via uk.patientsafety@novartis.com or online
through the pharmacovigilance intake (PVI) tool at www.report.novartis.com.
If you have a question about the product, please contact Medical Information on
01276 698370 or by email at medinfo.uk@novartis.com
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QUEEN’S UNIVERSITY BELFAST
THE BIGGEST CHANGE
IN 25 YEARS
As Queen’s University
Belfast School of
Pharmacy transforms
their education and
training provision of
future pharmacists,
NIHR chats to
Professor Lezley-Anne
Hanna, Director of
Education (Pharmacy),
to find out more.

Professor Lezley-Anne Hanna
A significant and timely reform of the
Standards for the Initial Education and
Training of Pharmacists (1) is taking place
across the UK. It represents one of the most
notable changes to pharmacy education
since the Master of Pharmacy (MPharm)
degree was introduced.

WHY IS THIS REFORM OCCURRING AND WHAT
DOES IT MEAN FOR PHARMACY?

Patients’ needs and waiting lists are
growing, not least because of the COVID-19
pandemic. People are living longer and
often have diverse or complex long-term
conditions that require appropriate
management. It is into and because of
this context that the Standards have been
reformed, supporting ambitious government
healthcare and pharmacy strategies, and
Northern Ireland Pharmacy Workforce
Review recommendations. The 2021
Standards lead to pharmacists becoming
independent prescribers and widen the
scope of clinical pharmacy practice, bringing
greater responsibility and opportunity for
the profession to provide seamless personcentred care as part of a multidisciplinary
team.

WHAT WILL BE THE KEY CHANGES TO THE INITIAL
EDUCATION AND TRAINING OF PHARMACISTS
DELIVERED BY QUEEN’S UNIVERSITY BELFAST?
NIHR

The key changes, identified from
the Standards and engagement with
stakeholders, reflect the evolving nature of
healthcare and pharmacy practice.
Importantly, the initial five years of
education and training are being considered
holistically given the same learning
outcomes apply to the four-year MPharm
degree programme and Foundation Training
Year (FTY). (1) Therefore, we are working
closely with the Northern Ireland Centre
for Pharmacy Learning and Development
(NICPLD) as it is responsible for the
development and delivery of the FTY (a year
prior to professional registration that builds
on university education and involves handson training in a clinical setting(s) under
appropriate supervision).
Additions to our MPharm programme
will include core skills and attributes
for prescribing (beyond those already
included for counter-prescribing with
over-the-counter medicines, including
recent prescription-only deregulations), and
having increased emphasis on optimising
therapeutic outcomes, diagnostic and
consultation skills, medicines governance,
digital technology, and multidisciplinary
practice. These will be embedded largely
by providing students with active learning
opportunities, simulation-based learning
in the state-of-the-art KN Cheung SK Chin
InterSim Centre and School of Pharmacy
mock pharmacy, interprofessional and
peer learning, funded experiential learning
placements in clinical practice, and our
virtual learning environment. In addition, an
interactive interview component will form
part of the admissions requirements for our
MPharm programme. Moreover, we will
ensure future pharmacists understand and
apply the principles of equality, diversity,
inclusion (EDI) and fairness to help combat
discrimination and health inequalities.
Similarly, there will be explicit linkage to the
United Nations Sustainable Development
Goals (UN SDGs) so that students can
appreciate their personal and professional
responsibilities to the climate and sustainable
healthcare.
There will be removals, refinements,
and changes in emphasis in places. We are
reviewing the curriculum to ensure content
relevance and evaluating the assessment
burden.
What will not change is our standpoint
on patient safety and safeguarding the
public, the role that science plays in ensuring
we remain experts in medicines, and the

importance of research and data-driven
decision-making.

WHAT HAS THE UNIVERSITY’S DEVELOPMENT
AND IMPLEMENTATION PROCESS BEEN LIKE AND
HOW HAS COLLABORATION BEEN IMPORTANT?

Engaging with key stakeholders remains
essential for ensuring changes are
implemented, particularly given the
magnitude of these and time-frame. We are
grateful to the Chief Pharmaceutical Officer,
Department of Health Northern Ireland, and
her team, for the ongoing work to secure
funding for 12 weeks of undergraduate
experiential learning placements in
Northern Ireland pharmacy practice. We
look forward to future collaborations with
placement providers to bring their rich
experience and expertise into the MPharm.
A gap analysis of our MPharm
programme against the new learning
outcomes was performed to inform
curriculum design. Working groups have
been established to cover the main elements
of the Standards (such as ‘Teaching,
Learning and Curriculum’, ‘Assessment’,
‘Prescribing’, ‘Interprofessional Learning’,
‘Admissions’ and ‘Experiential Learning’).
We also have other relevant school
committees in operation, such as Student
Voice and EDI. New roles have been
created such as UN SDG and Race Equity
Champions, and recent staff appointments
include a digital educational expert and
independent prescriber pharmacists.
In 2022-to-2023, we will be reaccredited
by the General Pharmaceutical Council and
Pharmaceutical Society NI and switching
to the new Standards in 2023-to-2024
(provided reaccreditation is successful).
MPharm students who started in 2021-to2022 and 2022-to-2023 will be upskilled
as necessary to ensure they meet the new
learning outcomes.

WILL THE REFORM BENEFIT FUTURE
PHARMACISTS?

It is a very exciting time to choose pharmacy
as a career, and to practise in Northern
Ireland! Through this reform and the
ongoing work of various pharmacy and
healthcare organisations, future pharmacists
should be assured about the quality of their
initial education and training and that they
are embarking on a fulfilling career where
they will be recognised for their significant
contribution to holistic patient care, and
one that enables professional growth and
progression, and working across sectors.

REFERENCES

(1) General Pharmaceutical Council. Standards for the initial education and
training ofpharmacistshttps://www.pharmacyregulation.org/sites/default/files/
document/standards-for-the-initial-education-and-training-of-pharmacistsjanuary-2021_1.pdf
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DAY IN THE LIFE
ALL IN A DAY’S WORK

From her early beginnings and initial introduction to hospital
pharmacy, to developing and taking the helm of the South
Eastern Health & Social Care Trust’s Outpatient Parenteral
Antimicrobial Therapy Pharmacy Service and contending with
COVID pressures, Cheryl Scott’s career continues to spark
improvements to patient care. In this edition of NIHR, Cheryl
reflects on her journey so far and what the future has in store.

PROFESSIONAL BACKGROUND

I graduated from Queen’s University Belfast
(QUB) in 2003, and started working in
the Royal Victoria Hospital in 2004. This
afforded me a varied introduction to the full
breadth that hospital pharmacy had to offer.
I joined the Antimicrobial Pharmacy
Team in the Ulster Hospital in 2008 and
built up a wealth of knowledge, skills
and experience in antimicrobials over
the following four years. I really enjoyed
antimicrobials as a specialist interest and was
involved in a number of regional, national
and European audits over that time.
I completed my post-graduate Masters
degree at QUB in 2010, along with my
non-medical prescribing qualification that
same year. My Masters looked at the benefits
of using a therapeutic drug monitoring
supplementary sheet to assist prescribers and
nurses in the management of aminoglycoside
antibiotic prescribing and monitoring
practice. Due to positive results I went on to
develop a similar tool to support medical and
nursing staff with glycopeptide prescribing /
monitoring which was utilised trust-wide.
In a bid to further develop myself and
build my understanding and knowledge
of other sectors of healthcare, I spent a
number of years working as a pharmacist
adviser for the Health & Social Care Board.
This invaluable experience helped to show
me the importance of working across care
boundaries to enhance patient care.
I was very fortunate to come back to the
antimicrobial speciality in 2019 when the
opportunity arose to develop and lead the
new Outpatient Parenteral Antimicrobial
Therapy (OPAT) Pharmacy Service in the
South Eastern Health & Social Care Trust.

NEW SERVICE INNOVATION

OPAT is an essential service for patients
who require intravenous (IV) antimicrobial
therapy for deep-seated moderate-to-severe
infections, such as osteomyelitis, septic
arthritis, but are otherwise clinically well
and stable. This allows consultant teams to
initiate therapy without an overnight stay in
hospital, or discharge the patient home early
to complete their IV antimicrobial therapy
in the community. Patients can therefore
choose to receive their treatment at home, or
ambulate to a local community nurse clinic,
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enabling them to continue life as normal and
return to work if possible. This treatment
option is vital to maintain patient flow where
pressure on inpatient beds is so prevalent.

REGIONAL COLLABORATION

Following a review of OPAT services
across Northern Ireland, each of the five
trusts were provided funding to employ
a new pharmacist resource. As lead for
the service in our trust, my remit was to
scope and build on current practice. This
required close collaboration with wellestablished community nursing teams, trust
microbiology consultants, trust medical and
surgical consultant teams, ward nurses, as
well as pharmacy colleagues. I liaised with
these stakeholders to design and implement
OPAT policies and procedures to improve
antimicrobial stewardship and governance
around use of IV antimicrobials in the
community setting, in line with regionally
agreed OPAT Key Performance Indicators,
and patient safety policies. Our teams
have worked closely to develop strong
relationships across the Northern Ireland
trusts, share good practice, and develop
resources.
Since 2019, I have worked to embed and
develop the South Eastern Health & Social
Care Trust OPAT Pharmacist Service across
all trust sites, including:
• Application of antimicrobial stewardship
principles to each referral received
• Assessment of patient, infection,
antimicrobial regimen, and patient home
environment for suitability for home IVs
• Support for discharging teams to expedite
discharge
• Patient follow-up and monitoring
• Review of patient outcomes
• Service development and review
• Policy / procedure development
Independent prescribing capability has
been an invaluable skill for the team as
close monitoring of treatment progress and
facilitating prompt dose and antimicrobial
changes in the community where necessary
is essential to the role. This helps to prevent
unnecessary readmissions and adds
significantly to patient experience, hospital
flow, and patient safety.
The OPAT Pharmacist Team is very well-

Cheryl Scott
placed as part of the wider South Eastern
Health & Social Care Trust Antimicrobial
Pharmacist Team, under the umbrella
of microbiology services and infection
prevention and control. Our trust consultant
microbiologist colleagues provide advice on
treatment and duration, as well as advice on
management of antibiotic-related adverse
effects where necessary. A dedicated weekly
OPAT multidisciplinary meeting has been
established with our lead microbiology
consultant, senior podiatrists, and input from
speciality consultants. This multidisciplinary
approach allows dedicated time to sit down
and discuss patients and adjust plans as
appropriate with input from the overarching
speciality consultant team.

IMPACT OF COVID-19

The emergence of COVID-19 in March 2020
impacted all services, and the OPAT service
has been no exception. As a relatively new
service, a timely response to the changing
landscape of patient care was essential. This
was driven by a significant reduction in
community nursing capacity due to essential
shielding, isolation or redeployment. New
pressures on the wider Antimicrobial
Pharmacy Team also had to be facilitated,
including commitment to provide staffing
cover to the South Eastern Health & Social
Care Trust Vaccination Centre, and more
recently, the new Outpatient COVID
Treatment Centre (opened December 2021).

LOOKING TO THE FUTURE

The service continues to assess new IV
treatment options, including long-acting
agents, to increase the options available to
patients, and support hospital flow. I am keen
to explore additional OPAT options that are
tried and tested in other local and UK OPAT
services, e.g the self-administration OPAT
model, which has been successful in the
Belfast Health & Social Care Trust. The new
digital integrated computer system planned
for install at the South Eastern Health &
Social Care Trust in 2023 will certainly
provide new opportunities to refresh how the
team works and optimise our ability to assess
service outcomes.
NIHR

Menarini is committed to the
global fight against antimicrobial
resistance by:
Supporting the appropriate use of antibiotics
Collaborating strategically with others
to find practical and long-term solutions
to antibiotic resistance

Email: antibiotics@menariniuk.com
PP-ORB-UK-0052 | Prepared: April 2022
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PHARMACY FORUM NI
MAKING A MARK
NIHR chats with Eamon O’Donnell about his aspirations as Chair of Pharmacy Forum NI, as well as how
the professional body is striving to forge a brighter post-pandemic future for the workforce.

Eamon O’Donnell

CAN YOU OVERVIEW YOUR
PROFESSIONAL JOURNEY?

I’ve spent the majority of my time postqualification working as a community
pharmacist manager, operating across a
variety of stores all over Northern Ireland
(NI). I’ve recently moved away from the
community sector and now work within
primary care – my work can take me all
over the UK but the lion’s share of my time
is spent supporting GP practices in NI. In
2019, I responded to a newsletter inviting
nominations for election to the Pharmacy
Forum Board and after the voting process
I was successful in getting elected. I’ve had
an active role within the policy and practice
committee since I joined the board, and last
year chaired the committee in my role as
vice-chair of the forum. That development
experience really prepared and equipped
me for my current role as chair of the forum
board.

WHAT DOES YOUR SCOPE OF
RESPONSIBILITIES ENTAIL?

The Pharmacy Forum NI is the professional
body for pharmacists in NI. We are tasked
with leading, promoting and supporting
the pharmacy profession and, above all,
supporting our members to improve patient
outcomes. On a daily basis we may be relied
upon to speak on behalf of the profession
as the situation requires. We are involved
in multiple, national efforts to support
change and innovation within pharmacy; we
provide a voice in support of the profession
on various working groups looking at
IETP changes, supervision, EU exit, etc.
The outworking of EU exit, for example,
complicated with the current political
impasse in NI, has meant that we are dealing
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with a considerable number of consultations
regarding proposed legislative changes and
policy revisions.
I would like to improve engagement
with our members during my post. All
professional bodies will wish the same – for
any organisation, change and innovation
requires engagement.
Pharmacists, and their teams, have
been a lifeline for our communities during
the pandemic. They’ve also operated as
indispensable cogs within our primary and
secondary care multidisciplinary teams. I
want to use this momentum to ensure that
political decisions taken at Stormont provide
the appropriate scope and funding to allow
our pharmacists to be at their best.

WHAT PRIORITY AREAS ARE
CURRENTLY BEING TACKLED BY
THE FORUM?

Workforce is top of the list! Over the last
number of years, the Pharmacy Forum NI, in
partnership with the Department of Health,
has delivered a robust and far-reaching
campaign looking to raise the profile of
pharmacy among prospective students and
showcase NI as a great place to live and work
as a pharmacist or pharmacy technician.
We’re hoping to continue this partnership
which will allow us to continue our
programme, reaching out to post-primary
schools in NI and healthcare professionals
across Great Britain and the Republic of
Ireland. We know that we currently don’t
have enough pharmacists to fill current
vacancies; we hope our campaign to raise the
profile of the profession will help in bringing
through new talent.

WHAT CHALLENGES LIE AHEAD
FOR THE PROFESSION’S POSTPANDEMIC RECOVERY?

The health service is changing at pace,
our profession is changing at pace with it.
Healthcare delivery will not go back to the
way it was delivered pre-pandemic and the
learning will carry forward into new models
of service delivery. The four CPOs from the
UK nations have announced a commission
to look at pharmacy professional leadership
in the future. The forum are part of this
commission and we look forward to shaping
a professional leadership model that fits the
needs of the profession for years to come.

In NI we believe more can be done to
utilise the skills of our pharmacists. We
will be championing innovation which will
allow patients to avail of a broader range of
services. We are changing how we train and
develop our undergraduate pharmacists; we
need to plan now so that we can fully utilise
the clinical skills that our current cohort of
undergraduates will bring to the workplace.
It would be remiss of me not to
acknowledge that while most of us are
gradually recovering from the worst waves
of the COVID-19 pandemic some of our
colleagues are suffering burnout, fatigue
and trauma compounded by the current
workforce shortages. The forum run the
Pharmacist Advice and Support Service
which provides a range of services to help.

HOW IS THE FORUM HELPING
TO PROMOTE A CULTURE OF
DIVERSITY AND INCLUSION WITHIN
THE PROFESSION?

Last year, we created an Equality, Diversity
and Inclusion (EDI) Working Group. The
group’s activity included a live webinar
series throughout the year and creation of a
resources hub on our website. The three-part
series addressed some of the most prevalent
challenges relating to EDI that people are
facing today. We discussed race and racism,
gender discrimination, as well as disability
and mental health. The series certainly raised
awareness, delivered training and stimulated
a lot of discussion which hopefully translated
into great workplace initiatives to improve
workplace inclusion. The forum has now
adopted an EDI Strategy.

HOW CAN MEMBERS OF THE
SECTOR PLAY A PART IN RAISING
THE APPEAL OF PHARMACY?

We have a team of over 30 pharmacy
champions, who have agreed to be
ambassadors for the profession and are
involved in production of videos, live student
events, social media and press activity.
Prospective candidates and students can also
reach out online at the Pharmacy Futures NI
website to find out more about the different
career pathways within the pharmacy team.
But everyone can be a pharmacy champion
– we have a great opportunity to share our
passion with everyone!
NIHR
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For adult patients with type 2 diabetes and CV disease

JARDIANCE 10mg
LICENSED FOR USE
down to an eGFR of
30 mL/min/1.73m2 1

JARDIANCE is indicated for the
treatment of adults with insufficiently
controlled Type 2 diabetes mellitus as an
adjunct to diet and exercise:
- as monotherapy when metformin is
considered inappropriate due
to intolerance
- in addition to other medicinal products
for the treatment of diabetes.

Reference: 1. JARDIANCE Summary of Product Characteristics
Prescribing Information (Northern Ireland) JARDIANCE® (empagliflozin)
Film-coated tablets containing 10 mg or 25 mg empagliflozin. Indication: Type
2 diabetes mellitus: Jardiance is indicated for the treatment of adults with
insufficiently controlled Type 2 diabetes mellitus as an adjunct to diet and
exercise: as monotherapy when metformin is considered inappropriate due to
intolerance; in addition to other medicinal products for the treatment of
diabetes. For study results with respect to combinations, effects on glycaemic
control and cardiovascular events, and the populations studied, refer to the
Summary of Product Characteristics. Heart failure: Jardiance is indicated in
adults for the treatment of symptomatic chronic heart failure. Dose and
Administration: Type 2 diabetes mellitus: The recommended starting dose is
10 mg once daily. In patients tolerating empagliflozin 10 mg once daily who
have eGFR ≥60 ml/min/1.73 m2 and need tighter glycaemic control, the dose
can be increased to 25 mg once daily. The maximum daily dose is 25 mg. Renal
impairment: The glycaemic efficacy of empagliflozin is dependent on renal
function; efficacy is reduced in patients with moderate renal impairment and
likely absent in patients with severe renal impairment. If empagliflozin is used
for cardiovascular risk reduction as add on to standard of care, a dose of 10
mg empagliflozin once daily should be used in patients with an eGFR between
30 and 60 ml/min/1.73 m2. If further glycaemic control is needed, the addition
of other anti-hyperglycaemic agents should be considered. Dose adjustment
recommendations according to eGFR or CrCL: In patients with type 2 diabetes
mellitus and an eGFR 45 to <60 ml/min/1.73 m2 or CrCL 45 to <60 ml/min; do
not initiate, but in patients already taking empagliflozin continue with 10 mg
empagliflozin. In patients with type 2 diabetes mellitus with an eGFR below 45
ml/min/1.73 m2 or CrCL below 45 ml/min empagliflozin is not recommended.
In patients with type 2 diabetes mellitus and established cardiovascular disease
with an eGFR 30 to <60 ml/min/1.73 m2 or CrCL 30 to <60 ml/min; initiate or
continue with 10 mg empagliflozin. Empagliflozin is not recommended in
patients with an eGFR <30 ml/min/1.73 m2 or CrCL <30 ml/min. Heart failure:
The recommended dose is 10 mg empagliflozin once daily. Renal impairment:
For treatment of heart failure in patients with or without Type 2 diabetes
mellitus, empagliflozin 10 mg may be initiated or continued down to an eGFR
of 20 ml/min/1.73 m2 or CrCl of 20 ml/min. For patients with an eGFR <20 ml/
min/1.73 m2 or CrCl <20 ml/min empagliflozin is not recommended. All
indications: When used with sulphonylurea or insulin, a lower dose of these
may be considered to reduce the risk of hypoglycaemia. If a dose is missed, it
should be taken as soon as the patient remembers; however, a double dose
should not be taken on the same day. Renal impairment: Empagliflozin should
not be used in patients with end stage renal disease (ESRD) or on dialysis.
Monitoring of renal function: Assessment of renal function is recommended
prior to initiation and at least annually; prior to initiation of any concomitant
medicinal product that may have a negative impact on renal function. Hepatic
impairment: No dose adjustment is required for patients with hepatic
impairment. Not recommended in severe hepatic impairment. Elderly patients:
No dose adjustment is recommended based on age. In patients 75 years and
older, an increased risk for volume depletion should be taken into account.
Paediatric population: No data are available. Method of administration: The
tablets can be taken with or without food, swallowed whole with water.
Contraindications: Hypersensitivity to the active substance or to any of the
excipients. Warnings and Precautions: Ketoacidosis: Rare cases of
ketoacidosis, including life-threatening and fatal cases, have been reported in
patients with diabetes mellitus treated with SGLT2 inhibitors, including
empagliflozin. The risk of ketoacidosis must be considered in the event of

non-specific symptoms such as nausea, vomiting, anorexia, abdominal pain,
excessive thirst, difficulty breathing, confusion, unusual fatigue or sleepiness.
Assess patients for ketoacidosis immediately, regardless of blood glucose level.
In patients where ketoacidosis is suspected or diagnosed, treatment with
empagliflozin should be discontinued immediately. Treatment should be
interrupted in patients who are hospitalised for major surgical procedures or
acute serious medical illnesses. Monitoring of ketones is recommended in these
patients. Measurement of blood ketone levels is preferred to urine. Treatment
with empagliflozin may be restarted when the ketone values are normal and
the patient’s condition has stabilised. Before initiating empagliflozin, factors in
the patient history that may predispose to ketoacidosis should be considered.
Use with caution in patients who may be at higher risk of ketoacidosis.
Restarting SGLT2 inhibitor treatment in patients with previous ketoacidosis
while on SGLT-2 inhibitor treatment is not recommended, unless another clear
precipitating factor is identified and resolved. Jardiance should not be used in
patients with Type 1 diabetes. Renal impairment: See under ‘renal impairment’
of Dose and administration section. Monitoring of renal function: See under
‘monitoring of renal function’ of Dose and administration section. Risk for
volume depletion: Osmotic diuresis accompanying glucosuria may lead to a
modest decrease in blood pressure. Therefore, caution should be exercised in
patients with known cardiovascular disease, patients on anti-hypertensive
therapy with a history of hypotension or patients aged 75 years and older. In
case of conditions that may lead to fluid loss (e.g. gastrointestinal illness),
careful monitoring of volume status and electrolytes is recommended.
Temporary interruption of treatment with empagliflozin should be considered
until the fluid loss is corrected. Elderly: See under Dose and Administration;
special attention should be given to volume intake of elderly patients in case
of co-administered medicinal products which may lead to volume depletion
(e.g. diuretics, ACE-inhibitors). Complicated urinary tract infections: Temporary
interruption of empagliflozin should be considered in patients with complicated
urinary tract infections. Necrotising fasciitis: Cases of necrotising fasciitis of
the perineum (Fournier’s gangrene), have been reported in patients with
diabetes mellitus taking SGLT2 inhibitors. This is a rare but serious and
potentially life-threatening event that requires urgent surgical intervention and
antibiotic treatment. Patients should be advised to seek medical attention if
they experience a combination of symptoms of pain, tenderness, erythema, or
swelling in the genital or perineal area, with fever or malaise. Be aware that
either uro-genital infection or perineal abscess may precede necrotising
fasciitis. If Fournier’s gangrene is suspected, Jardiance should be discontinued
and prompt treatment should be instituted. Lower limb amputation: An increase
in cases of lower limb amputation (primarily of the toe) has been observed in
long-term clinical studies with another SGLT2 inhibitor, counsel patients on
routine preventative footcare. Hepatic injury: Cases of hepatic injury have been
reported with empagliflozin in clinical trials. A causal relationship between
empagliflozin and hepatic injury has not been established. Elevated haematocrit:
Haematocrit increase was observed with empagliflozin treatment. Chronic
kidney disease: There is experience with empagliflozin for the treatment of
diabetes in patients with chronic kidney disease (eGFR ≥30 mL/min/1.73 m2)
both with and without albuminuria. Patients with albuminuria may benefit more
from treatment with empagliflozin. Infiltrative disease or Takotsubo
cardiomyopathy: Patients with infiltrative disease or Takotsubo cardiomyopathy
have not been specifically studied. Therefore, efficacy in these patients has not
been established. Urine laboratory assessments: Due to its mechanism of
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action, patients taking Jardiance will test positive for glucose in their urine.
Lactose: The tablets contain lactose. Patients with rare hereditary problems of
galactose intolerance, total lactase deficiency, or glucose-galactose
malabsorption should not take this medicinal product. Sodium: Each tablet
contains less than 1 mmol sodium (23 mg), essentially ‘sodium free’.
Interactions: Use with diuretics may increase the risk of dehydration and
hypotension. Insulin and insulin secretagogues may increase the risk of
hypoglycaemia therefore, a lower dose of insulin or an insulin secretagogue
may be required. Empagliflozin may increase renal lithium excretion and the
blood lithium levels may be decreased. Serum concentration of lithium should
be monitored more frequently after empagliflozin initiation and dose changes.
The effect of UGT induction (e.g. induction by rifampicin or phenytoin) on
empagliflozin has not been studied. Co-treatment with known inducers of UGT
enzymes is not recommended due to a potential risk of decreased efficacy. If
an inducer of these UGT enzymes must be co-administered, monitoring of
glycaemic control to assess response to Jardiance is appropriate. Interaction
studies suggest that the pharmacokinetics of empagliflozin were not influenced
by coadministration with metformin, glimepiride, pioglitazone, sitagliptin,
linagliptin, warfarin, verapamil, ramipril, simvastatin, torasemide and
hydrochlorothiazide. Interaction studies conducted in healthy volunteers suggest
that empagliflozin had no clinically relevant effect on the pharmacokinetics of
metformin, glimepiride, pioglitazone, sitagliptin, linagliptin, simvastatin, warfarin,
ramipril, digoxin, diuretics and oral contraceptives. Fertility, pregnancy and
lactation: There are no data from the use of empagliflozin in pregnant women.
As a precautionary measure, it is preferable to avoid the use of Jardiance during
pregnancy. No data in humans are available on excretion of empagliflozin into
milk. Jardiance should not be used during breast-feeding. No studies on the
effect on human fertility have been conducted for Jardiance. Undesirable
effects: Frequencies are defined as very common (≥1/10), common (≥1/100
to <1/10), uncommon (≥1/1,000 to <1/100), rare (≥1/10,000 to <1/1,000),
very rare (<1/10,000). Very common: hypoglycaemia (when used with
sulphonylurea or insulin), volume depletion. Common: vaginal moniliasis,
vulvovaginitis, balanitis and other genital infections, urinary tract infection
(including pyelonephritis and urosepsis), thirst, constipation, pruritus
(generalised), rash, increased urination, serum lipids increased. Uncommon:
diabetic ketoacidosis, urticaria, angioedema, dysuria, blood creatinine
increased/glomerular filtration rate decreased, haematocrit increased. Rare:
necrotising fasciitis of the perineum (Fournier’s gangrene). Very rare:
tubulointerstitial nephritis. Prescribers should consult the Summary of Product
Characteristics for further information on side effects. Pack sizes and NHS
price: 10 mg; 28 tablets £36.59, 25 mg: 28 tablets £36.59. Legal category:
POM. MA numbers: 10 mg/28 tablets EU/1/14/930/013; 25 mg/28 tablets
EU/1/14/930/004. Marketing Authorisation Holder: Boehringer Ingelheim
International GmbH, 55216 Ingelheim am Rhein, Germany. Prescribers should
consult the Summary of Product Characteristics for full prescribing information.
Prepared in June 2022.

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 Boehringer
Ingelheim Drug Safety on 0800 328 1627 (freephone).
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HEADACHE
A HEADS UP

changes with patients, while other specialities
are better qualified in doing this.

From initial onset, to the escalation of pain and under-the-surface
mental health hindrance, the effects of headache disorders on
patients can be far-reaching. However, a new service in Belfast Health
& Social Care Trust has been striking inspiration into treatment and
championing the benefits garnered from a collaborative, holistic
approach. Thomas Peukert, a Consultant Neurologist with special
interest in acute neurology and headache, enlightens NIHR further.

WHAT STRATEGIES ARE
CONDUCTED FOR THE
MANAGEMENT OF MIGRAINES?

WHAT IS THE INDIVIDUAL AND
SOCIETAL IMPACT OF HEADACHES?
There are over 300 different headache
disorders. Every headache disorder has
a different impact (example: migraine vs
cluster headache vs idiopathic intracranial
hypertension (IIH)). Headache is the ‘second
leading cause of years lived with disability
worldwide’. (Global Burden of Disease Study,
2019) 30 per cent of all neurology referrals
are headache.
Approximately 50 per cent of patients
who attend the accident and emergency
department with a neurological condition
present with headache.
Chronic headache (headache on 15 or
more days per month) affects 1.7-to-four
per cent of the world’s population (up to
300,000,000 people). (WHO, 2022)
It’s estimated that the NHS spends
around £250 million on care for headache
sufferers. (NHS England, 2020)
Approximately £4.4 billion a year is lost
to three million migraine-related sick days.
(NHS England, 2020), and approximately
one-in-seven patients in the UK have a
migraine, equating to 250,000 people in
Northern Ireland.

CAN YOU GIVE US AN INSIGHT INTO
THE MULTIDISCIPLINARY SERVICE
– FROM ORIGIN TO CONTINUED
PROGRESS?

The headache service in Belfast is relatively
new. In 2015 we started the headache clinic
with a single consultant who has one clinic /
week. Gradually this increased and we have
now also two nurses, two physiotherapists
and one psychologist in the service.
I, as the consultant, have one headache
clinic / week where all members of the
headache team are present. In this clinic
we see complex headache patients (usually
patients referred by other neurologists). We
have a holistic multidisciplinary approach
and can decide directly if the patients
would benefit from medical treatment,
psychological support, physiotherapy,
education or telephone support. Everyone in
the headache team has a special sub-interest:
• First nurse: special interest in IIH (a
headache condition that mostly affects
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young overweight female patients that are
at risk of eyesight issues when not treated
appropriate). The nurse will work closely
with the ophthalmology team. The plan
would be that the nurse can perform OCTs
and visual fields for urgent patients as well as
a joint clinic with neuro opthalmology
• Second nurse: this nurse will facilitate an
urgent review of patients who require more
complex interventions for this very disabling
condition. This includes provision of nerve
blocks as well as timely assessments e.g.
ECGs or oxygen assessments
• First physio: special interest in vestibular
migraine. This physio will work closely with
the ENT department to see patients that have
vertigo and migraine
• Second physio: special interest in patient
and staff education. This includes coordinating education programmes for
patients and teaching a variety of staff from
physiotherapists to GPs on the assessment
and management of headaches
• Psychologist: will deal with triggers that
might cause headache (stress etc.), will help
IIH with weight management, and will help
patients that have developed a medication
overuse headache
Currently our nurse and physiotherapy
staff have their own Botox clinic once
per week for chronic migraine. There is a
once-a-week multidisciplinary meeting
where patients will be discussed and service
improvement discussed.
Our physiotherapists offer a range of
physiotherapy interventions for headache
including manual therapy, exercise,
acupuncture, vestibular rehabilitation
and lifestyle advice. Nursing staff cover a
telephone helpline co-ordinating any urgent
interventions for our patients notably the IIH
and cluster populations.

WHAT ARE THE OBJECTIVES OF A
MULTIDISCIPLINARY PROGRAMME
FOR MIGRAINES? WHY DOES THIS
COLLABORATIVE APPROACH PROVE
SO EFFECTIVE?
While doctors are very much drugsorientated, multidisciplinary teams have a
much more holistic approach. Doctors quite
often don’t have the time to discuss lifestyle

Lifestyle, psychology, migraine preventers,
including Botox and monoclonal antibodies,
and nerve blocks. In our service we believe
very much that lifestyle changes (managing
a healthy weight, stress management, diet
advice, good sleep hygiene, exercise etc.)
are often more important than medical
treatment.

WHAT NOTABLE IMPROVEMENTS
HAVE YOU WITNESSED SINCE THE
TEAM’S FORMATION?

It has taken some time to fund, recruit and
train our team. Headache is a niche area
which requires lots of on-the-job training.
The COVID pandemic has impacted on our
service progression but we are hopeful it will
continue to improve from here. We are much
better at providing a range of services now
instead of the traditional medical options.

WHY IS PATIENT EDUCATION IN
THIS AREA KEY AND HOW CAN
HEALTHCARE PROFESSIONALS
HARNESS IT FURTHER?

Patient education is extremely important
and we have one physio who is a specialist in
this. We have developed a number of patients
information leaflets as well as a virtual
education programme on headache
management. The team as a whole is
committed to both patient and other
professional education.

WHAT ARE THE TEAM’S HOPES FOR
THE FUTURE – BOTH IN THE SHORT
AND LONG-TERM?
In the short-term we hope to get more
patients involved in our service and really
design a service that suits their needs and
is sustainable. We would also be keen to
recruit a second headache consultant. A
dietician would be greatly beneficial to
our IIH population. In the longer-term we
would like to reduce the burden of headache
by arming GPs to confidently manage the
more straightforward headache. This could
influence our referral rates and facilitate
us to focus on the more complex patients /
interventions.
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Maintain a life in motion with only
4 injection days per year *1
• Flexible quarterly and monthly dosing1
• Rapid† and long-acting‡ efﬁcacy1,2
• Safety proﬁle comparable to placebo3,4
To ﬁnd out more, get in touch with an AJOVY® representative. A life in motion begins with less migraine.TM
AJOVY® is indicated for prophylaxis of migraine in adults who have at least 4 migraine days per month1
*Based on the quarterly dosing regimen1 †In Phase III pivotal studies, fewer migraine days were seen with AJOVY® vs placebo as early as Week 1 (p<0.0001)1
‡Long-acting deﬁned as efﬁcacy over 12 months and is based on data for patients treated with AJOVY® in the HALO extension study (n=1,890)2

Please refer to the Summary of Product Characteristics
(SmPC) for full details of Prescribing Information
Ajovy® (fremanezumab) 225mg Solution for Injection
in Pre-ﬁlled Syringe and Ajovy® (fremanezumab) 225mg
Solution for Injection in Pre-ﬁlled Pen Abbreviated
Prescribing Information.
Presentation: Fremanezumab 225mg solution for injection
in pre-ﬁlled syringe. Fremanezumab 225mg solution for
injection in pre-ﬁlled pen. Indications: For prophylaxis of
migraine in adults who have at least 4 migraine days per
month. Dosage and administration: The treatment should
be initiated by a physician experienced in the diagnosis and
treatment of migraine. Ajovy is for subcutaneous injection
only and can be injected into areas of the abdomen, thigh,
or upper arm that are not tender, bruised, red, or indurated.
For multiple injections, injection sites should be alternated.
Patients may self-inject if instructed in subcutaneous
self-injection technique by a healthcare professional.
Adults: Two dosing options are available: Monthly dosing:
225mg once monthly. Quarterly dosing: 675mg every three
months. When switching dosing regimens, the ﬁrst dose
of the new regimen should be administered on the next
scheduled dosing date of the prior regimen. The treatment
beneﬁt should be assessed within 3 months after initiation
of treatment. Evaluation of the need to continue treatment
is recommended regularly thereafter. Missed dose: The
indicated dose should resume as soon as possible, a
double dose must not be administered to make up for

a missed dose. Children: No data are available. Elderly:
Limited data available. Based on the results of population
pharmacokinetic analysis, no dose adjustment is required.
Renal impairment: No dose adjustment is required. No
data in severe renal impairment. Hepatic impairment:
No dose adjustment is required. Contraindications:
Hypersensitivity to the active substance or to any of the
excipients. Precautions and warnings: In order to improve
the traceability of biological medicinal products, the
name and the batch number of the administered product
should be clearly recorded. Anaphylactic reactions
have been reported rarely with fremanezumab. Most
reactions have occurred within 24 hours of administration,
although some reactions have been delayed. Patients
should be warned about the symptoms associated with
hypersensitivity reactions. If a serious hypersensitivity
reaction occurs, initiate appropriate therapy and do not
continue treatment with fremanezumab. No safety data
are available in patients with certain major cardiovascular
diseases. Interactions: No formal clinical drug interaction
studies have been performed. Pregnancy and lactation:
It is preferable to avoid the use of Ajovy during pregnancy
as a precautionary measure. A risk to the breast-fed child
cannot be excluded. A decision must be made whether
to continue Ajovy therapy while breast-feeding. Effects
on ability to drive and use machines: No inﬂuence on
the ability to drive and use machines. Adverse reactions:
Anaphylactic reaction, hypersensitivity reactions such
as rash, pruritus, urticaria and swelling. Very Common:

Injection site pain, injection site induration and injection
site erythema. Common: Injection site pruritus. Consult the
Summary of Product Characteristics in relation to other
side effects. Overdose: It is recommended that the patient
be monitored for any signs or symptoms of adverse
effects and given appropriate symptomatic treatment
if necessary. Price: 1 single pre-ﬁlled syringe of Ajovy:
£450.00. 1 single pre-ﬁlled pen of Ajovy: £450.00. 1 triple
pack pre-ﬁlled pens of Ajovy: £1350.00. Legal category:
POM. Marketing Authorisation Number: EU/1/19/1358/001,
EU/1/19/1358/003, PLGB 00289/2461, PLGB 00289/2504.
Marketing Authorisation Holder/Business Responsible
for Sale or Supply: Teva UK Limited, Ridings Point, Whistler
Drive, Castleford, WF10 5HX. Job Code: MED-GB-00093.
Date of Preparation: February 2022.
Adverse events should be reported. Reporting
forms
and
information
can
be
found
at
www.mhra.gov.uk/yellowcard. Adverse events should
also be reported to Teva UK Limited on 0207 540 7117 or
medinfo@tevauk.com
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COMMUNITY PHARMACY NI

SHIFTING UP A GEAR

contractors and the need for an appropriate
level of sustained central investment to
underpin services.

In this edition of NIHR, Gerard Greene,
Chief Executive, Community Pharmacy NI,
discusses community pharmacy moving into
front and central roles within the new health
service structures.

Gerard Greene
The last few years have been like no other
and this has been especially true for our
health service. The dedication of our health
workers has been tremendous, with the
community pharmacy network playing an
intrinsic role throughout this time.
COVID-19 brought into sharp focus
the tremendous agility of the community
pharmacy network. Alongside safely
dispensing over one million medicines
every week across Northern Ireland, our
teams rapidly and professionally delivered
new pandemic services to benefit both the
public and the health service. The numbers
speak for themselves. Since 30th March
2021, more than 365,000 COVID-19
vaccinations have been administered by our
local community pharmacy teams, including
a spring booster programme to over-75year-olds and care home residents. This was
the first time community pharmacy had
provided vaccinations in this setting and the
service has been a resounding success, with
community pharmacists vaccinating 83 per
cent of care home residents.
During the pandemic, particularly those
early dark days of uncertainty and fear,
we saw a momentous change in patient
need. With the accessibility of community
pharmacy, patients presented every day at
their local pharmacies safe in the knowledge
that they could see a health professional,
close to home and without an appointment.
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Furthermore, on average 10,000 items were
and continue to be supplied each month
via the Community Pharmacy Emergency
Supply Service. This is a vital service to
ensure continuity of essential medicine
supply to patients where, for example,
reduced patient access to GP surgeries
or, situations where the prescription did
not contain all the medicines required by
the patient would have resulted in noncompliance issues for patients.
As we move forward and as patient need
continues to evolve, pharmacy teams across
Northern Ireland are seeing an increasing
number of people turning to them for help
with more serious conditions and symptoms,
that prior to the pandemic would have been
seen in other parts of the health service.
We can’t ignore the shift that has occurred,
resulting in an increased demand for a more
community-facing model of healthcare.
Over the next five-year mandate, significant
decisions will need to be taken regarding the
future model of our health service and its
sustainability. Within this, the community
pharmacy network has a pivotal role to
play, offering a solutions-based approach to
primary care which can help to transform
the health service by providing accessible
and cost-effective services. However, for this
to happen, community pharmacy needs to be
fully integrated into the transformation and
re-building agenda.
This is echoed in a report conducted
in 2021 by leading global management
consultant firm, KPMG, that examined the
value community pharmacy delivers both
in terms of direct and indirect contributions
to the health and social care system and
to the wider Northern Ireland economy.
The evidence contained in the report’s
conclusions called for action within the
rebuilding programme to maximise the role
of community pharmacy and ensure the
sector’s full integration within new health
service structures. The report underscores
the multi-faceted, often intangible benefits,
community pharmacy brings to patients,
the health service, local communities, and
our wider society. It also brings clarity to the
rising cost-base for community pharmacy

It’s important to learn from the
experiences of the last few years to futureproof our health service and ensure it runs
effectively and sustainably. Fresh thinking
is required that will include moving
community pharmacy into front and central
roles within new health service structures.
The Community Pharmacy Commissioning
Plan sees patient-centric, local services
being developed and delivered close to
home. One example of this is the Pharmacy
First Urinary-Tract Infection Pilot that
was launched last year in 62 community
pharmacies across Northern Ireland.
Currently 38 independent prescribing
and non-prescribing pharmacists have
provided more than 2,100 consultations
to date. Preliminary feedback regarding
patient experience has been overwhelmingly
positive, with 94 per cent of patients
responding that they would use the service
again and recommend it to others. Building
on this initial positive feedback the pilot
has been extended while wider rollout is
planned.
The KPMG report makes it clear that
for society to continue to benefit from the
rewards of community pharmacy, a sustained
investment and a long-term plan is required
to stabilise the sector. Pre-pandemic times
saw community pharmacy grappling with a
legacy of persistent funding and workforce
difficulties. Community pharmacists have
the clinical skills and professional experience
to improve health outcomes for patients and
support the wider healthcare system.
Community Pharmacy NI will continue
to seek out solutions to move towards a more
community-facing model of healthcare,
which will protect patient care and provide
a responsive, robust, and resilient healthcare
system for the years ahead.
NIHR

PROTEIN POWER AT YOUR FINGERTIPS
TO GET YOUR PATIENTS ON THEIR FEET AGAIN

Meeting protein requirements with tube feeds can often be challenging in patients with high
protein needs.1 NEW Nutrison Protein Shot is a modular protein top-up in a ready-to-use pot
that gives you the flexibility to tailor your patients’ tube feeding regimens.
To power their recovery, open up a Nutrison Protein Shot.

1. Taylor S, et al. Clin Nutr ESPEN. 2016;11:e55–e62.
Please visit www.nutricia.co.uk for more information.
Accurate at time of publication: February 2022
This information is intended for healthcare professionals only.
Nutrison Protein Shot is a Food for Special Medical Purposes for the dietary
management of disease related malnutrition in patients with increased
protein requirements and must be used under medical supervision.
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Healthcare
Conference
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COLLABORATIVE
WORKING POST-COVID-19
Prompting both poignant reflections and forward thinking, the
2022 Northern Ireland Healthcare Conference recently provided a
platform for key discussions about the sector’s pandemic-recovery
journey. NIHR rounds up some of the standout moments – and how
the lessons learned during COVID pressures, as well as joined-up
working, can be the biggest stepping stones of all.

From mental depletion, to dwindling team
morale and overwhelmed services, the
pandemic’s legacy continues to firmly embed
itself in Northern Ireland’s healthcare sector.
In the face of these difficulties, healthcare
professionals have charged on – shouldering
COVID-related uncertainty with strength
and resilience throughout every patient
consultation, every mandated meeting, every
early morning appointment, and every hour
that ticked by overtime.
As we now look towards a more
optimistic future, rebuilding the region’s
health system must be a priority – but what
does this look like? And how can we lay the
lessons gauged during the last couple of years
as a foundation for doing so?
The 2022 Northern Ireland Healthcare
Conference recently set out to find out,
inviting delegates to listen to the voices and
views of some of the region’s most reputable
representatives from different healthcare
backgrounds and disciplines at the ICC
Belfast, and share their own insights too.

system, Marie-Louise insisted – ‘When I
think of health and social care, I like to think
of it as a person. It may be frayed, having
seen better days, and at the end of its tether,
but it has plenty of fans who believe it can
find a way forward. There’s plenty of life in
the old girl yet.’
In order to find this way forward, though,
service improvements must be empowered,
equipped, and informed by those who know
it best.

SPEAKER ONE: RITA DEVLIN,
DIRECTOR, ROYAL COLLEGE OF NURSING
NORTHERN IRELAND

AND SO IT BEGINS

Host and BBC Northern Ireland Health
Correspondent Marie-Louise Connolly
opened up the conference by reflecting on
what a traumatic time the last couple of years
have been for health services.
‘Practically overnight all of our lives
changed; the impact on health and social care
has been colossal. This is having a doublewhammy effect – there is more demand but
reduced capacity – the backlog and waiting
lists continue to grow.’
But despite the pitfalls which have lined
its path, we must not give up on our health
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‘Without nurses there will be no
transformation,’ Rita stated simply. As a
result, and in order to retain their services,
the profession’s value must be amplified
and the mindsets of those on the frontline
understood. ‘Nursing is an asset, not a cost.’
This transformative thinking is urgently

needed as the total number of registered
nurses leaving the profession was 23 per
cent higher in 2020 than in 2013, while
20 per cent of nurses and midwives cited
their reason for leaving the profession was
disillusionment with the quality of care they
were able to provide to patients.
Rita also emphasised the magnitude
of nursing’s contribution to patient care
throughout the pandemic and the vital
improvements propelled forward, such as
opening a Nightingale Hospital practically
overnight. Nevertheless, the ripple effects
of this time must not be underestimated,
especially the disruption redeployment posed
to camaraderie in nursing, resulting in many
being positioned in an unfamiliar setting
with limited guidance. Nurses were lonely
and lost confidence – we must think long
and hard about disrupting well-functioning
teams from now on, Rita noted.
Another issue which must be assigned
more weight is the delivery of these
workforce updates. Numerous nurses
found out about redeployment and issues
affecting them from the media instead of the
management.
‘Decision-making needs to flow from the
bedside to the boardroom,’ Rita stressed.
Significantly, too, hope must be
highlighted for nurses.
‘There is a lot of burnout and the
narrative around the system is often negative
so it’s important that we spread hope. Some
of our staff can barely think about getting
through the day, nevermind the future. We
need hope.’

NIHR
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SPEAKER TWO: DR JIM LIVINGSTONE,
PRESIDENT OF THE PHARMACEUTICAL
SOCIETY NORTHERN IRELAND

Dr Livingstone kicked off his presentation
by providing a peek into the society’s
background, aware that many people aren’t
actually familiar with their regulators. He
shared that the Pharmaceutical Society
Northern Ireland was formed in 1925,
designed to self-regulate and represent
pharmacists, and in October 2012, new
legislation came into effect in Northern
Ireland to establish independent regulation.
Its council now has seven lay and seven
registrant members appointed by the
Minister but accountable to the Northern
Ireland Assembly.
Touching on the intrinsic nature of the
society’s duties, Dr Livingstone explained,
‘The health service is run by human beings
– this is often forgotten in the media – as
NIHR

human beings, they can make mistakes for a
number of reasons.’
Although regulation is a collaborative
process, he explained that there are
still strides to be taken in terms of
communicating and spreading awareness
with the public regarding the society’s duties
in ensuring public protection, providing
public assurance, and fostering professional
integrity.
Turning the delegates’ attention to a postCOVID-19 future, Dr Livingstone noted that
from the outset the vision won’t work if it’s
imposed on us with hierarchal leadership,
rather than collaboration: ‘It requires time
and consideration or else it’s destined for
failure. There must be shared resources – on
which we help eachother out – and clear
roles in which everyone has boundaries, but
find a way forward in working within these
boundaries together.’
Dr Livingstone explained that in order
for successful change to be secured, choices
should be fuelled by reflections and lessons
as, ‘Too often we forget about the past, and
specifically what was successful and what
wasn’t.’

SPEAKER THREE: UNA O’FARRELL,
REGIONAL OFFICIAL FOR NORTHERN
IRELAND, THE PHARMACISTS’ DEFENCE
ASSOCIATION

Una took the audience on a journey back
to the initial days of COVID-19, and
specifically some of the pressures which first
raced through the pharmacy profession.
‘Pharmacists everywhere initially had
no PPE – we sourced and fastened our
own – but then it was only to be used under
certain criteria, with the circumstances everchanging. Then we had the screens which
made us feel distant from our customers.’
Confusion shrouded a lot of the decisions
that they had to make too: ‘With so many

patients shielding, home delivery was on the
rise. But we were left wondering just what
was supposed to be good practice.’
Throughout this, life for pharmacists
went on, but not as they knew it. ‘The impact
of the pandemic can’t be overstated, from
worrying about contracting COVID, to the
loss of life, loved ones, and even traditions.’
But still the profession persevered –
representing a crucial role in the region’s
post-pandemic recovery. Una explained,
‘Community pharmacy’s contribution to the
vaccination programme was unfathomable.
We’ve also learned how to communicate
swiftly and professionally. We’ve benefitted
from healed relationships between the board
and pharmacy owners.’
One issue that shows no signs of abating,
however, is that of the unacceptable levels
of violence directed at pharmacists. Una
detailed that its incidence isn’t new and the
installation of safer boundaries is a necessity.
‘We need to have clear guidelines for
delivering care while keeping ourselves safe.
It’s unacceptable that any of us must practice
under these circumstances.’

SPEAKER FOUR: PETER RICE, CHAIR
OF COMMUNITY PHARMACY NORTHERN
IRELAND

During his time on stage, Peter delved into
how the pandemic served as a reminder
of the value of pharmacy’s accessibility
and unique placement in the heart of the
community.
He said, ‘The role played by our teams
has been crucial. Community pharmacy
has been seen in a new light. It is the first
port-of-call; patients know the pharmacists.
We catch things quickly and help ensure that
time isn’t wasted on other precious parts of
the health service.’
Casting a light on some of the learnings
grasped during the turbulent days of
COVID’s wrath, Peter explained that while
JULY 2022
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the whole health service has proven to be
able to change when it needs to, pharmacy
in particular has demonstrated its dynamic
nature and ability to pivot quickly and find
service solutions when needed. For example,
pharmacists appreciated being able to
demonstrate their clinical skills through the
distribution of the vaccinations.
‘From my experience, vaccination
services were rolled out almost overnight.
We became a leading provider – stepping
outside our pharmacies and helping at
community centres.’
Although pharmacy was driven further
into the spotlight during the pandemic,
Peter emphasised that this should only
be the beginning of the expansion of
pharmacists’ contribution.
‘Let us support you,’ he expressed. ‘We
are incredibly under-utilised. We need to
make use of the fact that we have these
people in the communities with these
skillsets. The infrastructure is in place.’
The unfaltering commitment showcased
by pharmacists must be at the heart of future
decisions too, as the weight of Peter’s words
were felt throughout the room.
‘I hope that the sacrifices made and what
was given up will never be forgotten.’

centres quicker than anyone in order to
separate our services. This played a crucial
role in keeping our practices safe and open
for patients who needed to be seen.’
The importance gleaned from this
continuity of care and its influence on the
patient during their journey through the
health system journey must be seriously
taken on-board.
‘The workforce is tired, fatigued,
disillusioned, and dealing with the cost
of living. We have strategy after strategy
stating that we need to have care closer to
patients’ homes – but we’ve put all the staff in
hospitals. Staff need to be where we want the
patients.’
Finishing on a positive note, Dr Stout
stressed, ‘We can solve this. The plans are
there and we know they are right. What we
need to do is realise these plans and make the
changes happen.’
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SPEAKER SEVEN: ROBIN SWANN,
MINISTER OF HEALTH

SPEAKER SIX: EMER HOPKINS,
DIRECTOR OF HOSPITAL SERVICES AND
INDEPENDENT HEALTHCARE, AUDIT
AND REVIEWS IN THE REGULATION AND
QUALITY IMPROVEMENT AUTHORITY

SPEAKER FIVE: DR ALAN STOUT,
CHAIR OF THE BRITISH MEDICAL
ASSOCIATION’S GP COMMITTEE IN
NORTHERN IRELAND

‘First and foremost I am a GP,’ said Dr Stout,
addressing delegates. ‘As a profession, we
can change and we can adapt very quickly
but we need to be listened to; we need to be
collaborated with; we need development.’
Particularly in relation to the early series
of COVID-centred choices and actions, the
sector’s excellence must be recognised, Dr
Stout said.
‘Uncertainty in general practice is
nothing new, but this was daunting and
much more severe. We set up COVID

improvement. We have to be intervening
early and collaborating with providers.’
As for the road ahead, Emer spoke on
how ‘regulation doesn’t stand still.’ RQIA is
cultivating a path for better, faster sharing of
good practice, as well as involving providers
and others in the design of their assurance
methods, and involving partners and
stakeholders in setting their priorities.
‘We can do our job better if we have
better connected intelligence. Integrating the
services better will enable us as a system to
have better outcomes.’

Emer opened by overviewing the key
components of the Regulation and Quality
Improvement Authority (RQIA) – an
independent body responsible for monitoring
and inspecting the availability and quality of
health and social care services in Northern
Ireland, and encouraging improvements in
the quality of those services.
The onset of COVID forced a myriad
of changes upon the organisation, losing
its board and some valued members of
the leadership team as their expertise
were needed in other areas. A new RQIA
thus emerged with a new chair, new chief
executive, new leadership team and a new
ethos – balancing hard and soft power.
‘Many believe that RQIA’s role is solely
to scrutinise but this must be balanced with
support. A power that’s executed when
needed is not always the best way to drive

‘The past two years have been an extremely
challenging time for those in healthcare.
COVID-19 has left deeps scars on our
health system which will take time to heal,’
the Health Minister poignantly reflected as
he stepped up to the stage to a rapturous
applause, utilising the conference as an
opportunity to express his gratitude to
members of Northern Ireland’s healthcare
teams.
But it can heal, because ‘despite the
overwhelming challenge, I have witnessed
time and time again the innovation of service
providers in which collaboration has been
key.’
This partnership working has not only
been crucial during the pandemic, but will
be key to the process of rebuilding our health
services, the Health Minister went on to
explain. The vaccination programme was
pinpointed as an exceptional demonstration
of teamwork which delivered results, as well
as the rapid Nightingale establishment.
‘Our challenge now is to draw on this
collaborative working to rebuild a system
that was already fractured. To return to prepandemic ways of working isn’t an option
– we must rebuild better – and the expertise
of our healthcare professionals will be at the
heart of it.
‘The times of greatest challenges can
provide our greatest opportunities.’
NIHR
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INFLAMMATORY BOWEL DISEASE

BETTER
TOGETHER

While adjusting to the daily challenges aligned
with a life of Crohn’s Disease / Ulcerative
Colitis, Victoria Marie recognised the need for
enhanced support, education and advocacy
for others affected by the chronic condition
too. Here, the Founder and Director of
GetYourBellyOut details how she has used her
diagnosis for fuel in creating the awarenessraising community – and the power of this
connection.

Victoria Marie

NIHR

My life changed forever, when, at the age of 21, I was diagnosed with a chronic illness
called Ulcerative Colitis.
At first, I was too afraid of the unknown and highly embarrassed to talk about my
symptoms, so I stuck my head in the sand and did nothing about it. A big mistake!
I threw up continuously, suffered numerous fevers, and ran back and forth to the
bathroom, all day and night long. I crumbled from the pain, broke my heart when my
hair started to fall out, struggled with chronic fatigue, and had no appetite although I
was starving inside.
I shoved my head under the duvet, where I spent every day, too weak to move,
thinking the worst. Sleeping on pillows with one wedged between my knees or sitting
on towels in the bath became the norm, as means of trying to find comfort. In the end,
all that was left of me was a six-stone skeletal frame which was way beyond the point of
dehydration and exhaustion by the time I eventually checked myself into the hospital.
My first ever hospital stay also consisted of X-rays, a CT scan, a scope, three days’
worth of being hooked up to IV fluids, nutrients, and a blood transfusion. I was poked
with so many needles that I started to resemble a pin cushion and shed enough tears to
last me a lifetime.
My mother and I would spend our days trying to convince the doctors of how I
didn’t have an eating disorder. I had my mental health evaluated and tried in vain to

JULY 2022
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INFLAMMATORY BOWEL DISEASE
recognised as a Digital Women’s Community of the Year. Though,
most importantly, our biggest achievement overall must be the
impact GetYourBellyOut has made on thousands of lives touched by
Inflammatory Bowel Disease (IBD).
Sadly, the reality is, that every 22 minutes, someone in the UK
receives a diagnosis of IBD, which means, by the end of today another
66 families will be left in turmoil, with little to no support, as they
come to terms with a loved one’s diagnosis. It’s a figure which will
have risen to over 25,000 newly-diagnosed, in the UK alone, by the
end of the year.

AS SEEN ON SCREEN

explain how it wasn’t that I was avoiding food, I simply couldn’t
stomach it, despite the burning hunger pains inside. A torturous,
unending circle of misery, with no-one really listening. I was at my
wits end.
Finally, I was released from the hospital two weeks later... knowing
nothing more of my chronic illness, other than its name!
There I stood, with this life-long, destructive, chronic illness
which had taken away everything I had once known, and in its place,
I was handed a one-page leaflet then sent back out into the world.
Somehow, I was left to figure things out on my own.
Life now consisted of hospital appointments, iron infusions,
anger, debilitating fatigue, anxiety, daily medication, isolation, and
frustration.

SHARING MY STORY

Over time, as my physical health improved, I saw my mental health
deteriorate, as I tried to process the emotional whirlwind of what I
had been through. With no real support or any real understanding of
my illness, I grew angry – angry at having been left to fend for myself.
So, I took to social media to post a photo of my belly and share my
story with the world. The #GetYourBellyOut hashtag was created, and
others were invited to do the same.
Before long, I was inundated with photos of people’s bellies, some
with scars, some with an ostomy and others, like myself, with no
outward signs of this destructive disease. Immediately I had a sense of
belonging – I was no longer alone.
In 2014, GetYourBellyOut was established as a not-for-profit
organisation, devoted to providing support, education, and advocacy
for Inflammatory Bowel Disease.
I’m delighted to say that the standard of our work over the last
eight years has been recognised by some phenomenal names, such
as winning a Pride of Britain Award, being chosen to work with
Facebook on this year’s Communities Accelerator Programme,
getting shortlisted for a Queen’s Award for Voluntary Service and
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As an organisation, our experiences lead us to believe this disease
is massively underreported, is a growing issue, and is more likely,
a ‘hidden pandemic’ that will continue to affect millions of people
worldwide. So, we must act now!
This year, to mark World IBD Day, we shouted louder and
prouder than ever before with a world exclusive premiere of
GetYourBellyOut’s mini documentary at a quaint movie theatre in
London, followed by an action-packed social activity and delicious
community dinner.
As an overwhelmed young adult, with no real IBD support team
in place, making a film to raise awareness and improve people’s
understanding of what life is really like living with IBD would have
been something I could only ever dream of – it felt too far out of
reach – yet was always something I could one day work towards.
Within the documentary, James, Yvonne, and Keith bravely
share their honest, raw, and emotional accounts of how this cruel,
life-long illness has shaped them and their lives. We, too, get to hear
from James’ parents and Yvonne’s partner to gain their perspectives
as to how IBD can affect the whole family, not only the individual
diagnosed.
We’re so incredibly proud of all who featured within this film and
do hope it helps others on their journey to feel less alone. Together,
through collaboration, we’re all making life that little easier for people
affected by IBD.
Our aim is for GetYourBellyOut to one day become the world’s
leading digital and physical destination for people affected by IBD.
Watch GetYourBellyOut’s film via our website –
www.GetYourBellyOut.org.uk/film – and please feel free to share this
with others on social media. Thank you!

NIHR

Enhances Support for
Families Impacted by
Cancer
Following feedback from families Cancer Fund for Children has introduced two new
Cancer Support Specialist roles to better support parents and young people living
with cancer. Meet their Cancer Support Specialists, Lynn Wilson and Esther Cromie.

Cancer impacts on everyone within the family and creates fear, uncertainty,
emotional distress and anxiety. ‘Normal’ family life is disrupted yet parents
carry so much and feel the need to ‘keep going’ with day to day living, as
best they can.
My new role provides the opportunity to enhance and develop the support
we offer to parents and will help them as they support their children.

Lynn Wilson

Parental support will provide: a supportive space for parents to talk to
someone about the impact of cancer, explore strategies that may help and
create opportunities for parents to meet others in a similar situation.

Cancer Support
Specialist Parental Support

I am excited to have this opportunity and to be a part of this process and
I am looking forward to seeing where this journey takes us as we seek to
develop our support for parents.

The focus of my new role as a Cancer Support Specialist involves staying
connected with families who have received the devastating news that their
cancer diagnosis is terminal. This news can cause a range of emotions for
families including anxiety, distress, as well as challenges, tough decisions and
difficult conversations.

Esther Cromie
Cancer Support
Specialist Daisy Lodge

I will support these families as they navigate this new stage in their diagnosis.
My aim is to enable families to have courageous
conversations, to feel better equipped to express
how they feel, and to reduce their anxiety. Families
will also be able to spend quality time together
before the death of a loved one at our therapeutic
short break centre, Daisy Lodge.
I am looking forward to being able to build
relationships with families and hopefully help and
support them through the hardest part of their
journey - saying goodbye to their loved one.

The Right Support, At The Right Time
Cancer Fund for Children provides emotional and social support children and young people
aged 0-24 diagnosed with cancer and their families, and also to young people who are
struggling to cope with their parent’s cancer diagnosis.
To find out more about support available go to cancerfundforchildren.com or call us
028 9080 5599.
@CancerFundChildren

@CancerFundChild

@cancerfundforchildren

Registered with the Charity Commission for
Northern Ireland (NIC100532). Registered
Charity in Ireland (20142681). CHY 21682.
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DIABETES
A HELPING HAND
NIHR presents an insight from a Northern Health & Social
Care Trust DESMOND educator into the structured patient
education available for those living with type 2 diabetes.
Currently over 108,000 people in Northern
Ireland have been diagnosed with
diabetes – of which approximately 90 per
cent are diagnosed with type 2 diabetes.
With this figure ever-increasing, it is so
important these people are given the correct
information to better self-manage their type
2 diabetes.
To deliver increased knowledge,
motivation and support for people newlydiagnosed or for those who have had type
2 diabetes for some time, all healthcare
professionals can easily make good use
of the DESMOND services offered across
the various health & social care trusts.
DESMOND stands for Diabetes Education
and Self-Management for Ongoing and
Newly-Diagnosed and is an award-winning,
evidence-based programme.
DESMOND was established back in
2003 when a group of clinicians (consultant
endocrinologists, psychologists, dietitians,
and diabetes specialist nurses) and people
living with type 2 diabetes from across the
UK came together to begin the development
of a national education programme for
people with type 2 diabetes.
Following a successful pilot and a further
refinement of the curriculum, a large-scale
randomised controlled trial started across
the UK. This trial is still one of the largest
of its kind for diabetes education, recruiting
824 participants from across 17 primary
care trusts. In 2006, the DESMOND newlydiagnosed module was launched, alongside
the foundation module for those with
established type 2 diabetes.
Since then, the DESMOND offering
has gone from strength-to-strength,
developing further tailored modules for
specific patient groups. In 2018, following a
rigorous development process, DESMOND
went digital with the introduction of
MyDESMOND: an online platform for
health education; available across the UK to
all licensed DESMOND providers. Currently
the MyDESMOND platform has almost
30,000 users across the UK and Ireland.
DESMOND has been in the Northern
Health & Social Care Trust since 2015.
The trust has taken a unique approach
to embedding DESMOND into routine
community care, which includes the
employment of experienced staff specifically
in roles as DESMOND educators.
The current choice for type 2 diabetes
education in the Northern Health & Social
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Care Trust is:
• Attending a DESMOND virtual session via
Zoom. This is a six-hour, relaxed, structured
group education course, usually delivered
over one day with breaks. (Two half days /
evenings or a weekend will be considered
also depending on demand) OR;
• Attending a socially-distanced, face-to-face,
six-hour group education session (according
to public health guidelines) to facilitate
those without adequate digital property /
experience AND / OR;
• Instant, free, lifetime access to the
self-directed digital educational tool
called MyDESMOND via a computer /
mobile / tablet, anytime of day or night.
There are many interactive functions on
MyDESMOND including an ‘ask the expert’
function and ways to track blood results and
daily steps
NB: Some choose to use MyDESMOND
only and not attend groups and some choose
to use MyDESMOND as a companion and
refresher after attending groups.

THE TOPICS COVERED BY ALL OF
THE ABOVE OPTIONS ARE:

• Thoughts and feelings of the participants
around type 2 diabetes
• Understanding diabetes and glucose: what
happens in the body
• Understanding the risk factors and
complications associated with diabetes
• Understanding more about monitoring,
medications and insulin
• How to take control – lifestyle choices e.g.
food, smoking cessation, physical activity
• Looking after wellbeing
• Personal goal setting and expectations for
future diabetes care
Other trusts across Northern Ireland
also provide DESMOND services to
people in their own locality – please check
trust websites for details of their current
provision.
Judith Durrant, Northern Health &
Social Care Trust DESMOND Educator,
especially highlighted, ‘In our trust we
welcome self-referrals, as well as healthcare
professional referrals. GPs can continue
to refer via CCG for their records. But we
do advertise within our community, for
example in local pharmacies, libraries and
shops. Some staff may wish to provide our
contact number or email directly to anyone

in their care: whether recently diagnosed
or indeed for someone who has had type 2
diabetes for a long time, but did not receive
adequate information and feels motivated to
learn more. People can attend DESMOND at
any point in their diabetes journey, whether
managed by diet only, or diet alongside
medications and / or insulin.’
The Northern Health & Social Care
Trust programmes delivered are regularly
evaluated. See Figure 1 for positive results;
collated kindly by the DESMOND National
Office, in Leicester.

Figure 1
Barriers to attending SPE continue
to exist despite our best efforts, which is
where Judith Durrant is keen to stress how
colleagues can assist them, ‘Many healthcare
professionals have a unique and special
respect within their community and so are
well-placed to promote and ‘sell’ DESMOND
to people, through the personal rapport
they have with people. To remind them that
the groups are relaxed and friendly. Indeed,
the power of the group is that they do not
feel alone, they feel heard and are able to
ask questions. We find the six hours flies by
with the interaction and variety of topics
discussed. Some people have even come back
a year or so later to a DESMOND group to
give themselves a refresher or because they
felt in a better frame of mind to undertake
behaviour change. We aim to offer a flexible
service to meet all needs. Our passion is
to ensure everyone with type 2 diabetes
across our patch has access to a group or
self-directed digital DESMOND diabetes
education.’
For further information from the
Northern Health & Social Care Trust
DESMOND Team, phone 028 27661478
or email DesmondDiabetesCourse@
northerntrust.hscni.net.
If you would like to observe a DESMOND
programme or would like promotional
materials, please do get in touch.
NIHR
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Healthcare
Awards 2022

Europa Hotel, Belfast
Thursday 28th April 2022

A SHOW OF SUCCESS
From words spilling with sentiment, to shared celebrations,
the heart of the region’s healthcare sector once again
joined under one roof for the 2022 Northern Ireland
Healthcare Awards.
Marking its 23rd year, the annual Northern Ireland Healthcare
Awards represents an integral opportunity for healthcare
professionals from across the diverse disciplines to not only honour
the industrious, innovative projects of their peers, but to reflect on
their own extraordinary work too.
Returning to Belfast’s Europa Hotel, this year’s ceremony –
coinciding with the 2022 Northern Ireland Healthcare Conference
which took place earlier that day – was compered by renowned
journalist Sarah Travers and attracted a guest list of 150-plus
industry giants, spearheading service-providers, and budding
student enthusiasts.
During the evening, the winners were announced in the various
categories, which included Primary Care Pharmacy Initiative, Hospital
Pharmacy Team of the Year, and Advancements in Cardiology
Treatment. And in the ceremony’s closing moments, Health Minister
Robin Swann took to the stage to bestow the 2022 Special
Recognition title upon Patricia Donnelly, Head of the Vaccination
Programme in Northern Ireland, for being a forward-thinking and
stabilising force throughout the pandemic’s unpredictability.
Funds were also raised for this year’s nominated charity, Cancer
Fund for Children.
All the winners and their reactions will be featured over the
following pages. Congratulations again to all involved!
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M A N AG E M E N T O F
EPILEPSY WINNER
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SPONSORED BY UCB PHARMA

‘Thank you very much for this award. Our team continues to work with
families living with epilepsy in order to create a service that may best
meet their needs. We very much appreciate this recognition of our
service as we develop and grow.’
The Paediatric and Neonatal Clinical Psychology Service Team
(Northern Health & Social Care Trust)
‘For more than 30 years, UCB have provided solutions and have
been driven to improve the lives of people living with epilepsy and
we are delighted to continue this commitment to Northern Ireland’s
epilepsy community, and we look forward to working together in the
future. The level of submissions for this award was very high and UCB
Pharma would like to take this opportunity to thank everyone from
across the five trusts who put forward their project to be judged by
the expert panel. UCB would like to congratulate the winner on an
excellent project that shows the benefits of their management of
epilepsy across the Northern Health & Social Care Trust.’
Andrew Moss
UCB Pharma

Management of Epilepsy Award winner, the
Paediatric and Neonatal Clinical Psychology
Service Team (Northern Health & Social Care
Trust), with Andrew Moss, UCB Pharma

PRIMARY C ARE
P H A R M A C Y I N I T I AT I V E
WINNER

Kyron
Media

SPONSORED BY KYRON MEDIA
‘The Northern Ireland Healthcare Awards provided a fantastic opportunity for
the Screen Clinical Team to be part of an evening recognising the achievements
of healthcare professionals. Furthermore, winning our category has greatly
enhanced our company profile and given us the platform to raise awareness
and understanding of the clinical services we deliver. Screen Clinical are
grateful to have been part of such an enjoyable, informative event.’
Conor Steele and the Screen Clinical Pharmacy Team

‘Kyron Media are delighted to present this award to recognise exceptional
professionalism within primary care pharmacy teams across Northern Ireland.
We applaud all four finalists for the initiatives they have implemented while
facing the challenges of increased workloads, rising expectations and cutbacks
– all intensified by the pandemic. Huge congratulations to Conor Steele and
the Screen Clinical Pharmacy Team, whose chronic disease management tool
has benefited patients most in need of clinical intervention and will continue to
make a positive impact.’
Nicola McGarvey
Kyron Media
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Primary Care Pharmacy Initiative Award
winner, Conor Steele and the Screen Clinical
Pharmacy Team, with Nicola McGarvey, Kyron
Media, and Eoghan O’Brien, Community
Pharmacist (Bannside Pharmacy)
NIHR
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I N N O VAT I O N S I N I N F E C T I O N S
M A N AG E M E N T I N S E C O N DA RY
CARE WINNER
S P O N S O R E D BY A . M E N A R I N I FA R M AC E U T I C A
INTERNAZIONALE SRL

‘We are delighted and honoured to accept this award on behalf of
the entire Outpatient COVID-19 Treatment Centre Team. Setting up
and running the team has been a huge team effort across many
disciplines in the trust. Although challenging at times, it has been very
rewarding for all the staff involved to be able to offer high-risk patients
potentially life-saving treatment for COVID-19.’
The Outpatient COVID-19 Treatment Centre Team
(South Eastern Health & Social Care Trust)

‘COVID-19 has shown us the need to nurture innovation in the
prevention of infection. It is an honour to sponsor this award and
sending our congratulations to the Outpatient COVID-19 Treatment
Team at the South Eastern Health & Social Care Trust.’
Chris Ehinger
A. Menarini Farmaceutica Internazionale SRL

Innovations in Infections Management in Secondary
Care Award winner, the Outpatient COVID-19
Treatment Centre Team (South Eastern Health &
Social Care Trust), with Chris Ehinger, A. Menarini
Farmaceutica Internazionale SRL, and Dr Sara
Hedderwick, Consultant in Infectious Diseases
(Southern Health & Social Care Trust)

DEVELOPMENTS IN THE
M A N AG E M E N T O F I B D
WINNER
SPONSORED BY TILLOTTS PHARMA
‘We are totally overwhelmed and delighted to have been chosen
as the winner for this category! The past few years have been very
difficult for everyone, and we are very humbled to have received
recognition for the changes we made to our service during the
pandemic to enable us to continue to monitor, treat and support
our patients who live daily with IBD. It is our patients who live with
this condition day in and day out who deserve recognition for their
resilience, despite experiencing ongoing symptoms of this very
debilitating condition.’
The IBD Nursing Service Team
(South Eastern Health & Social Care Trust)
‘It was an honour to support the 2022 Northern Ireland Healthcare
Awards and acknowledge the exceptional work and dedication
of the teams in Northern Ireland. On behalf of Tillotts Pharma,
congratulations to the winner, the IBD Nursing Service Team (South
Eastern Health & Social Care Trust).’
Sophie Semple and Angela Lambe
Tillotts Pharma
NIHR

Developments in the Management of IBD
Award winner, the IBD Nursing Service Team
(South Eastern Health & Social Care Trust),
with Sophie Semple and Angela Lambe,
Tillotts Pharma, and Dr Andrew Murdock,
Consultant Gastroenterologist (Southern
Health & Social Care Trust)
JULY 2022
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H O S P I TA L P H A R M A C Y
TEAM OF THE YEAR
WINNER
SPONSORED BY ETHYPHARM UK
‘The pharmacy team are delighted to have won this award in
recognition of their efforts caring for patients during challenging
times. The team do an amazing job supporting the delivery of complex
COVID inpatient and outpatient treatments while continuing to deliver
care for all acute inpatients. It’s great acknowledgement of their
contribution and so well-deserved.’
The Mater Hospital Pharmacy Team
(Belfast Health & Social Care Trust)

‘It was a privilege to attend and support the Northern Ireland
Healthcare Awards. At the awards it is always great to recognise
the hard work and commitment of the hospital pharmacy teams
in Northern Ireland and the benefit this delivers to patients.
Congratulations to the Mater Hospital Pharmacy Team (Belfast Health
& Social Care Trust).’
Kevin Waton
Ethypharm UK

Hospital Pharmacy Team of the Year Award
winner, the Mater Hospital Pharmacy Team
(Belfast Health & Social Care Trust), with
Kevin Waton, Ethypharm UK, and Eimear
McCusker, Head of Pharmacy and Medicines
Management (Belfast Health & Social Care
Trust)

P H A R M AC Y S T U D E N T
LEADERSHIP WINNER
S P O N S O R E D BY T H E P H A R M AC I S T S ’
D E F E N C E A S S O C I AT I O N
‘I am really honoured to win this award and it is a great way to finish up my
time at Queen’s University Belfast as an MPharm student. I would like to
thank The Pharmacists’ Defence Association for sponsoring the award and my
lecturers for their support over the last four years. It’s great to see students
being recognised for their achievements and leadership traits and I hope that
we can all influence positive change in the future for our profession.’
David Dinneen
Queen’s University Belfast

‘The Pharmacists’ Defence Association was once again delighted to sponsor
the Pharmacy Student Leadership Award which seeks to showcase the truly
impressive range of activities which students undertake in addition to their
studies to both develop themselves and provide leadership and support
to their fellow students. The winner listed the Amgen Scholarship, work in
community pharmacies in Northern and Southern Ireland, peer training and
support and being the first pharmacy student to sit on the committee of the
Queen’s University Belfast Brain Society among his accomplishments. We wish
David and his three fellow nominees success in the future.’
Alima Batchelor
The Pharmacists’ Defence Association
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Pharmacy Student Leadership Award winner,
David Dinneen, Queen’s University Belfast,
with Alima Batchelor, The Pharmacists’
Defence Association, and Cathy Harrison,
Chief Pharmaceutical Officer
NIHR

WWW.NIHEALTHCARE.COM

M A N AG E M E N T O F
I N F L A M M AT O R Y S K I N
CONDITIONS WINNER
SPONSORED BY UCB PHARMA
‘We have worked hard establishing and expanding our combined
psoriatic disease clinic in recent years and are delighted that these
efforts have been recognised with a Northern Ireland Healthcare
Award.’
Dr Collette McCourt, Dr Donal O’Kane and Dr Adrian Pendleton
(Belfast Health & Social Care Trust)
‘UCB are dedicated to developing treatments which aim to improve
the lives of patients living with immunological conditions and
committed to the dermatology community in Northern Ireland.
We are delighted once again to support the dermatology award
in the Management of Inflammatory Skin Conditions and would
like to express our thanks to all the trusts who submitted a project
this year, the quality of the submissions was outstanding. A huge
congratulations to the 2022 winners, the Belfast Trust team, for
their collaborative project in the management of inflammatory skin
conditions and we recognise their commitment to delivering such
wonderful innovative patient care.’
Tony Thakur
UCB Pharma

Management of Inflammatory Skin Conditions
Award winner, Dr Collette McCourt, Dr Donal
O’Kane and Dr Adrian Pendleton (Belfast
Health & Social Care Trust), with Tony Thakur,
UCB Pharma, Dr Brian Murphy, Consultant
Dermatologist (Belfast Health & Social Care
Trust), and Lorraine Gribben, Nursing Sister
(Belfast Health & Social Care Trust)

ASTHMA / COPD
PROJECT OF THE YEAR

WINNER
S P O N S O R E D B Y T E VA U K
‘The Asthma / COPD Northern Ireland Healthcare Award
recognises the great work our hub has done offering patients a
consultant-led but multi-professional assessment. We’re proud to
have been acknowledged by our patients and fellow colleagues as
having made a difference – and the award recognises the effort
put in, opening on two sites and expanding during the COVID
pandemic. Hopefully this model of care – avoiding hospitalisation
and improving efficiency and patient experience – will be
championed regionally!’
The Ambulatory Respiratory Hub Team
(South Eastern Health & Social Care Trust)
‘This is the fourth year that Teva has sponsored the Northern
Ireland Healthcare Awards and we’re really pleased to support the
Asthma / COPD Project of the Year Award category. We’re always
keen to attend and demonstrate our commitment and interest in
respiratory patients and healthcare professionals in Northern Ireland.’
Colm Magee
Teva UK
NIHR

Asthma / COPD Project of the Year Award
winner, the Ambulatory Respiratory Hub
Team (South Eastern Health & Social Care
Trust), with Colm Magee, Teva UK, and Maura
Corry, Lead GP Pharmacist (North Belfast)

JULY 2022
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DEVELOPMENTS IN
T H E M A N AG E M E N T O F
M U LT I P L E S C L E R O S I S
JOINT WINNERS
S P O N S O R E D B Y N O VA R T I S

‘We are both delighted to have won the Northern Ireland
Healthcare Award for the Developments in the Management of
Multiple Sclerosis in its inaugural year. We are proud to be part
of such an amazing, vital team, and are excited for what lies
ahead in the future.’
Lindsay Kilpatrick and Niamh Turley
(Belfast Health & Social Care Trust)

‘We at Novartis were delighted to sponsor the Developments
in the Management of Multiple Sclerosis Award. It was fantastic
to be there on the night to celebrate the fantastic work being
done across the healthcare system in Northern Ireland and
congratulations once again to all of the winners on the night,
especially Lindsay Kilpatrick, Niamh Turley and the MS Infusion
Service Team in Belfast Health & Social Care Trust.’
Fergus McCormack
Novartis

‘We, the MS team in Belfast, were delighted to receive this
prestigious Northern Ireland Healthcare Award. During the
pandemic, our nursing, administrative, and medical staff
worked tirelessly to not only preserve patient access to highly
effective disease-modifying therapy, but to enhance this
patient experience in a new clinical setting. To have this work
recognised in such fashion means a great deal to each and
every valued member of our dedicated and passionate team.’
The MS Infusion Service Team
(Belfast Health & Social Care Trust)
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Developments in the Management of Multiple
Sclerosis Award joint winner, Lindsay
Kilpatrick and Niamh Turley (Belfast Health &
Social Care Trust), with Fergus McCormack,
Novartis

Developments in the Management of Multiple
Sclerosis Award joint winner, the MS Infusion
Service Team (Belfast Health & Social Care
Trust), with Fergus McCormack, Novartis

NIHR
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C A R D I O L O G Y T R E AT M E N T
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S P O N S O R E D BY A . M E N A R I N I FA R M AC E U T I C A
INTERNAZIONALE SRL

‘The team and I are absolutely delighted and hugely proud to have
received this award celebrating our innovative approach to cardiology
diagnostics. Winning the award has provided much-welcomed and
gratefully-received recognition for the hard work and dedication of
clinical physiologists in the Northern Health & Social Care Trust to
patient care and access to services during very challenging times.’
The Cardiac Holter Service Team
(Northern Health & Social Care Trust)
‘We’re delighted to support this award and therefore the
improvement of patient care across Northern Ireland and the rest
of the UK. Well done to all involved.’
Chris Ehinger
A. Menarini Farmaceutica Internazionale SRL

Advancements in Cardiology Treatment
Award winner, The Cardiac Holter Service
Team (Northern Health & Social Care Trust),
with Chris Ehinger, A. Menarini Farmaceutica
Internazionale SRL

M A N AG E M E N T O F
S U B S TA N C E D E P E N D E N C Y
WINNER
SPONSORED BY ETHYPHARM UK

‘We are delighted to have received the Management of Substance
Dependency Award in recognition of the complex and challenging
work which we undertake with a stigmatised and vulnerable client
group.’
The Drug Outreach Team
(Belfast Health & Social Care Trust)
‘It’s fantastic to see the great work that is done by the Drug Outreach
Team being recognised. They’re an amazing bunch of individuals doing
some amazing work with some of the most vulnerable members of
our community. The award is thoroughly deserved – well done.’
Ken Sutherland
Ethypharm UK

NIHR

Management of Substance Dependency
Award winner, the Drug Outreach Team
(Belfast Health & Social Care Trust), with Ken
Sutherland, Ethypharm UK

JULY 2022
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I N N O VAT I O N I N
R H E U M AT O L O G Y
SERVICE WINNER
SPONSORED BY UCB PHARMA
‘It is a privilege to work on the new ankylosing spondylitis clinic with a very
dedicated multidisciplinary team and it was a great experience to celebrate our
success together at the 2022 Northern Ireland Healthcare Awards.’
The Ankylosing Spondylitis Team
South Eastern Health & Care Trust

‘We at UCB are absolutely delighted to sponsor this award and privileged to
attend the Northern Ireland Healthcare Awards ceremony. We are dedicated
to the rheumatology community in Northern Ireland, ensuring we enhance
our understanding of the real life experiences of patients. These awards do
just that, allow us to recognise the challenges in improving patients’ lives within
this therapy area and the outstanding work of our committed healthcare
professionals in Northern Ireland. We would like to thank all of the teams from
across all trusts for such a high standard of submissions this year and extend
a huge congratulations to the deserving winners, the Ankylosing Spondylitis
Team.’
Nikki Buckley
UCB Pharma

Innovation in Rheumatology Service Award
winner, The Ankylosing Spondylitis Team,
South Eastern Health & Care Trust, with Nikki
Buckley, UCB Pharma, and Jane Whiteman,
Rheumatology Pharmacist (Belfast Health &
Social Care Trust)

S P E C I A L C OV I D
A C H I E V E M E N T AWA R D
WINNER
S P O N S O R E D BY A . M E N A R I N I FA R M AC E U T I C A
INTERNAZIONALE SRL

‘As a team we are honoured to have won a special recogition
award for the provision of our services during the COVID-19
pandemic. The pandemic created unprecendented times for
us all which resulted in us having to drastically and creatively
change how we provide effective care to our patients. We
are delighted that our dedication and hard work has been
recognised.’
The Cardiac Hub Team
(South Eastern Health & Social Care Trust)
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Special COVID Achievement Award winner,
the Cardiac Hub Team (South Eastern Health
& Social Care Trust)
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SPECIAL RECOGNITION
AWA R D W I N N E R
‘It is very exciting and a privilege to receive this award on behalf of
what has been a huge enterprise with a large group of people. They
have been amazing. They have saved lives, they have unlocked lives,
and we can only say thank you to them all.’
Patricia Donnelly
Head of the Vaccination Programme in Northern Ireland
‘It has been a huge privilege to attend the 2022 Northern Ireland
Healthcare Awards this evening and celebrate our exceptional
healthcare professionals. It’s important that we recognise their hard
work and dedication, particularly over the past two years in which they
have been on the frontline of our response to COVID-19. I want to
personally offer my congratulations to all of this year’s finalists for the
tremendous innovation and commitment they have demonstrated.
I would also like to pay special tribute to Patricia Donnelly. Patricia’s
contribution to Northern Ireland’s vaccination programme has been
truly outstanding and this award is so richly deserved.’
Health Minister Robin Swann

Special Recognition Award winner, Patricia
Donnelly, Head of the Vaccination Programme
in Northern Ireland, with Health Minister
Robin Swann
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Neocate Syneo for the dietary management of
cow’s milk allergy (CMA) in formula-fed infants

FOR HEALTHCARE PROFESSIONAL USE ONLY
Breastfeeding is best

BREAK THROUGH
THE BURDEN
of cow’s milk allergy
• FEWER infections and
less medication use1†,2‡
• FEWER symptoms1†
• 31% SHORTER
clinical journey1†#
PLUS POTENTIAL
COST SAVINGS
to the NHS1†,2‡

Neocate Syneo
significantly outperforms
a non-synbiotic AAF*1†,2‡

NEW
EVIDENCE

Neocate Syneo, the only AAF*§ with a unique combination
of pre- and probiotics (synbiotics) that helps rebalance the
gut microbiota of infants with CMA2-5
SCAN HERE TO
DISCOVER MORE
ABOUT OUR POTENTIAL
COST SAVINGS

visit nutricia.co.uk

IMPORTANT NOTICE: Breastfeeding is best. Neocate Syneo is a food for special medical purposes for the dietary management of Cow’s Milk Allergy, Multiple Food Protein Allergies and other
conditions where an amino acid based formula is recommended. It should only be used under medical supervision, after full consideration of the feeding options available including breastfeeding.
Suitable for use as the sole source of nutrition for infants under one year of age. Refer to label for details.
References: 1. Sorensen K., Cawood AL., Cooke LH., Acosta-Mena D. & Stratton RJ., The use of an amino acid formula containing synbiotics in infants with cow’s milk protein allergy - effect on clinical outcomes. Nutrients. 2021;
13;2205. 2. Sorensen K., Cawood AL., Gibson GR., Cooke LH. & Stratton RJ., Amino acid formula containing synbiotics in infants with cow’s milk protein allergy: A systematic review and meta analysis. Nutrients. 2021;13:935. 3.
Fox AT., Wopereis H., Van Ampting MTJ., Oude Nijhuis MM. et al., A specific synbiotic containing amino acid-based formula in dietary management of cow’s milk allergy: a randomized controlled trial. Clin Transl Allergy. 2019;9:5.
4. Candy DA., Van Ampting MTJ., Oude Nijuis MM., Wopereis H. et al., A synbiotic-containing amino acid-based formula improves gut microbiota in non-IgE-mediated allergic infants. Pediatr. Research. 2018;83(3):677-686.
5. Burks WA. Harthoorn LF., Van Ampting MTJ., Oude Nijhuis MM., et al. Synbiotics-supplemented amino acid based formula supports adeqaute growth in cow’s milk allergic infants. Ped Allergy Immunol. 2015;26:316-22.
* AAF: Amino acid-based formula
† Observational study of real world evidence in The Health Improvement Network (THIN) GP database1, n=148, Neocate Syneo vs Alfamino (Feb 2021)
‡ Systematic review and meta analysis of 4 randomised controlled trials2, Neocate Syneo vs Neocate LCP (Nov 2020)
# Clinical journey endpoint measured as being asymptomatic and not requiring a hypoallergenic formula prescription for at least 3 months
§ As compared to all other AAFs on the UK market, comparison conducted in August 2021
21-047. Date of prep: February 2022. © Nutricia 2021

WWW.NIHEALTHCARE.COM

CARDIAC HUB

AT THEIR
SERVICE
The South Eastern Health & Social
Care Trust cardiac hub was established
in 2019 as a consultant-led service
that provides rapid access to cardiac
investigations and doctor / specialist
nurse review. Lauren Thomas, Sister
Cardiac Cath Lab, Hub and Ambulatory
Centre, explains.

The aim and purpose of the cardiac
hub is to support our colleagues in the
primary care sector in managing our
cardiac patients, preventing unnecessary
Emergency Department (ED) attendances
and preventing hospital admission in those
whose care can be managed in a day-unit
setting.
The hub is the ‘epicentre’ of a
multifaceted service that provides:
• Cardiology assessment (face-to-face) with
dedicated pharmacy support
• Virtual cardiac assessment
• Blood pressure, ECG, and blood analysis
• Heart failure assessment and treatment
titration
• IV diuretic therapy
• Rapid access cardiac CT, echocardiography,
and stress testing
• Nurse-led rapid access angina assessment
• Ambulatory arrhythmia monitoring and
follow-up
• Direct current cardioversion procedure
• Nurse-led direct current cardioversion sixweek review
• Nurse-led valve surveillance clinic
• Blood transfusion services
• CCG advice and hot line access
• Health promotion, including smoking and
alcohol cessation
We are open five days per week, 8amto-6pm and have the capacity of two beds,
15 treatment chairs and five clinical rooms.

32

JULY 2022

Our multidisciplinary team consists of
consultants, specialty doctors, specialist
nurses, staff nurses, cardiac physiologist,
radiologists and pharmacists.
Primarily patients would be referred
into the hub after consultant assessment on
post-take ward-round. Patients may attend
directly from ED on the day of presentation
or be discharged with an appointment with
five working days.
Before the hub was established, patients
who were referred or attended our ED may
have been required to wait a number of
hours to be reviewed by a consultant and if
treatment was required with a potential of
discharge on the same day, patients would be
treated in the ED, thus utilising ED resources
and space. This often led to hospital
admissions that could have been avoided
and caused excess demand on an already
pressurised ED and CCU department. With
the establishment of the cardiac hub, patients
may attend directly to the hub from ED on
the day of presentation or be discharged with
an appointment with five working days.
Other sources of referral to the cardiac
hub include:
• CCG advice for all cardiology patients in
the South Eastern Health & Social Care Trust
five days a week
• Open access investigations – ECG /
arrhythmia monitoring / BP / Echo (and
advice on all findings with rapid referral of
significant pathology where appropriate)

• Rapid access angina clinic – diagnosis / test
and treatment strategy same day
• Rapid access arrhythmia for those who
have been discussed and are considered
intermediate to high risk
• Rapid access HF up-titration clinic – for
those that GP have performed BNP and have
an election fraction of less than 45 per cent
• Cardiac hub hotline – to discuss new
suspected cardiac conditions and those with
chronic conditions that are decompensating
and arrange face-to-face review where
appropriate
Once we receive a referral, our
consultants triage and provide a care
plan including if appropriate face-to-face
consultation, assessment and management
intervention.
From January 2021-to-December
2021 we reviewed 2,175 patients at the
cardiac hub. Only 194 of those patients
required admission after assessment. Our
services continued to operate throughout
the pandemic, ensuring that our patients
received a high standard of person-centered
care delivered with compassion, integrity and
while maintaining excellence which is the
core values within our team. This continuity
of care ensured patients were safely diverted
away from an already pressurised ED and
prevented multiple cardiac admissions.
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Ranexa (ranolazine) 375 mg, 500 mg, 750 mg Prolongedrelease tablets. Please consult the Summary of Product
Characteristics (SmPC) for full prescribing information.
Presentation: Prolonged-release tablets containing 375 mg,
500 mg or 750 mg of ranolazine. 750 mg tablet contains E102
and lactose. Use: Ranexa is indicated as add-on therapy for the
symptomatic treatment of patients with stable angina pectoris
who are inadequately controlled or intolerant to first-line
antianginal therapies (such as beta-blockers and/or calcium
antagonists). Dosage and administration: Oral administration.
Patients should be instructed to list their medication to their
health care professional at each visit. Adults: Initial dose is 375
mg twice daily. After 2-4 weeks, dose should be titrated to 500
mg twice daily and, according to patient’s response, further
titrated to 750 mg twice daily. Concomitant treatment with
moderate CYP3A4 and P-glycoprotein (P-gp) inhibitors: Careful
dose titration is recommended. Renal impairment: Careful dose
titration is recommended in mild to moderate renal impairment,
and contraindicated in severe renal impairment. Hepatic
impairment: Careful dose titration is recommended in mild
hepatic impairment, and contraindicated in moderate to severe
hepatic impairment. Elderly: Dose titration in the elderly should
be exercised with caution. Low weight: Dose titration in patients
with low weight should be exercised with caution. Congestive
Heart Failure (CHF): Dose titration in moderate to severe CHF
should be exercised with caution. Paediatric patients: No data
are available in children below the age of 18 years. Ranexa
tablets should be swallowed whole and not crushed, broken or
chewed. They may be taken with or without food. Contraindications: Hypersensitivity to the active substance or to any
of the excipients. Severe renal impairment. Moderate or severe
hepatic impairment. Concomitant administration of potent
CYP3A4 inhibitors. Concomitant administration of Class Ia or
Class III antiarrhythmics other than amiodarone. Warnings and
Precautions: Caution should be exercised when prescribing or
up titrating ranolazine to patients in whom an increased
exposure is expected. QT prolongation: Caution should be
observed when treating patients with a history of congenital or
a family history of long QT syndrome, in patients with known
acquired QT interval prolongation, and in patients treated with
drugs affecting the QTc interval. Interactions: Co-administration
with CYP3A4 inducers is expected to lead to lack of efficacy.
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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Avoid initiation with Ranexa during administration of CYP3A4
inducers. CYP2D6 inhibitors: May increase plasma
concentrations of ranolazine. Effect of ranolazine on other
medicinal products: Dosage adjustment of sensitive CYP3A4
substrates and CYP3A4 substrates with a narrow therapeutic
range may be required. Lower doses of CYP2D6 substrates may
be required. Caution with CYP2B6 substrates. Monitor digoxin
levels following initiation and termination of Ranexa. Limit dose
of simvastatin to 20mg once daily in patients taking Ranexa.
Limit dose of atorvastatin and consider clinical monitoring taking
Ranexa. Monitor blood levels of tacrolimus when coadministering with Ranexa and adjust tacrolimus dose
accordingly. Also recommended for other CYP3A4 substrates
with a narrow therapeutic range. Drugs transported by the
Organic Cation Transporter-2 (OCT2): Plasma exposure of
metformin increased in subjects with type 2 diabetes mellitus
when co-administered with Ranexa. Theoretical risk that
concomitant treatment with drugs known to prolong the QTc
interval may increase the possible risk of ventricular arrhythmias.
Pregnancy and lactation: Ranexa should not be used during
pregnancy unless clearly necessary. Ranexa should not be used
during breast-feeding. Effect on fertility unknown. Side-effects:
Generally mild to moderate in severity and often develop within
the first 2 weeks of treatment Common (> 1/100 to < 1/10):
dizziness, headache, constipation, vomiting, nausea, asthenia.
Uncommon (> 1/1,000 to < 1/100): anorexia, decreased
appetite, dehydration, anxiety, insomnia, confusional state,
hallucination, lethargy, syncope, hypoaesthesia, somnolence,
tremor, postural dizziness, paraesthesia, blurred vision, visual
disturbance, diplopia, vertigo, tinnitus, hot flush, hypotension,
dyspnoea, cough, epistaxis, abdominal pain, dry mouth,
dyspepsia, flatulence, stomach discomfort, pruritus,
hyperhydrosis, pain in extremity, muscle cramp, joint swelling,
muscular weakness, dysuria, haematuria, chromaturia, fatigue,
peripheral oedema, increased blood creatinine, increased blood
urea, prolonged QT corrected interval, increased platelet or white
blood cell count, decreased weight. In a long term study, acute
renal failure was also reported with an incidence less than 1%
in placebo and ranolazine patients. Rare (> 1/10,000 to <
1/1,000): hyponatraemia, disorientation, amnesia, depressed
level of consciousness, loss of consciousness, coordination
abnormal, gait disturbance, parosmia, impaired hearing,
peripheral coldness, orthostatic hypotension, throat tightness,
pancreatitis, erosive duodenitis, oral hypoaesthesia, angiooedema, allergic dermatitis, urticaria, cold sweat, rash, acute
renal failure, urinary retention, erectile dysfunction, elevated

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
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THE PHARMACISTS’ DEFENCE ASSOCIATION

WHAT’S IN
A NAME?
Una O’Farrell, Regional Official for Northern
Ireland, The Pharmacists’ Defence
Association, considers the significance
of titles in the pharmacy and wider
healthcare corners – and how
they can help build the basis for
professional boundaries and
camaraderie alike.
I recall clearly my very first day as an
Undergraduate at Queen’s University Belfast,
and not solely because Tyrone had just
won their first All-Ireland football title the
previous day.
The then Head of School was an
altogether suave man. Capturing the
audience’s attention wasn’t a difficult task,
given the collective eagerness in the room,
and he did so effortlessly. How he started
or ended his address to us, I don’t recall,
but I remember clearly that during it he
posed the question, ‘How is it that doctors
are addressed as Dr, as are dentists, and
nurses are oftentimes given their title, but
pharmacists have no title of which to speak?’
It stuck with me over the years.
Recurred in my thoughts. I thought, with
all the vehemence of youth: We should
not be seeking a title, surely? They should
be wanting to shed theirs! We should be
trying to be as relatable as possible, remove
anything that even looked remotely like an
obstacle to free and open communication
with patients. Why, this is but SNOBBERY!
I stopped thinking this a while back, and
I’ll tell you why. I watched Boris Johnson
be interviewed by a lady ostensibly named
‘Sarah’. Hard-hitting and tenacious in her
interviewing style, she continually addressed
him as ‘Prime Minister’.
He on the other hand, consistently
referred to her as ‘Sarah’.
It became quite obvious what he was
trying to do. With his head leaning to one
side, and more playful demeanour, he tried
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to soften her, and make the conversation an
altogether more banterous exchange, one
within his comfort zone. Meanwhile her
continued use of his title ‘Prime Minister’
served the purpose of reinforcing the
professional boundary.
Tradition tells us that a woman adopts
her husband’s name after marriage. History
tells us that this is to signify ownership.
Reality tells us that couples enjoy a sense of
mutual belonging by sharing a name, like
a membership of a very personal exclusive
group.
Pre-registration pharmacists are now
to be known as trainees. Both descriptions
remain accurate, but I’m sure there is
rationale for this switch somewhere in
making their status clearer to patients.
At the recent Northern Ireland Healthcare
Conference in Belfast, the President of the
PSNI pointed out that his organisation is
often confused with the ‘other PSNI’. A
chat with a student also got me to thinking
about the names of our various professional
bodies. Where he sat, he couldn’t be expected
to know his UCAs from his NPAs – it was
overwhelming. And explaining to him that
CPNI stood for Community Pharmacy
Northern Ireland, but no, he couldn’t join,
because it wasn’t actually for community
pharmacists, convoluted things further. It
all shows the need for names to ideally be
descriptive, recognised and understood.
When I attend the mix of weddings,
christenings, Bar Mitzvahs and indulge the
delightful small talk question, ‘What do

Una O’Farrell
you do?’ with ‘I’m a pharmacist’, it’s often
met with ‘Ah you’re a chemist!’. I generally
smile and nod, familiarly recognising
their definition of ‘chemist’ equating to my
definition of ‘pharmacist’, but I do wistfully
eject from my mind the image of me holding
a test tube shouting ‘Eureka!’
Language is important. It should be used
to be understood and clarify rather than
convolute and confuse.
So, coming back to the suave Head of
the School of Pharmacy’s point back in
2003, perhaps we do need professional titles.
Maybe like ‘Sarah’ and the Prime Minister,
a title would serve as a necessary reminder
– to patients and ourselves – that we are in
a professional relationship. To reframe the
boundaries where they have become blurred
between vocation and job. This is arguably
most needed now when we have become so
accustomed to serving patient needs, often
to our personal detriment and inevitable
burnout. Maybe like a married couple, it
would unite pharmacists working in all
sectors – promote camaraderie, that sense
of belonging that we’re on the same team
regardless of where we choose to practise.
What our title might be – if not using
the trisyllabic ‘Pharmacist X’ – is another
conundrum. All I suggest is not a confusing
acronym, vaguely suggestive of a past or
looming identity crisis.
And then again, maybe we don’t need
them at all.
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ROYAL COLLEGE OF ANAESTHETISTS

A NEW
PERSPECTIVE

Northern Ireland’s incoming Executive faces
many challenges, not least dealing with
the health and social care (HSC) waiting
lists. We all know that HSC is facing a
growing waiting list crisis, with 120,097
patients waiting for inpatient or day-case
admission as of the last quarter of 2021 –
an increase of 14.2 per cent on the same
quarter of the previous year. (1) This backlog
is driven not only by delays to operations
caused by the COVID-19 pandemic, but
also by longstanding workforce shortages
and avoidable inefficiencies in the surgical
pathway. Fortunately, solutions exist, and
there is no better time to act than now.
The Royal College of Anaesthetists’
(RCoA) publication ‘Northern Ireland’s
Waiting List Crisis: The Critical Role
of Anaesthetists’ sets out some of the
immediate changes needed to solve HSC’s
challenges.
What are HSC’s workforce issues? Firstly,
Northern Ireland is short 60 anaesthetists. (2)
Given that most operations can’t take place
without an anaesthetist, we estimate that this
is preventing 45,000 operations and health
procedures from taking place every year. To
have any hope of reducing waiting lists, the
anaesthetic workforce must be bolstered.
Several factors have contributed to
the current shortfall – and unless they
are addressed, the problem will only get
worse. The population is ageing, demand
for surgery is increasing, the anaesthetic
workforce is getting older, training post
numbers are static, and the pension taxation
regime is forcing many to consider taking
early retirement.
If these issues are left unchecked, and
Northern Ireland does not increase its
numbers of consultant and SAS anaesthetists,
we estimate HSC will have a shortfall of 400
anaesthetists by 2040, which would prevent
300,000 operations and health procedures
from taking place every year. (2)
It is also important to note that workforce
shortages in HSC are not exclusive to
anaesthesia. To give just two examples, HSC
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In this article, Dr Will Donaldson, Chair of the
Royal College of Anaesthetists Northern
Ireland Board, and Lianne Smith, Royal College
of Anaesthetists Policy Officer, strengthen
our awareness of the essential role of
anaesthetists in reducing waiting lists.

has a shortfall of 12 ICM consultants and
the Royal College of Nursing Northern
Ireland reported 2,666 nursing vacancies in
HSC as of December 2021. (4) Investment
in essential healthcare professionals by the
incoming Executive is paramount if waiting
lists are to be reduced.
It is clear that immediate action is
needed. Northern Ireland urgently needs
to replace (or update) the HSC Workforce
Strategy for 2026 with clear numerical
staffing targets, based on current and
projected figures of workforce supply
and demand. This new strategy should
outline current and future staffing needs
and set out exactly how they will be
achieved. Without clear and comprehensive
workforce planning, Northern Ireland risks
a decline into ever-increasing shortages of
anaesthetists and other essential healthcare
professionals, which will prevent important
patient care and thwart attempts to tackle
waiting lists.
In light of the impact of the pandemic, it
is now more important than ever that health
services operate as efficiently as possible.
Unfortunately, there are avoidable and costly
inefficiencies in HSC’s service delivery
which are contributing to rising waiting
lists. Surgical pathway inefficiencies often
mean patients spend one or two days longer
than necessary in hospital after surgery.
We also know that 10-to-15 per cent of
operations have predictable and potentially
preventable complications. (5) Additionally,
within hospitals, 45 per cent of costs can
be attributed to three per cent of patients –
typically those experiencing complications.

(3)

(6)

Embedding perioperative care
interventions throughout the surgical
pathway could prevent this. ‘Perioperative
care’ covers interventions and processes from
the moment someone contemplates surgery
all the way to their complete recovery.
One first step would be to turn waiting
lists into preparation lists. This could be
achieved through ‘prehabilative care,’ which

includes a formal patient programme of
physical exercise, psychological preparation,
nutritional guidance, smoking cessation, or
alcohol moderation support for those who
need it.
This approach works. In 2020, the Centre
for Perioperative Care found that specific
prehabilitative interventions could reduce
postoperative complications by 30-to-80
per cent and reduce the length of stay after
surgery by one to two days. (7)
Clearly, compelling evidence supporting
the introduction of perioperative care
practices, such as prehabilitation,
already exists. What needs to be done
is to implement them in practice. We
suggest that HSC trials the integration of
perioperative care practices, with a view
to rolling them out and embedding them
across the surgical pathway. This should be
matched with accountability. Integration of
perioperative care into The Regulation and
Quality Improvement Authority assessment
frameworks would also hold hospitals and
managers to account on the delivery of
perioperative services.
If Northern Ireland’s waiting list crisis
is to be resolved, a new approach is needed
by the future Executive. We suggest the
incoming leaders prioritise addressing
HSC’s workforce shortages and embed
perioperative care practices throughout the
surgical pathway. This will ensure a robust,
efficient health service equipped to deal with
the waiting list backlog.
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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
FSAI Dietary Guidelines for Toddlers 2020
Fortified foods and drinks may 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 100% of the RDA3 for
Vitamin D and 53% of the RDA3 for Iron
Available in 800g powder, 200ml & 1 litre liquid

Scan for more information. Alternatively, call our dedicated
freephone on 1800 22 12 34 or visit nutricia.ie
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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ASTHMA

IN THE NEXT
BREATH

As greater clarity emerges on the magnitude
of the climate footprint carved out through
healthcare, so, too, does awareness on
the changes which we can make towards
improvement. NIHR takes a look.

KEY
SOURCES OF
HEALTHCARE
EMISSIONS
PRESCRIBING

It has been estimated that pharmaceuticals
contribute around 20 per cent of the NHS
England carbon footprint of which 79 per
cent is prescribed in primary care and
community services, 13 per cent in acute
services and five per cent in mental health
services. Prescribing represents the major
carbon hotspot for primary care with the
carbon footprint from the manufacture
and use of pharmaceuticals (excluding
inhalers) contributing to around 40 per
cent of the total carbon footprint of primary
care and metered-dose inhalers (MDIs)
contributing 22 per cent. Pharmaceuticals
have wider impacts on the environment and
pharmaceutical products have been found in
measurable concentrations in soil samples
and drinking water. It has been estimated
that over £300 million of medicines go
unused each year in England which has both
economic and environmental impacts as well
as representing a potential threat to patients’
health through sub-optimal therapeutics.
Over-prescribing and over-medicalisation
have been highlighted by the ‘Too Much
Medicine’ ‘Choosing Wisely’ campaigns
while the risks posed by ‘medical excess’ in
threatening the sustainability of healthcare
systems are outlined in a recent call to action
by the Cochrane Library.

HEALTHCARE DELIVERY

The environmental impact of healthcare
is influenced by the setting in which it is
delivered. Secondary care is associated
with an inherently higher impact as well
as higher costs than primary care; for
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example, the carbon footprint of an average
GP appointment is 6kg CO2e (18kg CO2e
with prescribing) whereas each elective
inpatient stay is estimated at 708kg CO2e
(not including patient, visitor and staff
travel). Therefore, transforming health
systems to have a stronger focus on disease
prevention and chronic disease management
in order to reduce emergency admissions
can result in lower environmental impacts
as well as lower financial costs. Ensuring
that low value healthcare procedures are
avoided (for example, using the NICE ‘Do
Not Do’ list) and ensuring that the care
delivered is based on high quality evidence is
crucial in aligning the economic, health and
environmental goals of healthcare through
the avoidance of wasted clinical activity.

TRAVEL

There are over 9.5 billion NHS-related road
miles per year in England which makes
up around 3.5 per cent of all road travel
in England. Staff, visitor and patient travel
therefore also negatively impacts on air
quality and an economic impact figure of
£345 million has been estimated for the
potential mortality effects and costs to
society of air pollution from NHS-related
travel. Adopting active transport can have
health co-benefits for staff and changing
where healthcare is delivered through
providing consultations by phone or online
can also reduce ‘care miles’ and therefore a
reduction in the emissions associated with
patient travel.

FROM THE
FRONTLINE

Practice-based
pharmacist Maeve
Devlin discusses the
vital position that
healthcare professionals

represent in helping to
support a net-zero NHS
– particularly in relation
to choices surrounding
inhaled therapies.

With the NHS having set a target of reaching
net-zero by 2040 for the greenhouse gases
which it can control, it is imperative that
we start making changes in our day-to-day
practice as healthcare practitioners in order
to achieve this. There is no disputing that
inhaled therapies have been invaluable in
improving the health and quality of life of
patients with respiratory disease. However,
pressurised MDIs, frequently referred to as
pMDIs, contain hydrofluoroalkanes (HFAs)
which help to propel the medication into
the patient’s respiratory system. These HFAs
have been identified potent greenhouse gases
with a high global-warming potential.
Optimising care during each patient’s
annual respiratory review, especially for
those with poorly-controlled disease, must
remain our first priority. However, going
forward we must also embrace this as an
opportunity not only to improve health
outcomes, but to significantly reduce the
carbon impact of inhalers by optimising the
quality of our prescribing in conjunction
with national guidance and local formularies.
Proper environmentally-safe disposal of
inhalers is another area in which effective
patient education can help us reach our NHS
target. Used inhalers should not be put into
household waste as this allows for remaining
HFAs to be released into the atmosphere.
Instead, inhalers for disposal, whether used
or unused, should be returned to a pharmacy
which can forward the device onwards for
recycling or incineration.
Ultimately, the responsibility to deliver a
net-zero NHS lies in our hands and thus we
need to optimise our prescribing, substitute
high carbon products for lower carbon
alternatives and campaign for improvements
in both production and waste processes in an
effort to achieve this target.
NIHR

The 1st carbon
neutral pMDI

1-3

Carbon
Neutral
Product

CARBON NEUTRALITY ACHIEVED
THROUGH CARBON OFFSETTING

Luforbec offers an NHS List Price
saving of 30% vs Fostair 100/6 pMDI4
If you would like to know more about
Luforbec please scan the QR code:
Prescribing Information: Luforbec® 100 micrograms/6 micrograms/actuation
(beclometasone dipropionate/ formoterol fumarate dihydrate) pressurised
inhalation solution. Consult the full Summary of Product Characteristics (SmPC)
before prescribing. Presentation: Luforbec 100/6 pMDI: Pressurised inhalation solution.
Each metered dose (ex-valve) contains beclometasone dipropionate (BDP) 100 mcg and
formoterol fumarate dihydrate 6 mcg. This is equivalent to a delivered dose (ex-actuator) of
beclometasone dipropionate 84.6 mcg and formoterol 5.0 mcg. Indications: Asthma: Regular
treatment of asthma where use of an inhaled corticosteroid/long-acting beta2-agonist (ICS/
LABA) combination is appropriate: patients not adequately controlled on ICS and as needed
short-acting beta2-agonist, or patients already adequately controlled on both ICS and
LABA. COPD: Symptomatic treatment of patients with severe COPD (FEV1 <50% predicted
normal) and a history of repeated exacerbations, who have significant symptoms despite
regular therapy with long-acting bronchodilators. Dosage and administration: For
inhalation in adult patients (≥18 years). Luforbec is not recommended for children and
adolescents under 18 years. Asthma: Maintenance therapy: Luforbec 100/6 pMDI: 1–2
inhalations twice daily. The maximum daily dose is 4 inhalations. Luforbec may be used as
maintenance therapy, together with a separate short-acting bronchodilator available for rescue
at all times. Patients should receive the lowest dose that effectively controls their
symptoms. Maintenance and reliever therapy: Luforbec can be taken as a regular
maintenance treatment and as needed in response to asthma symptoms: 1 inhalation twice
daily (morning and evening) plus 1 additional inhalation as needed in response to symptoms. If
symptoms persist after a few minutes, an additional inhalation is recommended. The maximum
daily dose is 8 inhalations. Patients should be advised to always have Luforbec available for
rescue use. Close monitoring for dose-related adverse effects is needed in patients who
frequently take high numbers of Luforbec as-needed inhalations. COPD: 2 inhalations twice
daily. Luforbec pMDI can be used with the AeroChamber Plus® spacer device. BDP in Luforbec is
characterised by an extrafine particle size distribution which results in a more potent effect than
formulations of BDP with a non-extrafine particle size distribution (100mcg of BDP extrafine in
Luforbec are equivalent to 250mcg of BDP in a non-extrafine formulation). When switching
patients from previous treatments, it should be considered that the recommended total daily
dose of BDP for Luforbec is lower than that for non-extrafine BDP containing products and
should be adjusted to the needs of the individual patient. Contraindications: Hypersensitivity
to the active substances or to any of the excipients. Warnings and precautions: Not intended
for initial management of asthma. Treatment should not be initiated during an exacerbation, or
if they have significantly worsening or acutely deteriorating asthma. Treatment should not be
stopped abruptly. Medical attention should be sought if treatment is ineffective. Patients
should be advised to take Luforbec every day even when asymptomatic. Treatment should be
discontinued immediately if the patient experiences a paradoxical bronchospasm. Use with
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caution (which may include monitoring) in patients with cardiac arrhythmias, especially third
degree atrioventricular block and tachyarrhythmias (accelerated and/or irregular heart beat),
idiopathic subvalvular aortic stenosis, hypertrophic obstructive cardiomyopathy, severe heart
disease, particularly acute myocardial infarction, ischaemic heart disease, congestive heart
failure, occlusive vascular diseases, particularly arteriosclerosis, arterial hypertension,
aneurysm, thyrotoxicosis, diabetes mellitus, phaeochromocytoma and untreated
hypokalaemia. Caution should be used when treating patients with known or suspected
prolongation of the QTc interval (QTc > 0.44 seconds). Formoterol itself may induce QTc
prolongation. Potentially serious hypokalaemia may result from beta2-agonist therapy and may
also be potentiated by concomitant treatments (e.g. xanthine derivatives, steroids and
diuretics). Particular caution is advised in severe asthma as this effect may be potentiated by
hypoxia. Formoterol may cause a rise in blood glucose levels. Luforbec should not be
administered for at least 12 hours before the start of anaesthesia if halogenated anaesthetics
are planned as there is risk of arrhythmias. Use with caution in patients with pulmonary
tuberculosis or fungal/viral airway infections. An increase in pneumonia and pneumonia
hospitalisation in COPD patients receiving ICS has been observed. Clinical features of
pneumonia may overlap with symptoms of COPD exacerbations. Systemic effects of ICS may
occur, particularly at high doses for long periods e.g. Cushing’s syndrome, Cushingoid features,
adrenal suppression, decrease in bone mineral density, cataract and glaucoma and more rarely,
a range of psychological or behavioural effects including psychomotor hyperactivity, sleep
disorders, anxiety, depression and aggression. Consider referral of patients reporting blurred
vision or visual disturbances to an ophthalmologist as causes may include cataract, glaucoma or
rare diseases such as central serous chorioretinopathy. Prolonged treatment with high doses of
ICS may result in adrenal suppression and acute adrenal crisis. Interactions: Possibility of
systemic effects with concomitant use of strong CYP3A inhibitors (e.g. ritonavir, cobicistat)
cannot be excluded and therefore caution and appropriate monitoring is advised. Beta-blockers
should be avoided in asthma patients. Concomitant administration of other beta-adrenergic
drugs and theophylline may have potentially additive effects, therefore exercise caution.
Concomitant treatment with quinidine, disopyramide, procainamide, phenothiazines,
antihistamines, monoamine oxidase inhibitors (MAOIs) and tricyclic antidepressants can
prolong the QTc interval and increase the risk of ventricular arrhythmias. L-dopa, L-thyroxine,
oxytocin and alcohol can impair cardiac tolerance towards beta2-sympathomimetics.
Concomitant treatment with MAOIs including agents with similar properties (e.g. furazolidone,
procarbazine) may precipitate hypertensive reactions. Concomitant treatment with xanthine
derivatives, steroids, or diuretics may potentiate a possible hypokalaemic effect of beta2agonists. Hypokalaemia may increase the likelihood of arrhythmias in patients receiving
digitalis glycosides. There is a small amount of ethanol in Luforbec pMDI. There is theoretical
potential for interaction in particularly sensitive patients taking disulfiram or

metronidazole. Pregnancy and lactation: Use only during pregnancy or lactation if the
expected benefits outweigh the potential risks. A risk/benefit decision should be taken to
discontinue/abstain from therapy in the mother or discontinue breastfeeding. Effects on
driving and operating machinery: Unlikely to have any effect on the ability to drive and use
machines. Side effects: Common: Pharyngitis, oral candidiasis, pneumonia (in COPD
patients), headache, dysphonia. Uncommon: Influenza, oral fungal infection, oropharyngeal
candidiasis, oesophageal candidiasis, vulvovaginal candidiasis, gastroenteritis, sinusitis,
rhinitis, granulocytopenia, allergic dermatitis, hypokalaemia, hyperglycaemia, restlessness,
tremor, dizziness, otosalpingitis, palpitations, electrocardiogram prolonged QTc interval, ECG
change, tachycardia, tachyarrhythmia, atrial fibrillation (in COPD patients), hyperaemia,
flushing, cough, productive cough, throat irritation, asthmatic crisis, diarrhoea, dry mouth,
dyspepsia, dysphagia, burning sensation of the lips, nausea, dysgeusia, pruritus, rash,
hyperhidrosis, urticaria, muscle spasms, myalgia, C-reactive protein increased, platelet count
increased, free fatty acids increased, blood insulin increased, blood ketone body increased,
blood cortisol decrease (in COPD patients). Rare: Ventricular extrasystoles, angina pectoris,
paradoxical bronchospasm, angioedema, nephritis, increased blood pressure, decreased
blood pressure. Very rare: Thrombocytopenia, hypersensitivity reactions, including erythema,
lips, face, eye and pharyngeal oedema, adrenal suppression, glaucoma, cataract, dyspnoea,
exacerbation of asthma, growth retardation in children and adolescents, peripheral oedema,
decreased bone density. Unknown frequency: Psychomotor hyperactivity, sleep disorders,
anxiety, depression, aggression, behavioural changes (predominantly in children), blurred
vision. Refer to SmPC for full list of side effects. Legal category: POM Price and Pack: £20.52
1x120 actuations Marketing authorisation (MA) No: PL 35507/0204 MA holder: Lupin
Healthcare UK Ltd, The Urban Building, Second Floor, 3-9 Albert Street, Slough, Berkshire, SL1
2BE, United Kingdom. PI Last Revised: August 2021. AeroChamber Plus® is a registered
trademark of Trudell Medical International.
Adverse events should be reported. Reporting forms and information can be
found at https://yellowcard.mhra.gov.uk or search for MHRA Yellowcard in the
Google Play or Apple App store. Adverse events should also be reported to Lupin
Healthcare Limited on +44 (0)1565 751 378 or email us at EU-PV@lupin.com
Ref: 1. Certifications of carbon neutrality for Luforbec pMDI. 2. Carbon Footprint
Limited, Carbon Assessment Report 2022. Data on File. 3. MIMS: Inhaler Carbon
Emissions. https://www.mims.co.uk/inhaler-carbon-emissions/respiratory-system/
article/1739635. Accessed: May 2022. 4. NHS BSA. Drug Tariff. https://www.nhsbsa.
nhs.uk/pharmacies-gppractices-and-appliance-contractors/drug-tariff Accessed: May
2022. Fostair® is a registered trademark of Chiesi Ltd
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SKIN CANCER

UNDER THE SUN

With the temptation to soak up the sun’s rays
escalating during the summer months, skin safety
is paramount. With this in mind, Macmillan Cancer
Support bolster your ability to answer some of
the most frequently asked questions about skin
cancer that may be posed by your patients and
advise on how you can help them navigate the
risks.
Most skin cancers are caused by skin
damage that happens from exposure to
ultraviolet (UV) light from the sun. The
damage can happen from sun exposure over
a long period of time or from a history of
getting sunburnt, but even people who have
never experienced sunburn are still at risk.
Exposure to UV light from sunbeds and sun
lamps also damage the skin and increase the
risk of skin cancer.
People with a history of sunburn or
over-exposure to the sun in childhood also
have a greater risk of developing basal cell
carcinoma, squamous cell carcinoma and
melanoma. All types of skin are at risk of sun
damage and skin cancer. But fair-skinned
people who tend to burn easily or go red
or freckle in the sun are most at risk of
developing skin cancer.
People with darker skin have a lower risk
of developing skin cancer. But they still have
a risk. It is important for everyone to follow
skin protection advice and to check their
skin regularly, including areas that don’t get
sun exposure.

ADVICE FOR
YOUR PATIENTS
PREVENTING SKIN CANCER

• The best protection is to cover up. Wear
clothing made of cotton or natural fibres
that have a close weave. These give you more
protection against the sun
• Keep your arms and legs covered by
wearing long-sleeved tops and trousers. Wear
a wide-brimmed hat to protect your face and
neck
• Always wear sunglasses in strong sunlight
• Stay out of the sun during the hottest part
of the day. This is usually between 11amand-3pm
• Do not use a sunbed or sun lamp. If it is
important for you to look tanned, use fake
tan lotions or sprays
• Protecting yourself from the sun is
important. But regular exposure to a small
amount of sunshine helps our bodies make
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vitamin D. Remember not to let your skin go
red or burn

SUN PROTECTION

Individuals should use sun cream with a high
sun protection factor (SPF) of at least 30.
They should choose one that protects against
UVA and UVB, with four or five stars. They
should follow the instructions on the bottle
and re-apply as recommended, particularly
after swimming. They should remember to
apply sun cream on and behind the ears.
Many people do not use enough sun
cream. Experts say an average-sized adult
needs at least six-to-eight teaspoons of lotion
to give the SPF coverage it says on the bottle.
Don’t forget to apply sun cream to those
easy-to-miss places – lips, tops of ears, back
of neck, feet and scalp.
Protection can rub off when it comes into
contact with sand, water, towels or sweat,
so should be reapplied every two hours.
Individuals should make sure they apply
to clean and dry skin and apply sun cream
about 20-to-30 minutes before they go out
into the sun. Ideally do this before they get
dressed for the day. This ensures that they
don’t miss any areas and also makes sure it
doesn’t get on their clothes.
They should reapply every two hours, or
immediately after swimming, towelling dry
or if you’ve been sweating a lot.
Top tip: Make sure your sun cream is not
out-of-date. Most sun creams have a shelf
life of two years. If the product is seeping
liquid or smells ‘off ’, it should be replaced.

middle
• A pearly brown or black lump if you have
darker skin
• A flat, red spot that is scaly and crusty
• A pale non-healing scar
• Look out for areas of skin that never
completely heal, feel itchy and bleed
sometimes, develop a crust or scab or
develop into a painless ulcer
• Melanomas either start with a new,
abnormal-looking mole in normal-looking
skin. This usually looks like a dark area
or a new mole that changes over weeks or
months. Or they develop from a mole that
you already have. There is a checklist that can
help you check changing moles or normal
looking skin that might be melanoma, called
the ABCDE list
For more information, visit
www.macmillan.org.uk.

CHECKING SKIN REGULARLY FOR
ANY CHANGES

Different types of skin cancer can vary in
how they look. Skin cancer can appear
anywhere on your body but is most likely to
occur on skin that is exposed to the sun, such
as the face and neck. Most commonly, nonmelanoma skin cancer can appear as:
• Smooth and pearly-white
• Waxy
• A firm, red lump or may look sunken in the
NIHR
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MS

MAKING AN IMPACT
The MS co-ordinator role was introduced to the Belfast Health & Social Care
Trust in 2019 due to an increased need for administrative assistance to ensure
accountability and focus on patient safety in light of the expanding number and
complexity of disease-modifying therapy options available. Lindsay Kilpatrick
and Niamh Turley further explain the roots and responsibilities of the post, and
its integral contribution to MS patients’ journeys.

Lindsay Kilpatrick and Niamh Turley
The creation of the MS co-ordinator post
occurred in association with a number
of initiatives, including the development
of a disease-modifying therapy (DMT)
Panel meeting. This improved the
service and patient care by creating a
clear patient pathway for the initiation
of patients on higher-level DMTs while
facilitating consensual decision-making in a
multidisciplinary setting.
A spreadsheet for DMT monitoring
was created with outcomes recorded and
a tracking system introduced to trace the
patient wait for DMT from date of meeting
to date of treatment initiation. This has
enabled smoother patient flow through
the DMT pathways. Through monitoring
patient DMT initiation from the date of
meeting, statistics are available to allow
comparisons between trusts. This has been
particularly important over the past two
years in assessing the impact arising from the
COVID-19 pandemic.
We established an MS Register for Belfast
Health & Social Care Trust patients, logging
patient demographic details, DMT, MRI
date, blood monitoring and review date.
This spreadsheet is validated regularly with
additional columns added for residing and
attending trust, and validation date.
Subsequently an MRI spreadsheet was
introduced, logging patient MRIs and
blood monitoring, and proving vital in the
management of patients on natalizumab to
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ensure any increase in their JCV index is
communicated quickly to minimise the risk
of PML. This spreadsheet is also updated
with formulas to autofill date due, and a
colour change if overdue to provide ease
when reviewing figures.
The MS co-ordinator is critical
to the organisation of the monthly
neuroinflammatory imaging meetings,
collating cases, liaising with clinicians and
neuroradiology colleagues, and recording
the outcomes of the discussions. This is a key
role that facilitates audit, research and quality
improvement.
The MS co-ordinator is also responsible
for monitoring all patient DMT scripts,
ensuring timely production and follow-up to
make sure patients receive their medications
on time.
The MS Register has rapidly evolved, with
validated numbers increasing from 1,682to-2,750 within two years. This information
has been used to assist in a number of
audits, including an audit of patients who
require skin screening and the UK MS
DMT Durability Study. Most importantly,
during the pandemic, the register has
been of real utility in identifying patients
for communication about safety issues,
vaccination and assessing the impact of
COVID-19 on patient care and services.
The register has been subdivided into
additional spreadsheets to include Clinically
Isolated Syndrome patients, pregnant
patients, those with uncertain diagnoses and
deceased or discharged patients.
Further updates include interpretive
changes noted at the neuroinflammatory
imaging meeting being sent to the
neuroradiologist following the meeting, such
that imaging reports on ECR can be updated,
ensuring accuracy and transparency.
The MS co-ordinator role has been a key
component in the increased communication
regarding patients among the regional team.
As a regional point of contact, the MS coordinator is the first port-of-call for a lot of
patient information, ensuring that this is

disseminated in a timely fashion to ensure
the consistency and efficiency of patient care.
Following the work of the MS coordinators on the MS Register and DMT
databases, during the pandemic all patients
who were on immunosuppressant therapies
had an opportunity to receive their
COVID-19 vaccinations in a timely manner
in line with their level of risk and infusion
dates.
Due to the changes with prescription
generation being completed on Excel, rather
than being recorded on paper copies, there is
increased ease with collating due scripts and
easier tracking of patient DMTs.
Overall, better data management has
created the opportunity for a wealth of audit
projects and QI, including the potential
to participate in UK-wide collaborations
with colleagues in Leeds, Cardiff, Coventry,
London and elsewhere.

ON THE HORIZON

We envisage the MS co-ordinator role to
continue growing alongside the needs of the
ever-expanding MS service. Our plans for
the future include a broadening of the MS
co-ordinator team with plans to introduce a
DMT Panel Outcome form to the Electronic
Care Register, creating a swifter, real-time
outcome for the regional teams dealing with
patients.
There are plans to develop further the
methods of tracking patient bloods in
relation to their script, to increase patient
accountability and ensure bloods are updated
in line with script date, such that patient
medications are not delayed.
In future we aim to participate in further
national MS co-ordinator meetings, sharing
best practice with teams across the country
and creating contacts with MS co-ordinators
in other major centres. We also hope to
continue assisting the MS consultants and
team with further innovations to update the
administrative side of the service.
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HELP
P R O T E C T Cognitive
T H E I R decline can
P A S T. be a sign of

SPMS along
with fatigue
and motor
function
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The damage
it can cause is
irreversible,
which is
why an early
diagnosis is
essential.4,5
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S L O W T H E B U R N.

Find out more at
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SPOT SPMS is a medical educational campaign which was created and funded by Novartis Pharmaceuticals UK Ltd and is intended for UK healthcare professionals.
UK | April 2022 | 208200. References: 1. MS Trust. SPMS. 2018. Accessed: November 2021. 2. Oset M, et al. Curr Neurol Neurosci Rep. 2020;20(7):22. 3. Ziemssen T, et al.
Mult Scler Relat Disord. 2020;38:101861S8. 4. Gross HJ, Watson C. Neuropsychiatr Dis Treat. 2017;13:1349–1357. 5. Giovannoni G, et al. Mult Scler Rel Disord. 2016:9:S5–S8.
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INSPIRE

AT WHAT
COST?
Evidence shows that minimum unit pricing
reduces harm but it’s no magic bullet,
explains Alex Bunting, Group Director of Care
& Support for Inspire’s Mental Health and
Addiction Services, in this issue’s column.
The Department of Health recently closed
its consultation on the introduction of
minimum unit pricing (MUP) for alcohol in
Northern Ireland. This policy, which already
operates in Ireland, Scotland and Wales, aims
to reduce harmful drinking by increasing the
price of alcoholic beverages, according to the
units contained within them.
Northern Ireland had its highest rate of
alcohol-specific deaths in 2020 (351). This
amounted to 19.9 deaths per 100,000 people.
Since 2001, the rate has risen significantly for
both men and women. It is most prevalent,
however, among those aged 45-to-54 and
55-to-64. Together, they account for 64.7 per
cent of all alcohol-specific deaths registered
in 2020. Most – if not all – of these would
be avoidable if progressive public health
interventions were adopted to deal with
alcohol use.
In responding to the Department’s
consultation, Inspire signalled its support
for MUP. That endorsement is, of course,
based upon prevailing evidence. The fact of
the matter is that a small percentage of the
population in Northern Ireland is consuming
a high proportion of the alcohol sold here
every day. Data emerging from other
jurisdictions indicates that the proposed
reforms discourage vulnerable people from
buying cheap, high-strength alcohol – the
ultimate target of MUP.
For example, a British Medical Journal
study out of Scotland found that post-MUP
alcohol purchases fell by 1.2 units per person.
This is equivalent to just over half a pint
of beer or a measure of spirits. The biggest
contraction was among the heaviest fifth of
drinkers, with the amount purchased by this
group falling by two units. That research
demonstrated an overall decrease of 7.6 per
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cent.
Furthermore, in January 2020, Public
Health Scotland reported that the amount
of alcohol sold there was cut back during
the first year of MUP, with the new regime
having its most noticeable impact on cider.
Sales were reduced by 18.6 per cent, with
the price of these products rising by 13p, on
average, to 56p per unit. Given that cheap
cider is a major driver of hazardous drinking,
this is a significant development.
Harm reduction is a core tenet of MUP,
just as it is fundamental to Inspire’s ethos. In
light of the repercussions of COVID-19, and
the increased use of alcohol over the past two
years, services must be even more focused on
this objective.
While, as an organisation, Inspire broadly
favours the Department’s overall aim, we
remain determined to convey to decisionmakers our service users’ collective voice
of lived experience. It is they who will be
affected by these new rules and their insights
are invaluable.
Of the people we spoke to, the majority
were against MUP. They generally dismissed
the notion that it would have any discernible
influence on usage and harm.
In their estimation, MUP could very well
end up exacerbating the alarming cost-ofliving crisis that is currently foremost on
political and public agendas. There was real
concern among Inspire members that MUP
will only worsen hardship for those lacking
adequate means and induce increased cycles
of petty criminality, as people seek new ways
to fund their habits.
As such, measures aimed at deliberately
raising the cost of consumer goods must be
considered in the context of spiking poverty
levels, scarcity of financial resources and

the damage caused by behaviours linked
to addiction. Poverty, mental ill health and
addiction are intertwined and the risk of one
factor aggravating the others is extremely
high.
Another issue that emerged during our
discussions was the likelihood of other drugs
becoming a substitute for, or supplement to,
alcohol. Inspire’s services continue to deal
with the effects of increased polysubstance
use and, put simply, there is every chance
that people will switch away from alcohol,
self-medicating instead with less costly
substances, over which government has less
stringent regulatory control.
MUP is, therefore, no magic bullet. It
must complement a regional strategy for
reducing the impact of alcohol. We would
like to see other harm-reduction options
explored, particularly with respect to the
funding of prevention and treatment.
Inspire believes that a treatment tax on
the alcohol industry should be introduced
and that revenue raised be directed towards
prevention, intervention and services. This
additional income could fund the delivery
of the Department’s Substance Use Strategy,
as well as tackling wider alcohol-related
healthcare pressures.
Whatever the chosen path, it is crucial
that the Northern Ireland Executive
implement a multi-pronged approach to
curbing harmful and hazardous drinking.
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ADMIN

A+ FOR
ADMIN
While the old adage of ‘behind every great man
there is a great woman’ may be heard less often
nowadays, it can certainly be translated to
‘behind every great clinical service there is a great
administration (admin) team’. That’s certainly the
case if the ringing endorsements at the recent
‘Thank You Admin Team’ Lunch within the Medical
Directorate in the South Eastern Health & Social
Care Trust are to be believed.
WHO ARE ADMIN?

The Hospital Service Directorate, as part of South Eastern Health &
Social Care Trust, provide care and treatment across three acute and
two community hospital sites: the Ulster Hospital in Dundonald,
Ards Community Hospital in Newtownards, Bangor Community
Hospital in Bangor, Lagan Valley Hospital in Lisburn, and Downe
Hospital in Downpatrick. The Medical Directorate Admin Team
provide admin support to clinical services across all five sites. Their
remit includes providing outpatient appointment booking throughout
the hospitals, records library support across the sites, medical
secretarial and ward clerk cover, reception desk and admissions cover,
paying patients’ support, medical legal support and medical rota
support.
Admin staff are very often the first point of contact within hospital
services, be they the receptionist in the Emergency Department or
at the outpatients clinic check-in, the clinic administrator in the
appointment office, or the ward clerk on the ward; they and their
colleagues could be viewed as the golden thread that sews together
the various services and departments. Ask a medical consultant
what role their secretary plays and they will strongly emphasise how
essential they are to ensuring that their service runs smoothly and
effectively.
Without the essential admin team in place who would book the
patient into the service, who would greet the patient as they arrive
at their appointment or admission, who would provide the medical
records necessary for the clinician to have the right information in
the right place at the right time, and who would type the necessary
letters and arrange the required follow-up to ensure that the
patient’s treatment plans are effectively and efficiently documented,
communicated and followed up as necessary?
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WHERE ARE WE NOW?

Throughout the COVID pandemic it became evident how essential
admin teams are in supporting their clinical colleagues throughout
the hospitals. The impact of the pandemic not only shone a light
on the Cinderella service that is admin, but it also highlighted
the versatility and willingness of this staff group to step forward
and undertake new roles and responsibilities within unfamiliar
environments as their services were stepped down, remodelled or
expanded. Thousands of outpatient appointments were cancelled
at the last minute, new ways of working in relation to virtual
appointments were stepped up at short notice; such reconfiguration
has in essence sown the seeds of change across the management and
operational teams as the services rebuild for the future.

THE FUTURE FOR ADMIN

In a recent study by the Kings Fund (2021) Admin Matters: the
Impact of NHS Administration on Patient Care, [Online] (available
at www.kingsfund.org.uk/publications/admin-matters-nhs-patientcare) the importance of administration on healthcare outcomes
was demonstrated and it advocated the co-design of services as an
opportunity going forward.
With this in mind, the admin management team decided on
two key pieces of work – a staff survey and an admin celebration
event. A staff survey was designed and circulated, designed to collate
information and thoughts from the admin staff on the ground. Key
questions focused on current workloads, job satisfaction, training
and support available and career progression opportunities. An
excellent 43 per cent of staff returned the survey (158 / 370 staff),
indicating that the team welcomed the opportunity to engage with
management and to work collectively to make improvements. This
valuable information has directed a number of priorities to be taken
forward in 2022-to-2023 and beyond, with staff appraisals and team
meetings high on the agenda and in progress. Engagement with
NIHR
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ADMIN

workforce development teams internal to the trust and with further
education colleges external to the trust have commenced and the
admin management team are focusing on ensuring that there is a
robust structure and bespoke staff training packages, including career
pathways within healthcare, in place to aid in the recruitment and
retention of staff and to facilitate career progression up through the
team for those staff members who wish to avail of this.
Other areas to focus on include creating conductive work
environments to promote staff health and wellbeing; clarifying roles
and responsibilities to give ownership and accountability; celebrating
and acknowledging (formally) at local, regional, national or even
international events the valuable contributions made by admin staff
within the healthcare environment – no small ask – but staff have
now spoken, we have now heard, and we must now act.
In response to staff ’s views it is incumbent we act in a proactive
and positive manner to raise the profile of this perhaps under-valued
or less-recognised service to that of a vital and core service that
underpins and is fundamental to the delivery of every aspect of
healthcare and in particular the delivery of clinical services.
Friday 10th June 2022 marked the first step on this journey when
an Admin Celebration Event was held. Lunch and a small gift for
each member of the team were provided. Guest speakers on the
day included the Director of Hospital Services, Assistant Director
of Medical Specialties and Cancer Services, Clinical Manager of
Medicine and representatives from Staff Health and Wellbeing and
from Organisational Workforce Development. There were many
messages of thanks visually displayed around the rooms on the
day from clinical staff and teams throughout the five hospitals who
wholeheartedly recognised the importance of the admin team and
wished to say thank you to them. The message clearly was ‘you are
very much valued and appreciated and play a vital role in the services
throughout the hospital.’ Words frequently displayed throughout
these messages of thanks are visualised here:
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The event was a huge success and plans are already in place for
next year’s event which will be held on national admin day – 26th
April 2023.
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PROMOTION

STEPPING UP A GEAR
FOR OUR NORTHERN
IRELAND MEMBERS
Edinpharm support a number of Northern
Ireland members and would love to support
your pharmacy moving forward. Being based in
Scotland doesn’t mean we can’t support you
any less than if we were next door. Our team
are ready and willing to make your life easier if
you decide to join us!

WHICH WHOLESALERS DO WE PARTNER WITH FOR
2022 ONWARDS?

We are delighted to announce our newly-formed partnership with
AAH / Sangers in Northern Ireland from 1st July, giving members
even better prices and service. Adding to our already robust supplier
line-up of Phoenix, Alliance, Ethigen and Bestway, there has never
been a stronger support package for members in Northern Ireland.

ORDERING THAT ALLOWS AN EXTRA TEA BREAK! (OKAY,
MAYBE NOT ALWAYS…)

Our ordering cascade system allows you to build your order through
the morning or afternoon and when ready to do so press send, and
await the email reply to tell you where your items are coming from,
and what may need attention – things like over tariff blocking, out-ofstocks, quota issues etc. The aim of our system is very much to make
life easier, but still ensure the most efficient and cost-effective route
for placing your order.

If that wasn’t enough, for us taking care of this in-house, we
offer a compliance bonus paid by Edinpharm towards your Numark
membership, making your membership even better value.

A NOT-FOR-PROFIT MEMBERSHIP GROUP

As a not-for-profit membership group Edinpharm are here to focus
on YOU as the member. Every decision we make, and every penny
we spend, has the member in mind, and at the end of every financial
year we take any surplus funds and pass these back to members
equally! On average over the past three years members have seen
around £1,500 returned to them just for being a compliant member
of Edinpharm. Could you be the next member to gain from our
membership?
Want to chat to us more? Get in touch now! Email joinus@
edinpharm.co.uk, visit www.edinpharm.com or call 0131 441 3773.

OUR MEMBERSHIP… NUMARK MEMBERSHIP… ALL
THINGS REBATE

Our membership costs are simple and transparent. You pay a oncea-year fee, and that’s it! It’s nice and simple and there are no hidden
charges. We also offer group discount for those with five or more
pharmacies.
As part of your Edinpharm membership, we also take care of your
Numark membership and rebates. We process your rebates in-house
and credit your bank account accordingly. We also ensure that our
cascade directs any brand support deals and reduced wholesaler deals
to the correct supplier to maximise your income.
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Four reasons to make the
change...

2

1

Low yearly
membership
fee of only
£500

Order easily
with one
click of a
button

3

We are
non profit
meaning
we work for
YOUR best
interests

4

NO low
spend
surchanges
with
suppliers

edinpharm.co.uk | joinus@edinpharm.co.uk
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AMBULATORY CARE

BRIDGING THE GAP
As the roll-out of ambulatory care services continues
to accelerate improvements to patient care, Dr Jenny
Addley, Gastroenterology Consultant, Ulster Hospital,
and Clinical Lead, Rapid Assessment Services, South
Eastern Health & Social Care Trust, talks to NIHR
about the roots of the work and ambitions for further
expansion.
specialties.
We set up a taskforce with clinical leads
from eight medical specialties and worked
closely with primary and secondary care
colleagues so that from the very outset
we were learning from one another about
how we can bridge the gap. Once service
information on each of the specialties was
carried out, general criteria and aims were
established. We subsequently started working
on operational plans for each unit and a twoyear service development plan.

Dr Jenny Addley

HOW WAS THE INITIAL NEED FOR
RAPID ACCESS UNITS IDENTIFIED?

Everybody is aware of the massive pressure
faced in terms of outpatient waiting lists and
access to the ED. The South Eastern Health &
Social Care Trust wanted to think outside the
box and see how we could work differently
– utilising a model where we can get the
right patient to the right specialty in a timely
manner.
According to the Royal College of
Physicians Acute Medicine Taskforce,
ambulatory care is, ‘Clinical care which may
include diagnosis, observation, treatment
and rehabilitation, not provided within the
traditional hospital bed base or within the
traditional outpatient service and provided
across the primary / secondary care interface’.
In 2020 the Department of Health
brought out guidelines called the ‘COVID-19
Urgent and Emergency Care Action Plan’
which helped set the regional priorities –
one of which was urgent and emergency
care. Within that, 10 different work streams
were highlighted, including direct access
to hospital services which translates into
ambulatory care.

WHAT WERE THE STEPS TOWARDS
THE DEVELOPMENT OF THE
SERVICES?
Rather than having a general ambulatory
centre, the trust aimed to establish separate
units in all of the different medical
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WHAT VALUES HAVE UNDERSCORED
THE WORK THROUGHOUT?
The consultant-led five-day service in the
eight medical specialities was to be open
to primary and secondary care and interspecialty working would be improved as
a result. It was also important to establish
inclusion criteria and each specialty to have
specific referral criteria, such as a dedicated
phone line for each unit. This ensures a
robust, traceable referral pathway.
We recognised that if these medical
services could be provided in an ambulatory
setting, it could lead to inpatient admission
avoidance; reduced length of inpatient stay
if admitted to hospital; improved patient
experience; earlier discharges from hospital
with prompt follow-up; rapid access to
diagnostics and procedures; and timely
follow-up of results.

WHAT IS THE CURRENT STANDING
OF THE SERVICES?

This was two years’ work, and we now
have eight specialty-specific hubs rolled
out – acute medicine; diabetes and
endocrinology; palliative care; cardiology;
respiratory; gastroenterology; paediatrics;
and neurovascular. We are starting to look at
phase two specialties coming on-board and
providing the next wave.
We have GP access to all eight of these
services and the majority of them are open to
all GP practices in the trust. There are three
remaining ones which will be open to all GP
practices by November 2022.
In terms of figures, in quarter one in

2022 we have seen through all the hubs just
over 4,500 patients, while in quarter four of
2021 it was 4,000 patients. GP numbers are
accounting for approximately 30 per cent of
referrals coming in to the hubs, with 30 per
cent from the ED, and the rest are made up
from expedited discharges off the hospital
wards.

WHAT HAS FEEDBACK BEEN LIKE?

We have had very positive feedback from
our patients attending the hubs, as well as
colleagues using the services. They give our
patients a sense of security – they now have
a point of contact where they know they can
be seen by a senior clinician in a timely way.
One patient who accessed the diabetes
and endocrinology service reflected, ‘I
was worried and overwhelmed. The care,
encouragement and kindness I received from
all on the team made such a huge difference
and helped me learn how to manage the
condition.’
The work has been completely clinicallyled; driven by clinicians on the ground who
know what the problems are and have been
taking the services forward with phenomenal
management and admin support.
The dedication and drive of the teams to
do something despite the pressures of the
pandemic has been an inspiration. It’s been a
journey in terms of leadership and learning
opportunities. These hubs are very dynamic
ways of working and everyone has a sense
of purpose and autonomy around their own
roles.

WHAT MARK CAN THIS WORK
CONTINUE TO HAVE ON THE
SECTOR?

Assuming full roll-out and staffing was
achieved during 2022 / 2023 and we applied
the same source of referral to anticipated
activity, we aim to realise up to 3,297
unnecessary admissions avoided; 7,256
facilitated early discharges; and 2,239
attendances at ED avoided.
However, we are receiving funding just
one year at a time and this lack of recurrent
funding has meant that some of our posts
are temporary. The services won’t stop as we
have seen the benefits and the drive, but we
need recurrent funding to fill the gaps.
Moving forward we are keen to build on
our work with regional collaboration, sharing
our learning and benefitting ourselves from
the experience of colleagues in other trusts as
we strive to expand and develop our services.
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NEWS
SWANN ANNOUNCES DESIGN PLAN INITIATIVE FOR
RESHAPING HOSPITAL CARE
Health Minister Robin Swann has announced that a design plan
will be developed, mapping out the future shape of hospital services
across Northern Ireland.
This will spell out what a reorganised hospital and supporting
primary care network can look like and where key services would
be provided. It will help move health transformation to a new phase,
with the overriding goals of better quality care and patients getting
seen more quickly.
The Minister said the design plan will be published in the autumn
for consultation. It will be taken forward with advice and input from
a new Health and Social Care Improvement and Transformation
Advisory Board which is being established for the next stage of
rebuilding and transforming services. The board will be made up of
clinicians and system leaders, to ensure that reconfiguration is codesigned.
The Minister explained, ‘We need to change and reform how we

provide services in order to deliver a better health service. Without
change, we will simply be condemning patients and staff to more of
the same.
‘Health reform does not mean closing or downgrading a single
hospital. We will continue to need every square inch of the current
estate. But the role of some hospitals will change.’

REPORT COMMISSIONED BY
OMNICELL INTERNATIONAL
CALLS FOR A NEW LEGAL
FRAMEWORK FOR THE
MANAGEMENT OF CONTROLLED
DRUGS IN HOSPITALS SETTINGS
97 per cent of pharmacy staff believe that current guidance on
Controlled Drugs (CD) needs to be updated to provide instructions
on how best to manage CDs digitally1, according to survey results
which coincide with the launch of an advisory paper around the
handling of CDs in hospitals using automation and digital systems.
The result is a widespread call for greater degree of support in
reference sources, such as a ‘Medicines, Ethics & Practice Guide’ to
drive real change and progress. This guide would recommend the
optimal way to order, store and manage CDs using a closed loop
digital system. Harnessing technological systems and automated
drug cabinets will improve the audit trail and create a consistency in
processes across the health service.
A survey of pharmacy staff went on to find that 40 per cent of staff
believe that a lack of resources is one of the main reasons preventing
them from managing CDs digitally – a similar number believe it’s
due to a lack of guidance and resource. Additionally, 31 per cent of
pharmacy staff think that it’s due to a lack of awareness and 29 per
cent point to funding issues2.
The opinion poll reinforces this with 55 per cent of pharmacy staff
believing that current CD guidance should be updated to recommend
paper CD registers are replaced with electronic CD registers.
Additionally, 41 per cent of pharmacy staff believe that current CD
guidance should be updated to recommend paper CD registers
replaced with electronic CD registers so long as the electronic register
meets the current CD guidance requirements3.
The report calls on the Home Office to set a legal framework
supported by the General Pharmaceutical Council and the Care
Quality Commission. Agreeing governance arrangements for CDs
with clear lines of responsibility and accountability which include
harnessing technology to digitalise and automate processes.

References

OMNICELL: A COMMITMENT TO
IMPROVEMENT
Ed Platt, Automation Director of Omnicell UK & Ireland,
commented, ‘The benefits of automation and digitalisation were
analysed and reviewed within the document. These included the
fact that a digital recording system provides an audit trail showing
who has handled what, when. A cabinet can secure stock from
access to all but authorised healthcare professionals via fingerprint
technology, with each CD supplied having a unique code associated
with it.
‘CD cabinets in clinical areas are linked to pharmacy cabinets
creating a unique order process with a full paper trail. The digital
system also allows for end-to-end tracking, ordering and restocking
negating the need for a timely, arduous manual stock take. Finally,
the automated system can connect to the ePMA and determine
which drugs are needed for which patients on the ward.’
Since 1992, Omnicell has been committed to transforming the
pharmacy care delivery model to dramatically improve outcomes
and lower costs. Through the vision of the autonomous pharmacy,
a combination of automation, intelligence, and technology-enabled
services, powered by a cloud data platform, Omnicell supports
more efficient ways to manage medications across all care settings.

1-3: 153 respondents (pharmacists/pharmacy staff) Clinical Pharmacy Congress 17/18
September2021 https://www.surveymonkey.com/results/SM-PFZW7HRY9/
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PAIN

BACK TO
BASICS

Bearing the brunt of back pain
can take its toll on patients. The
BackCare Team helps NIHR uncover
the causes of its presence and
advice for alleviation.
We think of back pain in three ways.
Firstly, conditions with serious or
systemic pathology, such as cancer or axial
spondyloarthritis. Secondly, those conditions
with a specific pathology, examples of which
include spinal stenosis, spondylolisthesis,
prolapsed disc, spondylosis etc. Finally,
we have chronic low back pain (CLBP),
pain lasting more than three months and
which, depending on the studies you read,
could affect 30-to-40 per cent of the UK
population.
It is this last category that absorbs much
of our time – sufferers who have been
through many rounds of attempted diagnosis
and treatments with various practitioners,
often to no avail. When identifiable causes
have been ruled out, what are we left with?
A further confounding factor with nonspecific low back pain is that evidence of
disc degeneration obtained by imaging is
not necessarily a predictor of back pain. A
systematic study by Brinjikji and colleagues
in 2015 showed that degenerative changes
in the spine, commonly found in people
with back pain, are also found in pain-free
subjects.
One possible explanation, for some
sufferers at least, could in simplistic terms
be summarised as ‘mindset’. There are those
that believe chronic pain can be a learned
response – there may be an original cause
of pain but a negative mindset can create a
space for chronic pain to develop. Perhaps
the pain is an indicator of the subject’s
mental, physical and even financial health.
Stress from various causes can lead to
sleep deprivation, low mood and feelings
of general lethargy. These allied to poor
physical condition, diet and lack of activity,
can create a perfect storm.
A 2019 study by Dr Peter O’Sullivan
and his team (https://bjsm.bmj.com/
content/54/12/698) challenged some widelyheld beliefs about back pain. They suggested
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that negative beliefs could be associated with
increased levels of pain and inactivity. Such
people are also more likely to be absent from
work often adopting a strategy of prolonged
rest and avoiding movement. We can
summarise the findings as follows:
• Persistent back pain can be scary but it is
rarely dangerous
• Getting older is not a cause of back pain
• Persistent back pain is rarely associated
with tissue damage
• Scans rarely show the cause of back pain
• Pain with exercise and movement does not
mean you are doing harm
• Back pain is not caused by poor posture
• Back pain is not caused by a weak core
• Backs do not wear out with everyday
loading and bending
• Pain flare-ups do not mean you are
damaging yourself
Trying to reset people’s state of mind
is not going to be a quick fix. Individuals
need to focus on positive strategies and not
the pain. The often-long road to restoring
normality will require the attaining and
maintaining of a healthy lifestyle. Plenty of
sleep, good diet and exercise to achieve a
good strength / weight ratio for the body
will all be essential. Eliminating external
causes of stress will often be difficult but
by adopting a healthy lifestyle along with
a positive outlook it should be easier to
manage this stress.
BackCare also exists to promote research
into back pain and we have recently become
involved in a study that is trialling a new
treatment for certain types of CLBP. To give
some context, back pain experts Dr Hanne
Albert and Professor Manniche discovered
that a significant percentage of patients with
CLBP did not respond to exercise-based
therapy. It was noticed that these patients
had pathological changes in the vertebrae
of their spine – Modic changes – visible on

their MRI scans. Further extensive research
led to a breakthrough hypothesis: that lowgrade bacterial infection in the discs of the
vertebrae was the cause of disabilities for this
patient group. In 2013, a paper published
in the European Spine Journal described
a double-blind, placebo-controlled and
randomised clinical trial with 162 patients
which demonstrated that oral antibiotic
treatment (a 100-day course) offered a
substantial benefit for these CLBP patients
by removing the cause of their pain, i.e. a
bacterial infection.
Despite a good outcome, there are
obvious associated problems with a long
course of oral antibiotics. A collaborative
partnership including Dr Albert and
Professor Manniche have developed an
injectable formulation that is delivered
directly to the target site in the patients’
spines. We wait with interest to see whether
this develops past clinical trial stage – a
clinical trial that BackCare is helping to
recruit for.
There are many aspects of spinal health
in which BackCare has involvement. We
receive requests for assistance from people
who have lived with chronic back pain, as
well as from those whose brush with back
injury is short-term. To this end we are
currently investigating ways in which we
can expand our support for these queries
through regional, triaged helplines that are
underpinned by healthcare professionals and
those with local knowledge for signposting to
other organisations where appropriate.
For further information, visit
www.backcare.org.uk.
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Potential cost savings of up to 55%
by switching to Opiodur® (fentanyl)
from Durogesic® /generic fentanyl transdermal patches1,2

Opiodur® is indicated for
the treatment of severe
chronic pain that requires
continuous long term
opioid administration.

Opiodur® is available in strengths of 12 μg/h,
25 μg/h, 50 μg/h, 75μg/h and 100 μg/h
transdermal patches in packs of five.
Opiodur® is bioequivalent to Durogesic.3
Switching to Opiodur® patches every time a
fentanyl transdermal patches script is required
will provide potential savings of up to 55%
when compared to fentanyl transdermal
patches.1,2

100μg/h
(5)

75μg/h
(5)

50μg/h
(5)

25μg/h
(5)

12μg/h
(5)

PIP Code

123-6553

123-6595

123-6587

123-6579

123-6561

Opiodur® NHS list
price1

£25.94

£21.05

£15.09

£8.07

£5.64

Drug Tariff2

£57.86

£46.99

£33.66

£17.99

£12.59

Potential savings
per pack %1,2

55%

55%

55%

55%

55%

For more information contact zentiva.specialty@zentiva.com or visit Zentiva.co.uk
Opiodur® 12μg/h, 25μg/h, 50μg/h, 75μg/h and 100μg/h Transdermal Patch (fentanyl) Prescribing
Information. Prescribers should consult the SmPC before prescribing.
Presentation: Each transdermal patch contains 1.375mg, 2.75mg, 5.5mg, 8.25mg or 11.0mg of
fentanyl, releasing 12.5μg, 25μg, 50μg, 75μg or 100μg of fentanyl per hour, respectively.
Indications: Opiodur® is indicated in adults for the management of severe chronic pain that requires
continuous long term opioid administration, and in children receiving opioid therapy from 2 years of
age for the long term management of severe chronic pain.
Dosage and administration: Doses should be individualised based upon the status of the patient and
should be assessed at regular intervals after application. The lowest effective dose should be used.
Initial dose selection: should be based on the patient's current opioid use. It is recommended that
fentanyl be used in patients who have demonstrated opioid tolerance. Opioid-tolerant adult patients:
To convert opioid-tolerant patients from oral or parenteral opioids to fentanyl refer to the SmPC.
Opioid-naive adult patients: Not recommended. Dose titration and maintenance therapy for all patients:
The Opiodur® patch should be replaced every 72 hours. The dose should be titrated individually on
the basis of average daily use of supplement analgesics until a balance between analgesic efficacy
and tolerability is attained. Discontinuation: Replacement with other opioids should be gradual,
starting at a low dose and increasing slowly. Children aged 16 years and above: Follow adult dosage.
Opioid-tolerant paediatric patients (ages 2 to 16 years): should be administered only to patients who
are already receiving at least 30mg oral morphine equivalents per day. To convert paediatric patients
from oral or parenteral opioids to Opiodur® refer to the SmPC.
Method of Administration: Opiodur® is for transdermal use and should be applied to non-irritated
skin on a flat surface of the torso or upper arms. In young children, the upper back is the preferred
location to minimize the potential of the child removing the patch. Should be applied immediately
upon removal from the sealed package. May be worn continuously for 72 hours. A new patch should
be applied to a different skin site after removal of the previous patch. Patients should be prompted to
follow the instructions for proper application of the patch that are included in the patient information
leaflet.
Special Populations: Children: should not be used in children <2yrs. Should not be administered to
opioid-naive paediatric patients. Elderly: Data from intravenous studies with fentanyl suggests that
elderly patients may have reduced clearance and a prolonged half-life and may be more sensitive to
the active substance than younger patients. Observe elderly patients carefully for signs of fentanyl
toxicity.
Fertility, pregnancy and lactation: Pregnancy: should not be used during pregnancy unless clearly
necessary. Breastfeeding: should be discontinued during treatment and for at least 72 hours after the
removal of the patch. Not recommended for use during childbirth. Fertility: No data available.
Contraindications: Hypersensitivity to the active substances or to any of the excipients.
Contraindicated in patients with severe respiratory depression and acute or postoperative pain.
Special warnings and precautions: Patients and their carers must be instructed that Opiodur®
contains an active substance in an amount that can be fatal, especially to a child. Therefore, they
must keep all patches out of the sight and reach of children. Use in opioid-naive and not opioidtolerant patients has been associated with very rare cases of significant respiratory depression
and/or fatality when used as initial opioid therapy, especially in patients with non-cancer pain. Some
patients may experience respiratory depression and must be observed for these effects. May have
more severe adverse effects in patients with chronic obstructive or other pulmonary disease. Should
be used with caution in patients who have brain tumours and central nervous system conditions
including increased intracranial pressure. Drug dependence and potential for abuse may develop
upon repeated administration of opioids. Fentanyl may produce cardiac disease such as bradycardia
and should therefore be administered with caution to patients with bradyarrhythmias. Opioids may
cause hypotension, especially in patients with hypovolemia. Underlying, symptomatic hypotension
and/or hypovolaemia should be corrected before treatment is initiated. Patients with hepatic

impairment should be observed carefully for signs of fentanyl toxicity. Caution is advised in patients
with renal impairment because fentanyl pharmacokinetics has not been evaluated in this patient
population. Fentanyl concentrations may increase if the skin temperature increases. Therefore,
patients with fever should be monitored as there is a potential for temperature-dependent increases
in fentanyl released from the system resulting in possible overdose and death. All patients should be
advised to avoid exposing the application site to direct external heat sources. Caution is advised for
co-administration with medicinal products that affect the serotonergic neurotransmitter systems. If
serotonin syndrome is suspected, treatment should be discontinued.
Drug Interactions: Concomitant use with CYP3A4 inhibitors may result in an increase in fentanyl
plasma concentrations, which could increase or prolong both the therapeutic and adverse effects,
and may cause serious respiratory depression. Concomitant use with CYP3A4 inducers may result in
decrease in fentanyl plasma concentrations and a decreased therapeutic effect. Concomitant use
with sedative medicines such as benzodiazepines or related drugs may result in sedation, respiratory
depression, coma and death. Accidental transfer of a fentanyl patch to the skin of a non-patch wearer
(particularly a child), while sharing a bed or being in close physical contact with a patch wearer, may
result in an opioid overdose for the non-patch wearer. Opioids increase the tone and decrease the
propulsive contractions of the smooth muscle of the gastrointestinal tract. Non-epileptic (myo)clonic
reactions can occur in patients with myasthenia gravis. Concomitant use of mixed opioid
agonists/antagonists such as buprenorphine, nalbuphine or pentazocine is not recommended.
Concomitant use of centrally-acting medicinal products and alcohol may produce additive depressant
effects, hypoventilation, hypotension and profound sedation, coma or death. Not recommended for
use in patients who require the concomitant administration of Monoamine Oxidase Inhibitors (MAOI).
Coadministration of fentanyl with serotonergic medicinal products may increase the risk of serotonin
syndrome. Concomitant use with sedative medicines such as benzodiazepines or related drugs
increases the risk of sedation, respiratory depression, coma and death because of additive CNS
depressant effect. Interaction studies have only been performed in adults.
Effects on ability to drive/use machines: May impair mental and/or physical ability required for the
performance of potentially hazardous tasks such as driving or operating machinery. This class of
medicine is in the list of drugs included in regulations under 5a of the Road Traffic Act 1988.
Undesirable effects: Somnolence, dizziness, headache, nausea, vomiting, constipation,
hypersensitivity, anorexia, insomnia, depression, anxiety, confusional state, hallucination, tremor,
paraesthesia, vertigo, palpitations, tachycardia, hypertension, dyspnoea, diarrhoea, dry mouth,
abdominal pain, abdominal pain upper, dyspepsia, hyperhidrosis, pruritus, rash, erythema, muscle
spasms, urinary retention, fatigue, oedema peripheral, asthenia, malaise, feeling cold, convulsion
(including clonic convulsions and grand mal convulsion), loss of consciousness, bradycardia,
cyanosis, respiratory depression, respiratory distress, ileus, erectile dysfunction, drug withdrawal
syndrome, apnoea, hypoventilation, anaphylactic shock, anaphylactic reaction, anaphylactoid
reaction, delirium, drug dependence, serotonin syndrome.
Pack size and UK list price:
Opiodur® 12μg/h (PL 17780/0944) pack size: 5, £5.64
Opiodur® 25μg/h (PL 17780/0945) pack size: 5, £8.07
Opiodur® 50μg/h (PL 17780/0946) pack size: 5, £15.09
Opiodur® 75μg/h (PL 17780/0947) pack size: 5, £21.05
Opiodur® 100μg/h (PL 17780/0948) pack size: 5, £25.94
Legal category: POM
Marketing Authorisation Holder: Zentiva Pharma UK Limited, 12 New Fetter Lane, London, EC4A 1JP,
UK
Manufacturer: Lavipharm S.A., Agias Marinas street, GR-190 02 Peania, Attica, Greece
Date of Preparation: 01 Jul 2021 Ref: 12228

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.
1 NHS DM+D browser. https://services.nhsbsa.nhs.uk/dmd-browser/search (Accessed 9th June 2022)
2 NHS Business Services Agency. Drug Tariff Category C price. NHS Electronic Drug Tariff. https://www.drugtariff.nhsbsa.nhs.uk/#/00817113-DC/DC00816569/Part%20VIIIA%20products%20M (Accessed 9th June 2022)
3 Data on File

Date of Preparation: June 2022 Ref: 19985
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ENDOMETRIOSIS

ENDOMETRIOSIS:
W H Y T H E WA I T ?
It’s clear that taboos and stigmas associated with
menstrual health are still rife within society, and
we all have a part to play in raising awareness of
endometriosis and the symptoms. The Endometriosis
UK Team help us delve further into the condition and
the significance of standing together to call for change
in care provision, pathways and research; empowering
anyone experiencing symptoms to seek medical help,
and ensuring that when help is sought, the right care is
provided.

Despite affecting one-in-10 women and
those assigned female at birth, it takes an
average of eight years to get a diagnosis of
endometriosis in the UK. There is also no
known cause for the disease, and there is no
cure.
A recent survey by Endometriosis UK
also found that 76 per cent of all women
would put off going to the doctor if they were
experiencing painful periods which were
interfering with their day-to-day activities.
The most common reasons cited included
‘I think painful periods are a normal part of
life’, ‘I don’t think the doctor would take me
seriously’ and ‘I don’t want to trouble the
NHS during the COVID-19 pandemic’.
Endometriosis is a condition where cells
similar to the ones lining the womb are
found elsewhere in the body, usually within
the pelvic cavity. Each month these cells
react to the menstrual cycle in the same way
to those in the womb, building up and then
breaking down and bleeding. Unlike the cells
in the womb that leave the body as a period,
this blood has no way to escape. This leads
to inflammation, pain, and the formation of
scar tissue (adhesions). The condition affects
1.5 million in the UK. The condition is most
active from puberty to menopause, although
the impact can be felt for life.
Symptoms of endometriosis can include
chronic pelvic pain, painful periods, painful
bowel and bladder movements, and fatigue.
While some symptoms are more common
than others, this disease affects everyone
differently.

A WORLD APART

In recent years, there has been significant
progress around the globe looking to
improve care for endometriosis. The
Scottish government in its Women’s Health
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Plan launched in 2021 has committed
to driving down diagnosis times, as well
as plans to improve care, education and
awareness, and investing in research. France
recently launched a national plan to invest
in research, raise awareness and educate
healthcare practitioners. And the Australian
government launched a National Action Plan
on endometriosis, and committed funds for
research.
Globally we are seeing huge progress,
but right here in the UK, more needs to
be done. If the government wants us to be
world-leading in endometriosis care, it needs
to commit to reviewing, improving and
implementing the existing NHS guidelines
for endometriosis care, along with investing
in research to find new treatments, support
and solutions.
NICE Guideline NG73 on Endometriosis
Diagnosis and Management is the current
baseline for how care should be provided for
those with endometriosis. However, there
are notable gaps that need filling to ensure
that all those with the disease have access to
the right care at the right time. The guideline
does not include access to mental health
support, pain management, or care pathways
for those with endometriosis outside the
pelvis (such as thoracic endometriosis).
The Department for Health and Social
Care has recently confirmed that NICE is
committed to reviewing the guideline and
that the review is now underway. We hope
NICE will amend the guideline to ensure
all healthcare practitioners have the right
information on how to treat and manage
endometriosis, and patients are given the
confidence that their needs will be met.
The COVID-19 pandemic has also had
an inevitably huge impact on endometriosis
care. The Royal College of Obstetricians and
Gynaecologists released a report in April

2022 which reveals that gynaecology waiting
times across the UK have soared by 60 per
cent, the biggest increase in any service. This
leaves over half a million women waiting for
gynaecology treatment, including many with
endometriosis.

TIME FOR CHANGE

Endometriosis UK regularly hears from
those with endometriosis who are not
able to access the care and treatment they
need, including surgery, or get a diagnosis,
due to long waiting times. Some may have
debilitating symptoms and chronic pain
while they wait. Those who had surgery or
other appointments cancelled are in some
cases still waiting for a new date, while others
are given a new date several months ahead
and do not always get the support they need
to manage symptoms while they wait. The
negative impact of this on their daily life,
physical and mental health can be massive.
An overhaul is required of the way the NHS
prioritises treatment to address not only
clinical need, but also wider impacts, such as
quality of life and fertility.
It’s clear that the UK has huge steps
to take in ensuring everyone with
endometriosis has access to the right care
at the right time. We hope you will join us
in calling for change, and being part of the
movement fighting for better care for the 1.5
million with endometriosis in the UK.

ABOUT ENDOMETRIOSIS UK

Endometriosis UK is the UK’s leading charity
supporting those affected by endometriosis.
It's here to provide vital support services,
reliable information and a community for
those affected by endometriosis.
For more information, visit www.
endometriosis-uk.org.
NIHR

A significant progress in the
treatment of endometriosis1

Suitable for
vegetarians
and vegans

Dienogest is a 4th generation selective progestin having anovulatory and anti-proliferative effect
in endometrial cells, as well as anti-inflammatory and anti-angiogenic actions.2
Reduces endometrioma volume3
Preserves the ovarian reserve4
As effective as GnRH agonists in relieving pain associated with endometriosis5
Presents a favourable adverse events profile vs GnRH agonists5
In addition to a significant pain reduction, women treated with Zalkya® 2mg experienced hypoestrogenic
symptoms less frequently than women treated with Leuprolide acetate.5
1. Vercellini et al., Fertility and Sterility Vol. 105, No. 3, March 2016. 2. Sasagawa S et al, Steroids 2008; 73: 222-231. 3. Angioni et al. Gynecological Endocrinology 2019. 4. Muzii et al., Gynecological Endocrinology 2019. 5. Strowitzki T. et al,
Human Reproduction, Vol.25, No.3 pp. 633–641, 2010.

Prescribing information
Please refer to the Summary of Product Characteristics (SmPC) before prescribing.
Name and active ingredient: Zalkya® 2mg film-coated tablets. Each tablet contains 2mg of dienogest. Indications: Treatment of endometriosis. Posology and method of administration: One tablet daily without any break, taken preferably
at the same time each day with some liquid as needed. The tablet can be taken with or without food. For oral use. Contraindications: Zalkya® should not be used in the presence of any of the conditions listed and should any of the conditions
appear with first use of Zalkya® treatment must be discontinued: active venous thromboembolic disorder, arterial and cardiovascular disease, past or present (e.g. myocardial infarction, cerebrovascular accident, ischemic heart disease),
diabetes mellitus with vascular involvement, presence or history of severe hepatic disease as long as liver function values have not returned to normal, presence or history of liver tumours (benign or malignant), known or suspected sex
hormone-dependent malignancies, undiagnosed vaginal bleeding or hypersensitivity to the active substance or to any of the excipients listed (see section 6.1 of the SmPC). Special warnings and precaution for use: Precautions should be
taken regarding serious uterine bleeding, changes in bleeding pattern, circulatory disorders, tumours and osteoporosis (see SmPC section 4.4). Interactions: Inducers or inhibitors of CYP3A4 may affect the progestogen drug metabolism. An
increased clearance of sex hormones due to enzyme induction may reduce the therapeutic effect of Zalkya® and may result in undesirable effects e.g. changes in the uterine bleeding profile. Substances increasing the clearance of sex hormones
(diminished efficacy by enzyme-induction), e.g.: phenytoin, barbiturates, primidone, carbamazepine, rifampicin, and possibly also oxcarbazepine, topiramate, felbamate, griseofulvin, and products containing St. John’s wort (Hypericum
perforatum). See section 4.5 of the SmPC for full information. Adverse reactions: The most commonly reported adverse reactions of Zalkya® are: weight increase, depressed mood, sleep disorder, nervousness, loss of libido, altered mood,
headache, migraine, nausea, abdominal pain, flatulence, abdominal distension, vomiting, acne, alopecia, back pain, breast discomfort, ovarian cyst, hot flushes, uterine / vaginal bleeding including spotting, asthenic conditions, irritability. See
section 4.8 of SmPC for full information. Presentation: 2 x 14 white film-coated tablets packed in PVC (250 µm)-Aluminium (20 µm) push-through-blister. Pack Size: 28 film-coated tablets. NHS Cost: £20.68. Legal Classification: POM.
MA Number: PL 21844/0037. Distributed by Kent Pharma UK Ltd. Date of preparation: June 2021. UK21/007/SmPC Sept 2019.
Adverse events should be reported: Reporting forms and information can be found at: www.mhra.gov.uk/yellowcard or search for MHRA Yellow Card in the Google Play or Apple App Store. Adverse events should also be reported to Kent
Pharma UK Ltd on 01233 506574 or medical@kent-athlone.com. For a copy of the SmPC or further medical information, please contact: medical@kent-athlone.com. Additional information available on request.

For further information on this product, please contact your Kent Pharma Hospital Key Account Manager or our customer service team.
Kent Pharma UK Ltd | 2nd Floor | Connect 38 | 1 Dover Place | Ashford | Kent | TN23 1FB
Tel 0845 437 5565 | Email: customer.service@kent-athlone.com
www.kentpharma.co.uk

Date of Preparation: April 2022 Ref: UK22/17/00
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AUTOMATION

IN WITH THE NEW

From allocating extra time for patient-facing services, to helping secure a safer,
more efficient setting, the benefits of automation in community pharmacy continue
to come to light. Garth Newberry, Community Pharmacist, Carryduff Pharmacy,
Belfast, chats to NIHR about what the innovation has meant to him and his team.
WHAT LED YOU TO LOOK INTO AUTOMATION?

Customer demand and expectation have increased over the years.
In addition, treatments are more complex with more prevalence
of polypharmacy in patient care. Automation will allow us to
deal with the increasing demand but will also address a number
of safety issues with supply of medicines. Complex patient needs
requiring Medication Pack Dispensing (MDS) can be much
more safely managed by automation, including improvements in
efficiency.

WHAT HAVE BEEN THE BENEFITS OF AUTOMATION?
Automation has allowed the pharmacy to continue to grow and
meet patients’ expectations. During and post-COVID, pharmacy
has been the healthcare provider that most patients have relied
upon. By investing in automation and researching the best
solutions, pressure on staff and services is much better managed.
Improvements in not only efficiency, but also safety, helps to
manage staff pressures which have been, and continue to be,
widespread in our sector.

HAS AUTOMATION POSITIVELY AFFECTED YOUR
TIME SPENT INTERACTING WITH PATIENTS?

Even with the demands being placed on community pharmacy in
this post-COVID period, the pharmacists can still talk to patients
about their issues and concerns.

HOW HAS YOUR ABILITY TO DELIVER CLINICAL
SERVICES BEEN IMPACTED AS A RESULT OF THE
AUTOMATION?
Provision of COVID vaccinations in community pharmacy
settings has made healthcare services more accessible. Our
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automation, including using online booking platforms, allow the
pharmacy team time to provide these services while maintaining
existing dispensing and adherence pack dispensing.

WHAT HAS FEEDBACK BEEN LIKE FROM YOUR
TEAM?

Change is never easy but it has been great to see how adapting
technology into practice has altered and improved our day-today activities. From the first day of changeover using the Consis
dispensing robot and then adopting the Omnicell VBM 200F
Multimed Automation Blister Card Packaging Machine for our
MDS patients, the team has noticed a change in working. The
days are still busy and pressures are still present in healthcare,
but the automation allows us headroom and to smooth out some
bumps along our path.

HOW DO YOU FORSEE THE FUTURE OF AUTOMATION
IN NORTHERN IRELAND?

Community pharmacies in Northern Ireland have been
embracing of change, both technological and in service provision.
The Department of Health continues to be under pressure
from all sectors both financially and regarding the provision of
workforce. Community pharmacy has remained open throughout
the COVID pandemic and is willing to embrace new service
provision. However, automation is not necessarily just a method
of increasing output to reduce costs. It can and will help provide
a safer environment for dispensing - and this needs investment
and support. There is an opportunity (and probably a need)
for community pharmacy in Northern Ireland to become an
even stronger centre for commissioned healthcare services
in the coming years. If this is to happen, then investment in
technological solutions by the Department and by pharmacies
will help shape our future.
NIHR
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Nobody should
feel the strain
to treat pain

Introducing Motusol®, a more affordable*
Diclofenac gel to provide effective
pain relief for muscles and joints

*compared to the market leader, based on MRRP June 2022.
Motusol 1.16% w/w and Motusol Max 2.32% w/w Gels contain diclofenac diethylamine. Legal category: GSL. Indications: For the short-term
local, symptomatic treatment of mild to moderate pain in acute strains, sprains or contusions following blunt trauma. MA Holder: Teva UK
Limited, Ridings Point, Whistler Drive, Castleford, WF10 5HX, United Kingdom. Information about this product, including adverse reactions,
precautions, contra-indications, and method of use can be found at:
Motusol (https://mhraproducts4853.blob.core.windows.net/docs/d72640627360ea732e661b605f33d0bf8579181a)
Motusol Max (https://mhraproducts4853.blob.core.windows.net/docs/daf3e6788586bb9cb9d63e33543336a950bddd8e)
Job Code: MED-GB-00136. Date of Preparation: June 2022.
Job Code: MULTI-GB-00069. Date of Preparation: June 2022.
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CHOLESTEROL

ON HIGHER
GROUND
In this article, Emma Elvin, Senior Clinical Advisor
at Diabetes UK, homes in on the potentially risky
relationship between diabetes and cholesterol and
offers key advice for how pharmacists can support
patients to manage their blood fats.

Emma Elvin
High blood glucose levels (hyperglycaemia)
in diabetes can make it harder for blood to
flow around the body.
The blood vessel walls, and blood cells,
can become sticky and the blood more
viscous, making it more likely for plaques to
form – and having high cholesterol can make
things even worse.
There are different types of cholesterol
(or lipids), including; LDL (low density
lipoprotein), HDL (high density lipoprotein)
and triglycerides. HDL cholesterol is
protective and often referred to as good
cholesterol, whereas LDL and triglycerides
are bad forms of cholesterol. If the levels of
LDL and triglycerides become too high and
HDL becomes too low, this increases the
risk of developing cardiovascular disease,
including heart attack and stroke.
This is because too much LDL and
triglycerides cause fatty material to build up
in the blood vessels, making them narrower.
Added to the blood vessel complications
caused by high glucose levels, this can lead to
a blockage in blood vessels, which can lead to
a heart attack or stroke.
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As we have blood vessels all over our
bodies, the damage from high glucose levels
and high cholesterol can lead to other serious
complications, such as poor circulation in
the feet (peripheral arterial disease), which
can lead to poor wound healing, infections,
and ulcers. So, it is vitally important that
people with diabetes have their cholesterol
levels checked every year.
The NICE Clinical Guidelines outline the
healthcare checks for people with diabetes.
According to these guidelines, every person
over 12 years old with diabetes should
receive nine healthcare checks at least once a
year, and cholesterol is one of the checks.

UNDERSTANDING THE RISK OF
HIGH CHOLESTEROL

NICE guidelines say that for people with
type 2 diabetes, their overall cardiovascular
disease (CVD) risk should be calculated
using a QRISK calculator. For primary
prevention of CVD, people with type 2
diabetes who have a 10 per cent or greater
10-year risk of developing CVD should be
offered statins.
People with high cholesterol levels should
have a blood test to measure total cholesterol,
HDL cholesterol, and non-HDL cholesterol
three months after starting statin treatment,
with an aim of 40 per cent reduction in
non-HDL cholesterol. Pharmacists can
help people with diabetes to understand
their individual cholesterol targets set in
conjunction with their GP and nurse.
Many people who have type 1 diabetes
should be prescribed statin treatment for
the primary prevention of heart disease. The
person may not have high cholesterol levels,
but statins help to keep them in a healthy
range and reduce the risk of heart disease.

People with type 1 diabetes who should
be offered statins, regardless of their
cholesterol levels, include:
• People older than 40 years
• Those who have had diabetes for more than
10 years
• Those with established kidney damage or
other CVD risk factors
At Diabetes UK, we recommend steps
that people can take to help manage their
blood fats. Pharmacists can support people
with these steps:
• Ask when they last had their blood fat
levels checked, this should normally happen
once per year
• If appropriate and with the person’s
consent, signpost to support with weight loss
• Encourage a healthy diet based on more
fruit and vegetables, nuts, oily fish and
wholegrains
• Discuss the health risks linked to alcohol
consumption (even though evidence suggests
that drinking alcohol in moderation can
protect against heart disease, drinking an
excessive amount can increase the risk)
• Support people to stop smoking
• Discuss the benefits of keeping active and
signpost to local activity programmes
It may also be helpful for the person to
see a dietitian who can give specialist advice
on how diet can help to manage cholesterol
levels. GP surgeries can arrange a referral.
You can find free resources and
information for healthcare professionals on
the Diabetes UK website at www.diabetes.
org.uk.
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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
Concomitant use with simvastatin >40 mg is contraindicated; please refer
to the SmPC for more information.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 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 relevant SmPC prior to prescribing.
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
*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 May 2022.
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; SmPC, Summary of Product Characteristics.
Job code: BEM/22/0280 Date of preparation: May 2022

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 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: June 2020.
NUSTENDI
(bempedoic acid/ezetimibe) 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: June 2020.
Job code of prescribing information BEM/20/0090

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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NEWS
REGULATION OF PHARMACY TECHNICIANS MOVES
FORWARD
Health Minister Robin Swann has announced that he has approved
work to begin to bring pharmacy technicians in Northern Ireland
under statutory regulation by the Pharmaceutical Society of Northern
Ireland.
The public consultation was launched in March 2022 on a
proposal to introduce statutory regulation of the pharmacy technician
workforce in the region.
The Minister said, ‘I am pleased to begin establishing pharmacy
technicians as a regulated healthcare profession in Northern
Ireland. This will be a key enabler to enhancing the contribution
that pharmacy technicians can make to the delivery of healthcare
across all settings. It will allow the regulator to strengthen its role in
protecting patients and promoting high standards, thereby enhancing
the public’s confidence and trust in pharmacy practice.
‘While there are many practical issues to be worked through with
stakeholders, and legislative change required, I have now instructed
my department’s officials to develop a detailed project plan to bring
about the statutory regulation of pharmacy technicians by the
Pharmaceutical Society of Northern Ireland.’
Chief Pharmaceutical Officer Cathy Harrison added, ‘I welcome
the publication of this consultation report, which is a further step
towards meeting our ambitions for the development of the pharmacy

LURGAN PHARMACIST
UNVEILS NEW AESTHETICS
COMPANY
Practice-based pharmacist Maeve Devlin is translating her 10plus years of healthcare experience and wealth of expertise to the
aesthetics realm with the launch of her new company, MD Aesthetics.
Specialising in cosmetic injectables, the independent prescribing
pharmacist is located in newly-furnished Lurgan premises during
the weekends and weekday evenings, as well as a monthly Sunday
clinic in Portadown. Maeve is fully insured and has attained
CPD-accredited training, ensuring that those seeking her services
confidently receive reputable care and advice throughout.
When not at the helm of the new business, Maeve is an established
presence throughout her community, working across two GP
practices.
Commenting on the launch of MD Aesthetics, Maeve explained,
‘After three years of working behind-the-scenes and training
under two of the very best aesthetic doctors in Northern Ireland,
I am so excited to launch MD Aesthetics. Whether it’s a first-time
consultation or a regular customer, my focus is on achieving subtle,
yet effective, results.
‘I’m grateful to have already received such positive feedback – and
hope for MD Aesthetics to continue to go from strength-to-strength.
Thank you to all my clients who have put their faith in my hands thus
far.’
For more information about MD Aesthetics’ services, or to get in
touch with Maeve, visit @M.D__Aesthetics on Instagram.
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workforce as set out in the Pharmacy Workforce Review, and I would
like to extend my sincere thanks to everyone who took time to
provide a response.
‘Our population is best served by full utilisation of the skillset
of all members of the pharmacy team to ensure that people get the
most from their medicines every day. Progressing the registration
and regulation of pharmacy technicians as healthcare professionals in
their own right will support the transformation of pharmacy services
by optimising skillmix and will help to maintain public safety and
confidence in the pharmacy profession.’
The consultation closed on 20th May and a consultation summary
report on the feedback received has now been published.

Health Minister Robin Swann

SAVE THE DATE: THE
PHARMACY SHOW 2022
The Pharmacy Show returns to the NEC, Birmingham, on 16th and
17th October 2022 and is the major gathering for the pharmacy
professionals of the sector for over a decade featuring two days of
education, networking opportunities and of course, fun.
Make the most of two days packed with the very latest thinking
and get ahead as you soak up over 200 expert industry speakers,
a world-class conference programme and more than 300 leading
suppliers.
Your ticket gets you access to all eight theatres, covering a huge
range of topics as well as big issue discussions around the current
issues. You'll also get the chance to explore a lively exhibition, meet
with suppliers and test products and innovations. There's also plenty
of time to meet up with friends and explore the area or kick back in
Resort World.
And because The Pharmacy Show is now celebrating its 15th
astonishing year, it all adds up to the most unmissable industry event
of the year.
Register for your complimentary ticket at www.thepharmacyshow.
co.uk/Kyron.
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Colic and constipation are among the top
issues that parents are discussing with
their healthcare professionals in Ireland
1

In a clinical study of formula fed infants with minor GI problems, 95% of paediatricians
observed that Cow & Gate Comfort positively improves symptoms of COLIC and
CONSTIPATION in infants . For example: reduced periods of infant crying and an
increase in defecations per day.
2

WHY MEDICATE?

TRY NUTRITION FIRST
Cow & Gate Comfort
Our blend of oligosaccharides (scGOS/lcFOS)*
is clinically proven to increase bifidobacteria
3-4
levels and soften stools
Reduced lactose
Fat blend with beta-palmitate
Partially hydrolysed protein
(100% whey)

!

If an infant is changing formula, allow a settling period of up to 14 days. Stools may be
softer, looser & greener in colour. It is recommended that a variable flow teat or a single
hole teat with medium or fast flow is used.
ROI: 1800 371 371 www.nutricia.ie | NI: 0800 977 56 56 www.nutricia.co.uk
*Short Chain Galacto-Oligosaccharides/Long Chain Fructo-Oligosaccharides.
1. Nutricia Research, 2021 (unpublished data on file). 2. Savino F et al. (2003) Acta Paediatr Suppl. 91(441):86-90. 3. Moro G et al. (2002) J
Pediatr Gastroenterol Nutr. 34(3):291-295. 4. Schmelzle H et al. (2003) J Pediatr Gastroenterol Nutr. 3;36(3):343-51.
IMPORTANT NOTICE: Breastfeeding is best. Cow & Gate Comfort is a food for special medical purposes for the dietary management
of colic & constipation. It should only be used under medical supervision, after full consideration of the feeding options available including
breastfeeding. Suitable for use as the sole source of nutrition for infants from birth and as part of a balanced diet from 6-12 months.
Refer to label for details.
Nutricia Ireland, Block 1 Deansgrange Business Park, Deansgrange, Co. Dublin
Accurate at time of publication: May 2022

This information is intended for healthcare professionals only

Scan to access
parent resources
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EPILEPSY

EPILEPSY:
A TIPPING
POINT

Maxine Smeaton
In May 2022, the World Health
Organisation’s (WHO) 131 Member States
unanimously approved the Intersectoral
Global Action Plan on Epilepsy and other
Neurological Disorders (IGAP) at the
75th World Health Assembly in Geneva,
Switzerland. Governments around the world
will now be tasked with responding to the
recommendations, potentially bringing about
international changes in policy and practice
for epilepsy.

WHAT WILL THE IGAP ACHIEVE?

This is the first time that epilepsy and other
neurological disorders have been recognised
as a distinct field by the WHO, representing a
unique opportunity for changes to policy and
practice that will undoubtedly inform future
research into epilepsy and brain health.
Importantly, the IGAP has highlighted the
imperative of research into epilepsy, with
one of its key strategic objectives being
to ‘…foster research and innovation and
strengthen information systems.’
The IGAP will cover a 10-year period
from 2022-to-2031 and will build on existing
global resolutions, commitments and reports
NIHR

which have previously highlighted the below
challenges presented by epilepsy:
• There are 65 million people worldwide
and 600,000 people in the UK with a known
diagnosis of epilepsy
• Up to 70 per cent of people with epilepsy
could live seizure-free if properly diagnosed
and treated
• The risk of premature death in people with
epilepsy is up to three times higher than for
the general population
• The cost of epilepsy on the NHS is
estimated to be at least £2 billion annually
• There are a staggering 100,000 emergency
admissions due to epilepsy each year

HOW ARE THE EPILEPSY AND
RESEARCH COMMUNITIES
RESPONDING?

As the only UK charity dedicated to driving
and enabling research into epilepsy, Epilepsy
Research UK is preparing to leverage the
momentum of the IGAP and other recent
initiatives. By bringing together those
working in epilepsy and those affected by
epilepsy to develop a programme of work,
the aim is to radically advance research
through investment, collaboration and
action.
As a first step, this national epilepsy
research collaborative, led by three of the
UK’s leading clinicians and researchers
– Professor Helen Cross OBE (UCL
Great Ormond Street Institute of Child
Health), Professor Mark Richardson (King’s

Hot on the heels of
the approval of the
Intersectoral Global
Action Plan on Epilepsy
and other Neurological
Disorders, Epilepsy
Research UK is leading
the response and
aiming to accelerate
change with the
#Every1EndingEpilepsy
programme. Maxine
Smeaton, Chief
Executive, Epilepsy
Research UK, gives us
the lowdown.
College London) and Professor Tony
Marson (The Walton Centre, University
of Liverpool) – will identify, prioritise and
deliver a programme aimed at driving
research breakthroughs in diagnostics,
treatments and the prevention of epilepsy.
The #Every1EndingEpilepsy programme
will provide a road map to the UK
government to enable them to implement
the recommendations from the IGAP. The
programme will inform the approach that
will be made to the government through
a strategic communications campaign led
by people affected by epilepsy and will seek
a commitment to a research investment
of £100 for each of the estimated 600,000
people living with epilepsy in the UK. That’s
£100 for every one-in-100 – £60 million in
total.
#Every1EndingEpilepsy will also raise
awareness of the impact of epilepsy and
demonstrate how, by working collaboratively,
we can bring about a radical change within a
generation.
Learn more about
#Every1EndingEpilepsy in this film: https://
youtu.be/L8UgV8nYst8 or visit the Epilepsy
Research UK website: www.epilepsyresearch.
org.uk/we-are-at-a-tipping-point.

JULY 2022

63

WWW.NIHEALTHCARE.COM

SEPSIS

PULLING NO PUNCHES

Sepsis can kill a previously healthy adult or child in
hours. While early diagnosis plays a crucial role in
saving the lives of those who contract the condition,
Sepsis Research FEAT understands that another
key part of the fight against sepsis is supporting
research to help find improved treatments. Here,
the charity delves further into how these efforts
can cultivate a brighter future for patients.

WHAT IS GenOMICC?

Sepsis Research FEAT is the only UK charity
fundraising for research into sepsis, while
also working to raise awareness of this
life-threatening condition. Sepsis occurs
when the body’s response to an infection
spirals rapidly out of control, injuring its
own tissues and organs which can result
in multiple organ failure and death. The
biological processes that cause the condition
are not well understood and that is why the
charity is championing the need for more
research. Sepsis Research FEAT is working
with some of the best researchers in the
world to understand the processes that lead
to sepsis and identify new drugs, treatments
and equipment which will lead to better
outcomes for patients.
The primary research the charity supports
is GenOMICC – a global collaboration to
study genetics in critical illness – led by the
University of Edinburgh in partnership with
Genomics England. This pioneering study,
led by Professor Kenneth Baillie, researches
how genes can influence the body’s response
to critical conditions, such as sepsis. The
study is comparing the DNA from those who
survive the condition with those who die.
‘GenOMICC is seeking to discover
specific genes that influence how vulnerable
we are to sepsis and other illnesses,’ explained
Colin Graham, Sepsis Research FEAT’s Chief
Operating Officer.
‘It seeks to understand why some people
are more seriously impacted by sepsis than
others. If scientists can find patterns in our
DNA, then this will help us understand what
causes someone to become seriously ill or die
from sepsis, leading to improved treatments
and more lives being saved.’
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GenOMICC uses DNA samples from sepsis
and COVID-19 patients in intensive care
units throughout the UK and has gathered
over 18,700 DNA samples to date. When
the coronavirus pandemic struck, the
GenOMICC study had been gathering
DNA samples from sepsis patients. Because
there are similarities between sepsis and
COVID-19, the work being carried out
was pivoted to help in the fight against
COVID-19. The study was extended to
include DNA samples from COVID-19
patients and these offered early data to
scientists searching for treatments for
COVID-19. Sepsis Research FEAT continued
its support of GenOMICC, knowing that the
findings can also be used to develop further
understanding of sepsis.
‘The research by GenOMICC shows
the considerable promise of genetics to
help understand critical illnesses, including
sepsis,’ said Colin Graham.
‘Discoveries made by studies like
GenOMICC can highlight the drugs which
should be at the top of the list for clinical
testing, potentially saving thousands of lives.’
In 2021, the GenOMICC team identified
five genes which, when faulty, lead the body’s
immune response to go into overdrive,
putting patients at risk of damaging lung
inflammation, potential systemic organ
failure and ultimately death. In March 2022,
GenOMICC scientists published groundbreaking findings which identified a further
16 new genetic variants associated with
severe COVID-19, including some related
to blood clotting, immune response and
intensity of inflammation.
Commenting on the recent findings,
Professor Kenneth Baillie, the GenOMICC
study’s chief investigator and a Consultant
in Critical Care Medicine at the University
of Edinburgh, said, ‘Our latest findings
point to specific molecular targets in critical
COVID-19. These results explain why some
people develop life-threatening COVID-19,
while others get no symptoms at all. But
more importantly, this gives us a deep
understanding of the process of disease and

is a big step forward in finding more effective
treatments.
‘It is now true to say that we understand
the mechanisms of COVID better than the
other syndromes we treat in intensive care in
normal times – sepsis, flu, and other forms of
critical illness. COVID-19 is showing us the
way to tackle those problems in the future.’

IMPROVING LIVES

GenOMICC is now recruiting in 212 ICUs
across the UK, with an estimated total of
5,900 intensive care beds. During COVID-19
it became the single best-recruiting
consented research study in the history of
UK critical care medicine.
Professor Baillie is clear on the role that
Sepsis Research FEAT’s support has played
in the research study, ‘It’s important to note
that the whole GenOMICC study owes its
success to the support we've received from
Sepsis Research FEAT in two ways. Firstly, by
providing flexible funds to extend the study,
and secondly by keeping our whole team
sharply focused on the primary aim: using
genetics to find better treatments for critical
illness.’
Having supported GenOMICC since
2018, Sepsis Research FEAT more than
doubled its investment in 2022.
‘Sepsis Research FEAT is very proud
to have been one of the original funders of
GenOMICC and to continue to invest in this
study,’ says Colin Graham.
‘We believe sepsis is a medical emergency
– it kills 50,000 people in the UK every year.
Our charity’s aim always has been and always
will be to invest in research to help save and
improve the lives of people affected by sepsis.
The research carried out by the GenOMICC
team is playing a crucial part in the fight
against this devastating condition.’
Telephone: 0737 998 9191
Email: info@sepsisresearch.org.uk
Website: www.sepsisresearch.org.uk
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The only1 Extensively Hydrolysed Formula (EHF) to contain

scGOS / lcFOS* fibres + Bifidobacterium breve M-16V
clinically proven to manage
cow’s milk allergy symptoms in
formula fed infants2 and
modulate the gut microbiome3
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For more information

or to avail of our sampling service ‡ scan the QR code,
freephone 0800 783 4379 or visit www.nutricia.co.uk

Use your phone to
scan the QR code

IMPORTANT NOTICE: Breastfeeding is best. Aptamil Pepti Syneo is a food for special medical purposes for the dietary management of Cow’s Milk Allergy. It should only be used
under medical supervision, after full consideration of the feeding options available including breastfeeding. Suitable for use as the sole source of nutrition for infants under one year
of age. Refer to label for details.
* Short chain galacto-oligosaccharides / long chain fructo-oligosaccharides; ^Single arm UK study in infants with non-IgE mediated CMA, baseline non-synbiotic formulas vs Aptamil
Pepti Syneo, 4 week intervention; † Subgroup of n=48 infants with IgE associated AD, difference in SCORAD score Aptamil Pepti Syneo vs EHF without synbiotics, -4.6, 95%CI, p=0.04.
‡ Products can be provided to patients upon request of a healthcare professional. They are intended for the purpose of professional evaluation only. 1. MIMS Ireland, March 2022.
2. Giampietro PG et al. Pediatr Allergy Immunol 2001;12:83-86. 3. Van der Aa LB et al. Clin Exp Allergy. 2010;(40):795–804 4. Hubbard G et al. Immun Inflamm Dis. 2022;10:e636
5. Data on file, updated independent taste panel report, Campden BRI, October 2020. n=102 HCPs, Campden BRI home usage taste testing. N=102 Dietitians and GPs. Aptamil Pepti
1 & Aptamil Pepti Syneo vs all UK EHFs suitable from birth.
Nutricia Ireland, Block 1 Deansgrange Business Park, Deansgrange, Co. Dublin. Date of publication: 06/2022
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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
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