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Last week, in a move to mollify my love 
of all that falls under the horror viewing 
genre (with the exception of my hair 
when caught in the rain), I asked my 
cousin to join me at the cinema for a scary 
film. She declined, reporting that she just 
wasn’t ‘brave’ enough. 
      Several days later, I arrived at 
my friend’s house shortly after she’d 
confirmed the booking of her winter 
break. When I questioned her glum 
mood, she explained that her bank 
balance had been hit harder than a Harry 
Kane kick – and she wasn’t ‘brave’ enough 
to check it.
      Yesterday evening I flicked through a 
forsaken cookery book which had long 
left a dent on my shelf. My eyes widened 
in dismissal at a particularly complex dish 
as I decided I wasn’t ‘brave’ enough to 
attempt it.
      It’s only now that I’m recognising the 
different guises and connotations which 
we’re granting this term. The word ‘brave’ 
can be batted about so liberally and half-
heartedly – when, in many cases, the kind 
of courage which we’re not hearing about 
is that which should speak volumes. 
      That’s why in SPR’s pain special 
we’re unmasking those in society who 
put on a ‘brave face’ when dealing 
with their condition daily – from axial 
spondyloarthritis (page 38), and pelvic 

pain (page 42), to dystonia (page 44), and 
more – and sharing how we can help the 
hurting beneath.
      In this edition we also explore the 
impact of leprosy’s stigmatisation (page 
20), encounter the regular workload of 
a Senior Cancer Care Pharmacist (page 
24), and take allergen immunotherapy to 
task (page 12).
      Get the lowdown on the latest 
from the Royal College of Physicians 
of Edinburgh as 2018 reaches its 
final chapter (page 11), as well as the 
Pharmacists’ Defence Association and 
its future vision for delegating tasks to 
pharmacy technicians in community 
pharmacy (page 25).
      Before you go, of course, make sure 
to check out our extraordinary Scottish 
Pharmacy Awards finalists as the evening 
of celebration beckons (beginning on 
page 27). Good luck to all the contenders.

`Happy reading!
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A team of academics and researchers from Robert 
Gordon University (RGU) recently participated 
in an array of key workshop discussions with 
various stakeholders in order to consider innovative 
solutions for the ageing population of Orkney.
      The purpose of this collaborative platform 
– the Active Ageing Workshop – was to bolster 
understanding of the challenges and opportunities 
associated with Orkney’s ageing population, 
particularly focusing on smart housing, digital 
health interventions, and healthcare service 
provision for island communities. 
      The university has recently established a base 
in Stromness; supporting the region with research, 
expertise, and student activity centred on the 
obstacles of island life.
      Offering an insight into the event, RGU’s 
Orkney    Project Development Manager, Elsa Cox, 
explained, ‘Orkney is a really special place for using 

new approaches to respond to problems the world is 
facing – as its compact but diverse society acts as a 
microcosm of larger places.
      ‘There is a real innovative spirit throughout the 
islands, along with a strong sense of community, 
which is actively supported by the local authority 
and regional bodies, and RGU is proud to play a 
part in supporting that.’
      A number of effective solutions and ideas were 
drawn upon, such as increasing the use of telecare 
for individuals living in remote areas; developing a 
centre for study of long life; ways of learning from 
Scandinavian countries; and discussions around 
projects parallel to the Island Games 2023.
      All of the outcomes were suggested with 
potential funding streams already identified, which 
will be delved into in greater detail with relevant 
parties in Orkney and beyond as initiatives are 
developed.

NEWS
AGEING WORKSHOP 
PROVIDES INNOVATIVE 
SOLUTIONS FOR ORKNEY

Two of the Active Ageing Workshop 
groups in action

The Royal Pharmaceutical Society 
(RPS) has announced that Tamara 
Cairney and Andrew Carruthers have 
joined the Scottish Pharmacy Board 
as co-opted board members.
      Tamara is a pharmacist in a split 
role between the Royal Alexandra 
Hospital and GP practices in 
Renfrewshire, and is working to 
complete the NES Pharmacist 
Vocational Foundation Training 
Programme. Her career pathway 
commenced with three years 
as a dispensary assistant within 
community pharmacy before 
she embarked on her journey to 
becoming a pharmacist. 
      Tamara completed her degree 
at the University of Strathclyde in 
2016 where she had been an active 
and vocal student representative on 
the staff-student liaison committee 
and worked with the RPS as a 
student champion. She qualified as a 
pharmacist in 2017 after completing 
her pre-registration training at the 
Royal Alexandra Hospital in Paisley.
      Meanwhile, Andrew is a medicines 
information pharmacist within NHS 
Greater Glasgow & Clyde where he 
has a clinical commitment to care 
of the elderly. Prior to becoming a 
pharmacist, he studied Pharmacology 
at the University of Glasgow, 
and maintains a keen interest in 
pharmacokinetics and research.    
      He’s also currently studying 
towards an MSc in Advanced Clinical 
Pharmacy Practice with Independent 
Prescribing at the University of 
Strathclyde, and is the RPS local 
co-ordinator for Greater Glasgow 
& Clyde which incorporates the 
orchestration of RPS local events.
      Speaking about the new additions, 
Dr John McAnaw, Chair of the 
Scottish Pharmacy Board, said, ‘I’m 
absolutely delighted to welcome 
Tamara and Andrew onto the board.    
I’m looking forward to working with 
them both to help progress the work 
of the RPS in Scotland in 2018 and 
beyond.’

RPS SCOTTISH 
PHARMACY BOARD 
WELCOMES NEW 
MEMBERS

Life Sciences Scotland has welcomed new Co-
Chair, Ivan McKee, the Minister for Trade, 
Investment and Innovation, and Joe Fitzpatrick, 
Minister for Public Health, Sport and Wellbeing, to 
the Industry Leadership Group (LSS ILG).
      The LSS ILG – which sits quarterly, with 
meetings rotated around different cities in 
Scotland – consists of senior representatives from 
stakeholders across the spectrum of the life sciences 
community; individuals who are committed to 
developing the life sciences sector in Scotland.   
      Dave Tudor, Co-Chair of Life Sciences 
Scotland, said, ‘The life sciences sector in Scotland 
has the opportunity to grow, capitalising on 
its success so far. There is so much potential to 
accelerate and drive forward the industry, with 
positive outcomes for the Scottish economy as 
a whole. As a group, we are working together to 
connect the industry, align our efforts, and promote       
Scotland as a hub for life science businesses in order 
to achieve our aim of an £8 billion turnover by 
2025.’

NEW CO-CHAIR FOR LIFE SCIENCES 
SCOTLAND INDUSTRY LEADERSHIP GROUP

Elsa Cox

Joe Fitzpatrick and Ivan McKee



Medicines commonly prescribed to reduce people’s 
risk of heart attack may have limited use for treating 
other diseases, new research has suggested. This 
stance is in opposition to previous studies which 
have indicated that the cholesterol-cutting drugs – 
statins – might help people with non-heart-related 
conditions too, including cancer, dementia, and 
kidney disease.

      To garner the data and subsequent insights, the 
researchers, led by the University of Edinburgh, 
analysed results from 256 studies that had 
investigated the benefits of taking statins for 278 
non-heart disease conditions. They found that 
statins can help to prevent deaths from kidney 
disease, which is already recognised in clinical 
guidelines. The team further discovered evidence 
that statins can help slow cancer progression, which 
they say warrants further investigation.
      However, when looking at the chronic lung 
condition, COPD, current data was deemed 
insufficient to conclude as to whether statins help 
delay disease progression. Likewise, the latest 
study didn’t identify any positive or negative 
links regarding the risk of Alzheimer’s, nor strong 
evidence for an association with muscle pain. 
      Dr Evropi Theodoratou, who led the research 
at the University of Edinburgh’s Usher Institute, 
explained, ‘The role of statins in reducing the 
risk of heart disease is well-established. Evidence 
that the drugs offer benefits for non-heart disease 
conditions is less clear cut, however. We found 
current evidence credibly supports a favourable link 
for just a few diseases. 
      ‘The absence of harmful side-effects associated 
with taking statins is reassuring. Yet, we cannot 
exclude the possibility that some reported harms – 
such as severe muscle pain – are too rare to rule out 
with certainty.’

STATINS SHOW LITTLE 
PROMISE FOR CONDITIONS 
OTHER THAN HEART 
DISEASE

Surgical robots, virtual reality 
headsets, and interactive anatomy 
stations are among the hi-tech 
innovations that feature in a new 
medical education training centre 
developed by the University of 
Dundee, NHS Tayside, and industry 
partners, Medtronic.
      Refurbished at a cost of £250,000, 
the Dundee Institute for Healthcare 
Simulation (DIHS) doubles training 
capacity and brings together the 
university’s clinical skills and surgical 
skills centres to form the first single-
site facility in Scotland, offering both 
surgical and clinical training. 
      Dr Catherine Calderwood, 
Chief Medical Officer for Scotland, 
welcomed the launch of DIHS, 
saying, ‘This exciting development 
provides a safe environment for 
healthcare professionals to learn and 
rehearse both technical and non-
technical healthcare skills, which will 
ultimately lead to better outcomes for 
patients. With Scotland already being 
a destination of choice for many 
healthcare trainees from around the 
world, DIHS has the potential to 
make a significant impact locally, 
nationally, and internationally.’

SURGICAL 
ROBOTS AND 
VIRTUAL 
REALITY – THE 
FUTURE OF 
MEDICAL 
TRAINING?

Dr Evropi Theodoratou

WWW.SCOTHEALTHCARE.COM
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NEWS

NHS Forth Valley, in partnership with 
Clackmannanshire and Stirling Health & Social 
Care Partnership, and the University of Stirling, has 
received £75,000 from the Health Foundation for a 
project which aims to help achieve better outcomes 
for people with knee problems.
      The initiative – which is the only one in 
Scotland to receive funding from the Health 
Foundation – will set the wheels in motion for 
information analysts, healthcare professionals, 
and service users to collaborate over the next year 
to build analytical capabilities. This will enable 
the partnership to review data, redesign referral 
pathways, and look at new ways to prevent and 
manage knee problems more effectively.
      The increasing prevalence of knee problems and 
rising demand for treatment is a common challenge 
for all health and care systems. As a result, the 
partnership is intending on addressing this by way 
of helping people to manage their knee problems 
at an early stage to prevent their condition from 
worsening, simultaneously boosting how services 
are organised so that people can access the care and 
treatment as quickly as possible. The objective is 
also to ensure that when patients do require surgery, 

they’re as prepared as possible.
      Susan Bishop, NHS Forth Valley’s Head of 
Efficiency, Improvement and Innovation, remarked, 
‘This is a fantastic achievement and I’m delighted 
that we will now have the opportunity to use data 
in more advanced ways to change services and 
improve outcomes for patients. This learning will 
be transferrable so we are keen to hear from any 
other NHS boards who might be interested in 
working with us.’

NHS FORTH VALLEY SECURES GRANT TO 
IMPROVE KNEE SERVICES

NHS Forth Valley is set to enhance their 
offerings for patients with knee problems
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Significant change is needed if we are to tackle the 
damaging health effects of poor diet and obesity.    
      As such, we must utilise our positions as 
platforms in which to highlight the fact that obesity 
is not inevitable, and encourage reconsideration 
regarding perceptions of obesity and diet.
      The stark warning has been issued by the Royal 
College of Physicians of Edinburgh which has 
suggested a number of measures that society and 
the government must implement to contend with 
the crisis. 
      Professor Derek Bell OBE, the President of 
the college, explained, ‘As doctors, we often treat 
adults who are suffering from obesity-related 
complications. There are of course measures which 
people can take to reduce weight-related problems, 
and we always recommend eating healthily, avoiding 
junk food and excessive alcohol consumption, and 
exercising regularly. However, many of the health 
problems associated with obesity can be avoided 
altogether. 
      ‘The government must work closely with 
schools, food agencies, and supermarkets to ensure 
that healthy choices are available from early age to 
adulthood. But doctors must also consider their 

approach to obesity too, being mindful that we 
must lead by example.’
      To readjust the population’s relationship with 
food, the college wants the government, and food 
agencies, to help shift societal attitudes towards 
a healthier relationship with food and exercise by 
actively encouraging lifestyle changes, for example, 
with more investment in food education.    
      It’s also acknowledged that one of the problems 
with tackling adult obesity is that many of the 
complications associated with the condition have 
already affected peoples’ health – reiterating the 
need for better education in childhood.

NEWS

FRESH CALLS FOR SOCIETAL 
CHANGE ON OBESITY

The Society for Endocrinology’s 
Clinical Committee has produced 
two new clinical guidance 
documents: Clinical Guidance 
for the Inpatient Management of 
Cranial Diabetes Insipidus, and an 
Emergency Guidance for the Acute 
Management of the Endocrine 
Complications of Checkpoint 
Inhibitor Therapy. These documents 
are for health professionals and aim 
to provide guidance to adequately 
assess and manage the patient. 
      The Endocrine Emergency 
Guidance for the Acute Management 
of the Endocrine Complications of 
Checkpoint Inhibitor Therapy is the 
first specialty-specific guidance with 
endocrinology, oncology, and acute 
medicine input.
      The Endocrine Guidance for 
Inpatient Management of Cranial 
Diabetes Insipidus offers treatment 
pathways for patients with known 
cranial diabetes insipidus (CDI) 
admitted to hospital. Following these 
guidelines is essential for the safe 
management of patients with CDI.
      For more information, visit www.
endocrinology.org.

NEW CLINICAL 
GUIDANCE 
PUBLISHED BY 
THE SOCIETY FOR 
ENDOCRINOLOGY

Multi-national alcohol companies are choosing 
to ignore advice from the Chief Medical Officers 
to display important health information on their 
products, a new study has found.
      The result is that drinkers in Scotland are being 
kept in the dark about how to minimise their risks 
from a range of medical conditions, including seven 

different types of cancer.
      The research, published by the Alcohol Health 
Alliance UK, revealed that fewer than 10 per cent 
of the 320 alcohol products surveyed carry the 
current low-risk weekly drinking guideline of 14 
units a week.
      More than two-and-a-half years after the 
current alcohol guidelines came into effect, most 
of the 320 products reviewed referred to out-of-
date guidelines and carried no health warnings of 
specific illnesses or diseases. Among the products 
to carry old information were new drinks, launched 
after the publication of the current guidelines.  
      Alison Douglas, Chief Executive of Alcohol 
Focus Scotland, communicated her concern, saying,    
‘Referring people to industry-funded websites is not 
good enough. We need reliable health information 
directly on bottles, cans, and menus, where it can 
usefully inform our decisions. At the moment more 
information is required on a pint of milk than on 
a bottle of wine. The public deserves better and 
industry clearly won’t do this voluntarily; it’s time 
for government to act.’

DRINKS COMPANIES KEEPING CONSUMERS 
IN DARK ABOUT RISKY DRINKING

Alison Douglas
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A sophisticated organ with a unique physiology, biochemistry, 
immunology, and microbiology, the stomach is an integrated part 
of the digestive system that acts as a reservoir for food, protects 
the body against foreign elements entering the bloodstream, and 
protects against microbial colonisation. 
      The physiology of our stomach is often disrupted by 
Helicobacter pylori (H. pylori) infection, which is the world’s 
most common chronic bacterial infection. First discovered in 
1982, estimates suggest that more than 50 per cent of the world’s 
population are infected with H. pylori. While it has no, or only 
mild, harmful effects in most people, reports suggest that the 
infection is a causal agent for more than 60 per cent of gastric 
ulcers, and approximately three-quarters of gastrointestinal 
malignancies. 
      ‘Most people do not know that they are infected until they 
develop symptoms of gastric irritation, such as heartburn or 
dyspepsia. A diagnosis is usually made using a blood or breath 
test but can also be made through an endoscopy or a stool test,’ 
explained Professor Tamara Matysiak-Budnik, gastroenterology 
and oncology expert. 
      Throughout Europe, the prevalence of H. pylori is much higher 
in Eastern and Southern, than in Northern and Western, regions, 
and there’s a strong association between the infection and social 
deprivation. 
      Classified as a carcinogen by the International Agency for 
Research on Cancer, the H. pylori infection is the most significant 
factor leading to the development of gastric cancer. 

GETTING TO GRIPS WITH GASTRIC CANCER
One of the most aggressive forms of digestive cancer with a 
poor prognosis, gastric cancer, claims the lives of almost 60,000 
European Union citizens every year, and the disease mainly affects 
older generations, with 80 per cent of cases among people aged 
between 60 and 80 years old. In addition to long-standing H. 
pylori infection, other risk factors for gastric cancer include a 
family history of the disease, smoking, and a diet high in salt. 

      According to research presented at United European 
Gastroenterology Week 2017, treating H. pylori infection can lead 
to a marked reduction in the risk of stomach cancer.    
      The population-based study, which involved more than 63,000 
people who had received antibiotic-based treatment for H. pylori 
infection, showed a 22 per cent reduction in the risk of developing 
gastric cancer in those aged 60 years and over compared with the 
general population. 
      Professor Tamara Matysiak-Budnik commented, ‘Another 
important challenge is the early diagnosis of gastric cancer and 
so-called pre-cancerous lesions, preceding the development of 
gastric cancer, whose correct clinical management and surveillance 
may reduce the cancer-related mortality. A lot of efforts are now 
employed to develop the best non-invasive approaches to detect 
and follow up the patients with these lesions.’ 
      World Stomach Day marked the 13th anniversary of Barry 
Marshall and Robin Warren’s Nobel Prize in Physiology or 
Medicine Award in 2005. Their discovery identified that 
inflammation of the stomach (gastritis), as well as ulceration of the 
stomach (peptic ulcer disease), is the result of an infection caused 
by H. pylori. Their remarkable discoveries have largely impacted 
how we manage gastric diseases today.

REFERENCES
1. Hunt RH, et al. Gut 2015;64:1650–1668 
2. Roberts SE, Samuel DG, Williams JG, et al. Survey of Digestive 
Health across Europe. Part one: The burden of gastrointestinal 
diseases and the organisation and delivery of gastroenterology 
services across Europe. Report for United European 
Gastroenterology. October 2014. 
3. https://onlinelibrary.wiley.com/doi/full/10.1111/apt.13474 
4. https://www.ueg.eu/press/releases/ueg-press-release/article/
ueg-week-bacteria-eradication-reduces-gastric-cancer-risk-by-22-
in-the-over-60s-new-research-show/ 
5. Source: ECIS - European Cancer Information System, From 
https://ecis.jrc.ec.europa.eu, (C) European union, 2018

SICK TO THE 
STOMACH
While occupying a central role in the digestive tract, 
the stomach also presents a variety of challenges – 
peptic ulcer disease, gastroenteritis, functional 
dyspepsia, and gastric (stomach) cancer are all 
digestive diseases that originate in the stomach. 
Sparked by the recent first ever World Stomach 
Day – an international initiative which took place on 
2nd October to raise awareness and support – SPR 
tackles the role of the disease-causing bacterium, 
Helicobacter pylori, as well as the recent trends and 
research in gastric cancer.

GASTRIC CANCER



Testosterone is the major male sex hormone (androgen) produced 
in the testes. It is essential for the attainment of normal male sexual 
function, muscle growth, haematopoiesis and bone mineralisation, 
and has important behavioural effects in men. Levels of circulating 
testosterone decline annually by approximately one per cent from 
the age of 40 years onwards, and 33 per cent to 50 per cent of 
middle-aged men have decreased serum levels of the hormone. 
      Low testosterone is associated with symptoms such as sexual 
dysfunction, hot flushes, reduced physical energy, and mood 
disturbance, and complications such as osteoporosis and anaemia, 
so the imperative to treat men with a proven deficiency syndrome 
might appear to be self-evident. However, both clinical and 
biochemical aspects of the diagnosis may be subject to significant 
uncertainty. Many of the associated symptoms are non-specific and 
may be caused by other conditions, such as obesity, diabetes, and 
depression, rather than low testosterone itself, and testosterone 
levels in normal men vary significantly with time-of-day, energy 
intake, and sleep-wake cycle; universally falling as a normal 
physiological response to intercurrent non-gonadal illness.    

TESTOSTERONE THERAPY: 
NO MAN’S LAND?
Subject to the possible pitfalls of being under-prescribed, over-prescribed, and 
mis-prescribed, and requiring the weighing up of benefits and adverse outcomes 
and costs by healthcare professionals and patients alike, the path of 
testosterone therapy must be navigated with caution. To offer enlightenment, 
Channa N Jayasena, Section of Investigative Medicine, Imperial College London, 
and Richard Quinton, Institute of Genetic Medicine, Newcastle University and 
Endocrine Unit, Newcastle-upon-Tyne NHS Foundation Trust, expertly examine 
the controversies of testosterone therapy in men with low testosterone levels.

MEN'S HEALTH

8  |  S P R  |  N o v  2 0 1 8

WWW.SCOTHEALTHCARE.COM

Channa N Jayasena



WWW.SCOTHEALTHCARE.COM

S P R  |  N o v  2 0 1 8  |  9

            
   

      Although men who remain slim, fit, and healthy into old age 
may likewise retain ‘youthful’ testosterone levels, recent increases 
in life-expectancy in most populations means that a much greater 
number of men will experience the effects of low testosterone 
when compared with previous decades.  
      Androgen replacement therapy (ART) has been used for 
decades to treat men with symptomatic low testosterone, but over 
past decades the diagnostic boundaries of this condition have 
been well and truly stretched by a combination of enthusiastic 
proponents and a willing pharma industry. The only mainstream 
form of ART is synthetic testosterone itself, which may be given 
using a daily transdermal gel, or using depot injections into the 
muscles every few months. 
      Although short-term ART use is well-tolerated, recent studies 
have raised serious safety concerns regarding long-term use of 
testosterone, albeit in patient populations where the diagnosis 
may not have been entirely secure. Indeed, some clinical trials 
have observed an increased rate of adverse cardiovascular events 
in older men taking ART. Accordingly, the US Federal Drugs 
Administration currently recommends that men on ART are 
advised of the potential cardiovascular risks. However, it is 
important to note that other trials have reported either no effect, 
or even a reduction in markers of atherosclerosis in men taking 
ART. Currently, the European Medicines Agency’s position is 
that there is insufficient evidence to link ART with increased 
cardiovascular risk. There is unfortunately a lack of robust evidence 
regarding the long-term safety of ART, compromising clinical 
decision-making in the NHS. 
      In a recent audit of national prescribing data for the UK, 
we found that primary care prescriptions for ART in middle-
aged men had nearly doubled from 2001-to-2010, although the 
incidence of men with low testosterone levels was unchanged.    

      Furthermore, the same study found that the NHS costs of ART 
had increased eight-fold. This raises the possibility that ART is 
being over-prescribed in middle-aged men, who might be better 
off using a PDE5-inhibitor and achieving lifestyle improvements, 
due to the lack of clear guidelines and clinical consensus among 
doctors. This may potentially confer significant risks for men with 
low testosterone. 
      On the other hand, it is also clear that most geriatricians 
(specialists in older people’s medicine) remain unfamiliar 
with ART, and have found ongoing controversies deeply 
unsettling, making them reluctant to consider ART as part 
of their therapeutic armamentarium, even in men with 
a cast-iron diagnosis and evident deficiency syndrome 
(anaemia+osteopaenia+sarcopaenia+fraily+sexual dysfunction). 
Thus, ART is likely being simultaneously under-prescribed, over-
prescribed, and mis-prescribed.
      Determining the symptomatic benefits of ART use in men 
with low testosterone, along with its adverse outcomes and costs, 
is critical to informing decision-making by men, their clinicians, 
healthcare providers, and policymakers. Previous studies have 
recruited a heterogeneous population and have used a range of 
tools to assess quality of life and symptom severity, making it 
difficult for clinicians to compare results across studies.    
      Furthermore, hardly any studies have explored the perceptions 
of men on testosterone therapy, although studies examining the 
effects of endogenous and exogenous testosterone on market 
trading behaviour have identified optimism as a key psychological 
effect. The high withdrawal rates of normal men from trials of 
ART in the role of male contraception indicate the possibility of 
negative effects. Understanding men’s expectations and experiences 
of ART, and the influence this has on their quality of life, would 
contribute further evidence towards determining for whom this 
intervention may be most relevant and beneficial. 
      In summary, the strategy of ART offers several potential 
symptomatic benefits for men with low testosterone, but suffers 
from a conflicting array of evidence which compromises clinical 
decision-making across the NHS. 

THE NEXT STEP
The National Institute of Health Research (NIHR) has recently 
funded a study called the TESTES Consortium aimed at 
addressing the problems surrounding testosterone replacement.    
      This study commenced in September 2018, and has the 
ambitious aim of collating all the individual patient data from 
clinical trials performed around the world. It is hoped that the 
proposed work will identify for the first time which specific patient 
groups will most benefit from ART, and which have the highest 
risk of harmful effects. Findings of the TESTES Consortium will 
be published in late 2020, and are likely to be adopted rapidly in 
clinical guidelines and national policy to influence the treatment 
of men with low testosterone in the UK and internationally.
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CROSSING THE LINE
The Scottish Medicines Consortium has published new advice 
accepting recently-licensed medicines for use by NHS Scotland – 
and SPR is here to keep you posted.

Niraparib (Zejula)

SCOTTISH MEDICINES CONSORTIUM 

AUGUST 2018

MEDICINE FOR THE TREATMENT OF…

Advanced ovarian cancer

Alectinib (Alecensa) A specific rare type of advanced non-small cell lung 
cancer 

Tocilizumab (RoActemra) 

SEPTEMBER 2018

MEDICINE FOR THE TREATMENT OF…

Giant cell arteritis in adult patients

Dupilumab (Dupixent) Moderate-to-severe atopic dermatitis (also known as 
atopic eczema)

Dolutegravir / Rilpivirine ( Juluca)  HIV

Glycerol phenylbutyrate (Ravicti) Urea cycle disorder in adults and children from the 
age of two months

Conestat alfa (Ruconest) Patients with the rare condition of acute hereditary 
angioedema
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Bictegravir / Emtricitabine / Tenofovir alafenamide 
(Biktarvy)

As a new combination therapy, it offers another 
treatment option for patients with HIV



A tiring week working on-call in a busy hospital might not be 
the ideal time to reflect on what the NHS means to doctors. But 
then again, perhaps the most honest reflections come when one is 
immersed in the realities of the NHS as it stands. 
      As I think about my week dealing with a wide range of 
patients, I keep coming back to the fact that, despite its problems, 
irritations, and frustrations, it remains a privilege to practice 
medicine in a system that focuses solely on the need of the patient. 
And that is why doctors, and all of the other professions, put in 
such effort to make it work. 
      One of the key questions now facing doctors is: how can we 
help patients personalise their care? Building a more personalised 
approach to care, in partnership with patients through shared 
decision-making, is perhaps the most important aim of realistic 
medicine – the idea that we must use best available evidence, 
clinical judgement, and patients’ preferences together. The concept, 
however, recognises that evidence-based medicine remains at the 
core of informing best practice and guidance. 
      As clinicians we can sometimes be risk averse at a system level, 
and we may rely more on scientific evidence to inform treatment 
choices. But through shared decision-making, there is more that 
can be done from a professional perspective to establish what 
matters most to patients. This is why we, as a college, support 
the principle of realistic medicine – it gets to the heart of the 
needs and interests of the patient. It should also be noted that 

the responsible use of medication is part of personalised care and 
antimicrobial stewardship.  
      We at the college are passionate about patient care. But we also 
represent the voices of physicians right across the UK, and it would 
be remiss of me not to refer to the challenges that the medical 
workforce is currently facing. Rota gaps inevitably affect patient 
care, and realistic medicine is not much use when there are too few 
clinicians to practice it.  
      Therefore, we recognise the need for safe and sustainable 
staffing levels throughout the NHS – not just in Scotland, but 
in all four corners of the UK. In that regard, we support the 
principles of the Safe Staffing Bill, which was introduced by the 
Scottish government. This piece of legislation aims to create a safe 
level of staffing across health and social care in Scotland.  
      However, we think that legislation alone can’t solve the medical 
workforce gap. Unless we urgently resolve the many rota gaps at 
trainee and consultant level, safe staffing will be a dream, rather 
than a reality. We need to ensure that we continue to recruit and 
retain a world-class workforce to deliver the best possible patient 
care – and this includes staff from the EU and further afield.  
      We look forward to seeing how the new Cabinet Secretary 
for Health and Sport, Jeane Freeman MSP, approaches the Safe 
Staffing Bill, and whether she decides to take the bill in a different 
direction from her predecessor. We are certainly keen to be part 
of this conversation. And we will watch, with interest, when 
MSPs debate the bill this December. We are keen to work with 
the Scottish government to improve workforce planning, taking 
account of such changes as the rise of part-time working, extended 
working, and the needs of an ageing population. 
      Our NHS has been incredibly successful over the past 70 years, 
but let’s ensure that we create the conditions now and provide the 
tools for the NHS to thrive over the coming decades. Doctors 
need to be flexible to new ways of working, and responsive to the 
needs of patients by offering the appropriate and best course of 
treatment in consultation. But the profession must be supported 
too. This includes excellent training and work to address workforce 
gaps, which should result in pressure being taken off doctors. 
      Teamwork and loyalty to colleagues is one of the most 
important characteristics of the NHS. And ultimately, dedication 
to patients is what binds us all together. I’m always heartened 
when I reflect on the commitment of NHS doctors to serve their 
patients. It’s perhaps best summed-up by one college member who 
I recently spoke with who said, ‘I have met amazing people who do 
amazing things, yet regard it as all in a day’s work.’

WHAT DOES THE NHS MEAN 
TO DOCTORS?
Just like that – in what feels like the blink of an eye – 2018 has reached its closing 
chapter, and a sense of anticipation hangs in the air as we contemplate what the 
arrival of a new year might mean. Where do we, as a sector, go from here? 
Professor Derek Bell OBE, President of the Royal College of Physicians of 
Edinburgh, reflects on the profession’s position and how safe and sustainable 
staffing levels continue to warrant prioritisation as we turn our next page.

RCPE

Professor Derek Bell OBE
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Allergy is an abnormal immune reaction to 
an otherwise harmless substance, which is 
termed allergen. This immune reaction may 
lead to chronic allergic conditions, such 
as asthma, rhinitis, and eczema, or acute 
localised or systemic allergic reactions, 
such as to foods, drugs, and insect bites. 
Allergen immunotherapy (AIT) is allergen-
specific i.e. it is only effective against that 
particular allergen or group of allergens 
with similar (cross-reactive) proteins.       
      The aim of AIT is to induce tolerance 
to the causative allergen, and, as a result, 
induce long-term disease remission (termed 
‘immune tolerance’). ‘Desensitisation’ is the 
term used when an allergen (usually food 
or drug) is tolerated with immunotherapy, 
but only while it is being taken regularly; 
following abstinence, intolerance returns. 

IS AIT EFFECTIVE? 
A simple answer is ‘yes’ – but the devil is in 
the details. The efficacy varies depending 
on the quality of extract, the route of 
administration, the selection of patients, 
and the dose and duration of treatment. 
Additionally, the response varies according 
to the type of allergen and the resulting 
disease.

QUALITY OF EXTRACT
During the last few decades, significant 
progress has been made in the quality 
and standardisation of allergen extracts. 
However, many questions remain; the main 
concern is that the w / v of allergen in most 
of these extracts is not comparable between 
different manufacturers, and that there 
is no single standard that governs their 

preparation. 

ROUTE OF ADMINISTRATION
AIT is administered as either subcutaneous 
injections (subcutaneous immunotherapy 
or SCIT) or sublingual / oral 
immunotherapy (SLIT / OIT). SCIT is 
traditionally given once weekly in gradually 
increasing doses (based on increase in 
both volume and concentration) until a 
maintenance dose is reached in four-to-
six months’ time (updosing). Some rush 
protocols, however, could ensure that a 
maintenance dose can be reached in a few 
days, or even 24 hours. (1) 
      For the next three-to-five years, a 
maintenance dose is administered in four-
to-eight-week intervals for three-to-five 
years. (Table 1) This course of treatment 
consumes significant healthcare resources. 
Further, it involves frequent and multiple 
hospital visits, which is inconvenient to the 
patient. SLIT was introduced in the 1980s 
and has been increasingly used in the last 
two decades. (2) Sublingual drops, spray, 
or dissolvable tablets of allergen extract 
are administered once a day (at home) 
for three-to-five years. This convenience 
of home administration and minimal 
healthcare use has led to its popularity, 
especially in children, but compliance may 
be an issue for a treatment that lasts for 
three-to-five years.

DOSE AND DURATION
Most studies conducted with varying 
dose regime came to the conclusion that 
adequate doses of immunotherapy allergen 
extract are required for efficacy. (3)    
      Similarly, most studies have 
demonstrated that a minimum period of 

ALLERGEN IMMUNOTHERAPY

ALLERGEN 
IMMUNOTHERAPY: 
HOW USEFUL IS IT?
In a landmark paper published in the Lancet in 1911, 
Dr Noon first reported the successful use of allergen 
immunotherapy to treat hay fever. The 
immunotherapy technique is remarkable for its 
‘simple concept’ – in that gradually increasing 
exposure, in a stepwise manner, leads to 
desensitisation. This treatment modality has stood 
the test of time as few treatments have survived in 
more or less the same format as they were 
originally introduced over 100 years ago. And yet, its 
use to modify the natural course of established 
disease remains fairly unique to allergy, among 
various non-communicable diseases. Professor S 
Hasan Arshad DM, FRCP, from Clinical and 
Experimental Sciences, Faculty of Medicine, 
University of Southampton, helps to unravel the 
riddle of allergen immunotherapy by addressing the 
preconditions of the treatment’s efficacy, and the 
allergic conditions in which the approach may be 
particularly recommended. 
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three-to-five years of AIT is required to 
achieve long-lasting effect in the range 
of five-to-15 years. (4) There is a general 
consensus that a lower dose adversely 
affects efficacy, and a reduction in duration 
of therapy influences long-term remission. 

PATIENT SELECTION
Most allergic patients are sensitised to 
more than one allergen. In multisensitised 
patients, AIT does not work effectively 
against several allergens, as the dose of each 
allergen has to be reduced accordingly 
to avoid systemic reactions (due to the 
injection of large doses of multiple 
allergens). (5, 6) That does not preclude 
AIT to a single relevant allergen in 
multisensitised individuals.    
      For example, a patient with severe hay 
fever could be effectively desensitised to 
grass pollen while being allergic to multiple 
other allergens. (6) Allergens with high 
cross-reactivity, such as different species of 
grass or tree pollen, can be mixed in one 
treatment extract.

EFFICACY
There is an international consensus that 
both SCIT and SLIT are effective in 
improving symptoms and quality of life 
and in reducing the need for medication. 
(7) However, the critical difference 
between AIT and other drug treatments is 
the ability of the AIT to alter the natural 
course of allergic disease and induce long-
term remission. In other words, the effect 
persists for years after immunotherapy has 
been terminated, which is not known for 
most drug treatments (pharmacotherapy). 
However, the need for long-term and 
relatively expensive AIT raises the question 
of cost-effectiveness compared to other 
inexpensive, effective, and relatively 
safe treatments, such as inhaled, nasal, 
and topical steroids. Few studies have 
specifically looked at cost-effectiveness, but 
significant cost savings and improvement 
in quality of life has been demonstrated. 
(8) Although there are no head-to-head 
trials, where treatment extracts are available 
for both (SCIT and SLIT) routes, the 
SLIT seems a slightly less effective but safer 
alternative. 

SAFETY
Local reaction (swelling and redness at the 
injection site in SCIT, and oral itching 
and tingling in SLIT), are common. 
Systemic allergic reactions occur rarely 
(mild-to-moderate systemic reactions: 
0.1 per cent and anaphylaxis: one-in-
one m injections) during the course of 

SCIT. (9, 10, 11) Although extremely 
rare, fatalities have been reported with 
SCIT and hence, it is a requirement that 
SCIT is only given by trained personnel 
in outpatient clinics or day centres, where 
facilities for resuscitation are available. (12) 
Poorly-controlled asthma and significant 
cardiovascular disease increases the risk, 
and hence SCIT is not recommended in 
these patients. (10) A major advantage 
of SLIT is the very low risk of systemic 
reactions and no fatalities have been 
reported. 

ALLERGIC 
CONDITIONS WITH 
POTENTIAL USE OF 
AIT
The response to treatment varies according 
to how closely an allergic disease is causally 
related to the index allergen. For instance, 
it’s very effective in seasonal allergic rhinitis 
due to pollen allergy and in insect (bee and 
wasp) allergy, which are monofactorial, IgE 
mediated allergic conditions. Diseases that 
are multifactorial, such as perennial allergic 
rhinitis and asthma, where IgE mechanisms 
play a role but others factors are also 
important, are somewhat less responsive 
to AIT. In these chronic conditions, AIT 
is still effective as an adjuvant to other 
anti-inflammatory therapies. In this 
context, food allergic reactions fall into 
the former category. However, the use of 
AIT in food allergy had been limited until 
recently because of concerns regarding 
systemic reactions. In the last decade 
several studies have shown effectiveness of 
oral immunotherapy, successfully inducing 
desensitisation to peanut, cow’s milk, and 
egg.  
      Although the effectiveness of AIT is 
not necessarily related to the severity of 
the allergic condition, for practical reasons 
(expense, risks, and duration of treatment), 
most physicians would not consider 
using it in mild disease. AIT is therefore 
commonly used for pollen, insect venom, a 
house dust mite, and an animal allergy. Its 
use for mould and cockroach allergen is less 
well-documented. 

ALLERGIC RHINITIS
AIT is recommended for patients with 
moderately severe allergic rhinitis, not 
well-controlled on allergen avoidance, plus 
optimal pharmacotherapy (a combination 
of antihistamines, steroid nasal spray and 
eye drops). (10) Avoidance of allergen is 

often challenging for perennial allergens, 
such as house dust mites, moulds, and 
animal dander, and nearly impossible for 
seasonal allergens, such as grass and tree 
pollens. In these patients, quality of life and 
work is affected, and children with severe 
hay fever have been shown to underachieve 
in their school exams. Systemic steroids 
are often required to control symptoms 
with the risk of long-term adverse health 
consequences. 
      The effectiveness of SCIT is well-
documented in both seasonal and 
perennial allergic rhinitis. (13, 14) A 
significant recent advance means that 
SCIT to grass and / or tree pollen can 
now be administered as four pre-seasonal 
injections, avoiding the need for lengthy 
updosing and year-round injections, which 
makes this treatment more affordable and 
convenient. (15-17) Over the last 20 years, 
evidence is gradually accumulating for the 
effectiveness of SLIT in allergic rhinitis, 
both seasonal and perennial. (18) 

ASTHMA
Cochrane and other systemic reviews 
have confirmed that AIT is effective in 
allergic asthma and has a steroid-sparing 
effect. (19) However, in the UK, AIT 
plays practically no role in the treatment 
of asthma. This is partly historical as 
respiratory physicians, who treat asthma 
in the UK, are not trained in the use 
of AIT. Additionally, questions remain 
regarding its cost-effectiveness in mild-
to-moderate asthma, where topical 
steroids in combination with long-acting 
bronchodilators or other additive therapies 
(such as leukotriene antagonists) are 
effective and convenient with a low risk 
of adverse effect. In poorly-controlled 
asthma, where there is a significant unmet 
need, AIT is contraindicated due to a 
high risk of systemic reaction, and new 
biological therapies (such as omalizumab, 
meoplizumab) are increasingly used as safe 
and effective alternatives. 

VENOM ALLERGY
AIT is very effective in inducing tolerance 
to bee and wasp venom for those who 
have had anaphylaxis to bee or wasp with 
improvement in their quality of life. (20) 
It is administered as SCIT, usually using 
the traditional regime of weekly, and 
then monthly, injections (although rush 
immunotherapy regimes are also safe and 
effective). Once AIT is completed, the risk 
of anaphylaxis is extremely low and there 
is generally no need for these patients to 
carry adrenalin autoinjector. This is useful 

ALLERGEN IMMUNOTHERAPY
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for those with a high risk of repeated bee 
and wasps stings, such as gardeners and 
bee-keepers.

DRUG ALLERGY
Drug allergic reactions are common, but 
in most cases, an alternative drug can be 
used equally effectively. Hence, avoidance 
of the drug in question is the first line of 
management. However, when a suitable 
alternative is not available, for instance, in 
a diabetic patient who is allergic to insulin, 
or in a cardiac patient who is allergic 
to aspirin, desensitisation to the drug is 
possible.       
      The drug is administered in gradually 
increasing doses until the effective dose of 
the drug is tolerated. 

FOOD ALLERGY
Oral immunotherapy (OIT) to major 
food allergens, such as cow’s milk, eggs, 
and peanuts has been shown to be 
effective in inducing desensitisation when 
administered in gradually increasing 
amounts over a six-to-12 months period. 
The food is used as raw or in modified 
forms with or without adjuvant therapy. 
The risk of anaphylaxis is uncommon, but 
may occur in five-to-10 per cent of patients 
during the course of treatment. Most 
studies have been in children – although a 
few adult studies show similar efficacy.    
      Despite the fact that the success rate 
reaches 80 per cent, most children have to 
continue to consume the food on a daily 
basis to keep their tolerance. (21) Although 
increasingly used in many centres there is as 
yet no consensus on the best approach with 
regards to the dose, duration, and patient 
selection in food OIT. 

PREVENTION OF DEVELOPMENT 
OF ALLERGY
Interest is growing in the use of AIT 
to prevent the development of allergic 
sensitisation, rhinitis, and asthma in high-
risk children, and a few published studies 
confirm proof of concept. (22) However, 
more evidence is needed using large 
randomised controlled trials design before 
this preventive use of AIT finds it place in 
routine clinical practice.  
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Dilution

1:1000

Concentration Volume (ml) Dosage (SQU*)

100 SQU*/ml 0.2 20

0.4 40

0.8 80

1:100 1000 SQU/ml 0.2 200

0.4 400

0.8 800

1:10 10 000 SQU/ml 0.2 2000

0.4 4000

0.8 8000

1:1

100 000 SQU/ml 0.1 10000

0.2 20000

0.4 40000

0.6 60000

0.8 80000

1.0 100000

Maintenance 
Phase

Three-to-five 
years

1.0 100,000

Table 1: A Sample Schedule for Subcutaneous Immunotherapy



What a cracking summer we've had – but now the leaves are 
turning, the air is certainly cooler, and it’s definitely windier up 
here in the North-East of Scotland!  
      With the change in weather comes a change in ailments 
we see in our busy, rural community pharmacy. Gone are the 
minor ailment requests for insect bites, hay fever, and this year, 
surprisingly, sunburn! They've been replaced by the inevitable 
coughs, colds, and sore throats.  

PREPARATION IS PARAMOUNT
It’s also the time of year in which we prepare for the upcoming flu 
season. We’re entering our eighth year of offering a flu vaccination 
service, and its popularity has grown every year. I always look 
forward to delivering this service, as it gives me an opportunity to 
touch base with many patients that we don’t see very often in the 
pharmacy. I see the same faces every year and enjoy catching up 
with them and asking how their year has been. In addition to the 
private vaccination service, we also vaccinate NHS staff, carers, etc, 
who are eligible for a free flu vaccination through NHS Grampian 
occupational health. 
      Easier access to the flu vaccination will not only protect the 
staff providing these essential services, but also the patients they 
see every day. I hope we will see an increase this year in NHS staff 
getting vaccinated against the flu, as the numbers have historically 
been quite low.  

DEALING WITH THE PRESSURE
We are a very busy rural pharmacy serving a local population of 
over 10,000, and have a great working partnership with the local 
GP surgery. The winter months put a massive strain on the NHS, 
so we really try to do our part to reduce pressure on the local GP 
surgery and out-of-hours service on a Saturday. Treating patients 
through the minor ailment service is one way we do this, and we 
have been actively promoting this service since it started. 
      All of our staff are familiar with the Grampian minor ailment 
formulary, which ensures that they know which conditions and 
treatments can be offered under this service. This reduces the 
amount of unnecessary referrals to the local GPs or advanced nurse 
practitioners. The PGDs for UTI and impetigo have also been very 
welcome and help us to treat patients quickly and effectively. My 
hope is that we will continue to see more of these types of services 
provided in community pharmacy.   

BEING OF SERVICE
Working on a Saturday, I utilise the unscheduled care PGD on a 
frequent basis for patients who have run out of their medication.    
      This is a particularly useful service over the holidays when 
it may take longer to access a prescription. We also provide an 
essential delivery service to our elderly and house-bound patients, 
and our delivery driver just asked about putting on winter tyres to 
ensure that she can make the deliveries to these patients this winter.  

GOING THE DISTANCE
This time of year people are often thinking about getting away 
for some winter sunshine and we are able to provide a full travel 
vaccination service now as well. We started offering this service last 
year, and I have been amazed how many patients didn’t realise that 
they should be getting travel vaccines or anti-malarials for some 
very common destinations. They were often relying on advice from 
travel agents, which has been inaccurate in many cases. We are 
happy to provide timely access to vaccinations, anti-malarials, and 
travel advice for patients to keep them safe and healthy on their 
travels. 

READY AND WAITING
Working in close partnership with the local GP surgery helps us to 
provide the best, most efficient care to our patients and utilises our 
resources effectively. Whether it be a simple cough or cold remedy, 
flu vaccination, travel advice, or a delivery in snowy conditions, 
we are prepared to offer a wide range of services to our patients to 
keep them healthy throughout the winter months.

BREAKING THE ICE
Winter’s arrival is imminent, but the season’s trends don’t just relate to 
embellished knitwear and festive feasts – it has a profound impact on the 
running of our routine healthcare too. What are the main shifts which 
engulf the pharmacy industry? And how can we stay ahead of the 
challenges? Michelle Strachan, Pharmacist Manager for Rowlands 
Pharmacy, Mintlaw, shares her first-hand perspective.

WINTER PHARMACY 

Michelle Strachan
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THE PICTURE OF HEALTH
The Society of Radiographers represents more than 90 per cent of the diagnostic and 
therapeutic radiography workforce across the UK; highlighting, supporting, and
advancing their cause. In this edition of SPR, the organisation details the different 
streams of radiography, and how it is placed to support and guide the radiography 
profession.

Founded in 1920, The Society of Radiographers is the 
trade union and professional body for the diagnostic and 
radiotherapy workforce. The College of Radiographers is a 
charity which exists for the benefit of the public. 

The objectives for which The Society of Radiographers is 
established include:
• To promote and develop, for the public benefit, the science 
and practice of radiography and radio-therapeutic technology 
and allied subjects
• To promote, study, and research work in radiography and 
radio-therapeutic technology and allied subjects, and to publish 
the results of all such study and research
• To further public education therein 

RADIOGRAPHY WORKFORCE
The radiography workforce delivers diagnostic and 
radiotherapy services in a range of health and social care 
settings across the UK.
      Radiographers are pivotal to delivering fast and reliable 
diagnoses of diseases, as well as curative and palliative treatment 
and care for patients. A large majority of patients will be 
referred for imaging during their treatment, and radiographers 
are key to the delivery of successful clinical outcomes.

DIAGNOSTIC RADIOGRAPHY IN 
CLINICAL CARE
ACCIDENT AND EMERGENCY
The radiography workforce within emergency services provides 
imaging 24 hours a day, seven days a week, 365 days a year.         
      Radiographers are involved throughout the diverse range 
of emergency medicine, including services in minor trauma 
units, major trauma and resuscitation units, and everything in 
between. Increasingly, minor trauma units in the UK are led by 
healthcare professionals and radiographers have a unique set of 
skills which allow them to triage the patient on arrival, acquire 
any necessary images, report the findings, and discharge, treat 
and / or refer the patient appropriately. 
      Emergency department imaging includes mobile imaging 

where radiographers are required to obtain images of the 
patient while they are in the resuscitation unit and / or 
operating theatres. These radiographers are able to work quickly 
and calmly under extreme pressure, leading the imaging process, 
and providing the information needed for an immediate 
diagnosis to ensure effective treatment.    
      Diagnostic tests need to be fast and accurate, and 
radiographers undertaking this work not only have highly 
specialist skills in imaging modalities, but are experienced in the 
care and techniques required for scanning acutely ill patients 
who require urgent assessment during a critical period of the 
care pathway. 
      CT in major trauma, Computed Tomography (CT), 
plays an essential role in the rapid diagnosis of major trauma 
cases and a whole body CT protocol has emerged as the gold 
standard in the UK for major trauma. It’s widely available and 
allows for ease of monitoring the patient during scanning. 
For blunt chest trauma, CT is able to rapidly demonstrate 
aortic injury, diaphragmatic tears, and bone fractures. It’s also 
excellent for depicting spinal fractures and abdominal trauma, 
such as ruptured spleen. 

STROKE MANAGEMENT
Patients with acute brain attack require rapid access to high 
quality and appropriate imaging in order to diagnose the type 
of stroke.    
      Radiographers are a vital part of the specialist stroke care 
team, and within the UK there are many clinical imaging 
departments’ operating systems which allow for rapid access 
scanning of patients – 24 hours a day, seven days per week. 
      Diagnostic tests need to be fast and accurate, and 
radiographers undertaking this work not only have highly 
specialist skills in imaging modalities, but are experienced in the 
care and techniques required for scanning acutely ill patients 
who require urgent assessment during a critical period of the 
care pathway. Radiographers may also have the advanced skills 
to review and report the images obtained to help facilitate 
rapid access to thrombolytic therapy by the stroke care team, or 
neurosurgical review within the time-scale required. 

CARDIAC SERVICES
The radiography workforce is a vital part of the specialist 
cardiac care team. Patients with a suspected heart attack or 
myocardial infarct require rapid access to high quality and 
appropriate imaging in order to diagnose the problem and 
provide interventional treatment. Patients with symptoms of 
cardiovascular disease require imaging to determine the extent 
of the disease process in order to establish the process for 
elective treatments. 
      Digital angiography and a variety of imaging modalities 
are used to diagnose cardiac and cardiovascular disease. For 
suspected coronary artery disease, specialist equipment is 
used to identify diseased arteries through a process of digital 

RADIOGRAPHY
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subtraction angiography. The radiographer is responsible 
for imaging the heart in a number of projections (or views) 
to demonstrate each of the cardiac arteries and any areas of 
occlusion or narrowing. Many radiographers have extended 
their roles to undertake further clinical activities, including the 
injection of contrast agents to enhance the appearance and aid 
the positioning of a stent to maintain the patency of the artery. 
Cardiac CT angiography of the heart can also be carried out 
using computed tomography (CT), particularly in cases where 
patients have symptoms of angina. This is a very technically 
demanding examination, requiring radiographers to have expert 
CT skills and detailed anatomical knowledge.  

NEURO-RADIOGRAPHY
Neuro-radiography is a subspecialty of radiology, focusing on 
the imaging of the brain, spinal cord and peripheral nervous 
system. It’s used to diagnosis a range of conditions, including 
tumours, vascular malformations, aneurysms, and stroke. 
Neuro-radiography encompasses a broad range of imaging 
modalities which, coupled with the vital need for focused 
and excellent patient-centred care, means that a high level 
of knowledge and skills are required from the radiography 
workforce. Radiographers specialising in neuro-radiography 
have a strong working knowledge of neuro-anatomy and an 
in-depth understanding of advanced techniques for image 
acquisition. They carry out complex procedures to inform the 
clinical decision-making and improve outcomes for patients 
with existing or suspected neurological conditions. Plain 
radiography has its place in neuro-radiography and may be used 
in conjunction with angiography (where contrast is injected 
into blood vessels). 
      CT in neuro-radiography CT is commonly used to diagnose 
patients attending as emergency cases with an acute cerebral 
event, such as CVA (cerebral vascular accident) SAH (sub-
arachnoid haemorrhage) and ICH (intracerebral haemorrhage), 
and is the first-line investigation for traumatic brain injury, 
allowing for rapid diagnosis and treatment. 
      CT angiography is used in neuro-radiography to examine 
the blood vessels in the brain and can identify abnormalities 
such as small aneurysms and arteriovenous malformations 
(AVM). CT perfusion is commonly utilised in the diagnosis of 
ischaemic stroke.
      MRI in neuro-radiography MRI allows for both structural 
and functional multi-planar imaging with the advantage of no 
radiation dose to the patient. Structural MRI demonstrates 
brain structure identifying congenital abnormalities and 
pathologies, such as brain tumours. The intracranial circulation 
can be imaged quickly without the need for injection of 
contrast agents, allowing identification of conditions such as 
sub-arachnoid haemorrhage. Functional MRI is very sensitive to 
blood flow and can detect early blood flow changes in the brain: 
this is essential in stroke imaging. Functional MRI can also be 
used in the diagnosis of metabolic diseases, such as Alzheimer’s, 
and in diagnosing lesions on a finer scale. Magnetic Resonance 
Angiography (MRA) is commonly used as a non-invasive 
method of imaging the cerebrovascular anatomy. 

OBSTETRICS
Since its first reported use in obstetrics in the UK, ultrasound 
has become an invaluable aid to the diagnosis and management 
of pregnancy-related problems. There are very few other 
imaging options available because of the need to avoid the use 
of ionising radiation in pregnancy. Radiographers specialising in 
ultrasound (sonographers) are an important part of the hospital 

imaging team, using independent judgement to produce high 
quality diagnostic information, and optimise patient care.      
      As well as being highly skilled in operating sophisticated 
technology, sonographers have advanced knowledge and 
understanding of psychological, sociological, and cultural 
factors and their relevance and impact upon the management of 
patients undergoing obstetric ultrasound examinations. 

NON-OBSTETRICS
As a major imaging modality, ultrasound has a very wide range 
of applications aside from its well-known use in pregnancy. 
General examples include the identification of pathology 
affecting the abdomen, pelvis, heart, blood vessels, neonatal 
brain, breast, testes, thyroid, and the musculoskeletal system. 
Specific examples of its use include the diagnosis of gallstones, 
liver disease, urinary tract obstruction, gynaecological 
pathology, testicular malignancy, and abdominal aortic 
aneurysms. Carotid ultrasound contributes to the stroke 
pathway, and cardiac ultrasound is essential to diagnosis and 
management in that field. 

IMAGE INTERPRETATION, FILM READING AND 
CLINICAL IMAGING REPORTING
Key to attaining good healthcare outcomes is getting the correct 
diagnosis in a timely manner. This has already put significant 
pressure on clinical imaging services in terms of the volume 
of examinations carried out, the increasing complexity of 
imaging investigations, and the speed with which these need 
to be delivered. As diagnostic and treatment pathways develop, 
expansion of existing clinical imaging services (seven / seven 
and 24 / seven working) and the introduction of new services 
are likely to compound existing pressures. 
      Diagnostic radiographers are supporting the development 
of imaging services by extending their practice to include 
diagnostic image interpretation. With appropriate skills 
development, they make first-line interpretation of images 
in support of patient management (preliminary clinical 
evaluations) and, following approved post-graduate training, 
provide definitive reports for a wide range of examinations. 
Radiographers in the UK currently contribute to the clinical 
reporting workload in a number of examination categories, 
including musculo-skeletal imaging in trauma and pathology, 
gastrointestinal imaging, breast screening, ultrasound, adult 
chest and abdomen imaging, cross-sectional imaging of the head 
and neck, and some MR and nuclear medicine procedures. 
      Advanced practice radiographers participate in stringent 
processes of audit and ongoing professional development to 
ensure that high standards – commensurate with those of the 
consultant radiologist reporting a similar examination – are 
maintained. 

GASTROINTESTINAL IMAGING
Gastrointestinal (GI) imaging is a flourishing subspecialty of 
radiology and is being undertaken by radiographers in many 
hospitals with little or no radiologist involvement. 
      However, as in all forms of medicine, early diagnosis is 
essential and specialist radiographers work closely with the GI 
team to enhance clinical outcomes for patients.
      Over the last two decades the barium swallow and 
barium enema – have become areas of advanced practice for 
radiographers who carry out procedures previously undertaken 
by radiologists.

RADIOGRAPHY
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Keeping good patient records supports good clinical decision-
making and continuity of care, as well as having an important 
medico-legal purpose in the event of a complaint or claim.
      However, there can be times where a patient may disagree 
with a clinical opinion, or where the record of a consultation or 
episode of treatment could be upsetting for a patient. 
      Increasing public attention has resulted in many people 
becoming more aware of their rights as a ‘data subject’ and the 
implementation of the General Data Protection Regulation 
(GDPR) and Data Protection Act 2018 on 25th May 2018 
has resulted in the Medical Defence Union (MDU) receiving 
numerous queries on this issue. Consequently, practices need to 
know their legal obligations in these situations.  
      The basic principles of the GDPR are similar to those set 
out in the Data Protection Act 1998, and so most medical 
professionals will already be largely compliant. However, the 
new legislation requires greater transparency from organisations 
who hold personal data, and makes the rights of data subjects 
much more explicit, including the right to correct inaccuracies 
(Article 16 of the GDPR).

MANAGING PATIENT REQUESTS 
In Guide to the GDPR, the Information Commissioner’s Office 
(ICO) outlines how to respond appropriately when patients (or 
their representatives) exercise their legal rights: 
• Requests for rectification can be made verbally or in writing
• Requests can be made to any part of an organisation rather 
than a specific person
• A request should be considered valid as long as the individual 
has challenged the accuracy of their data and has asked you 
to correct it. There is no need for individuals to reference the 
GDPR
• It is good practice to have a policy for recording details of 
requests and to check you have understood them. The ICO 

recommends keeping a log of verbal requests
• You can’t charge a fee to comply with a request for rectification 
unless the request is manifestly unfounded or excessive when 
it’s possible to charge a ‘reasonable fee’ for the administrative 
costs. However, you must be able to justify your decision, and 
under such circumstances it’s a good idea to seek advice from 
your medical defence organisation. There is no definition of 
what constitutes a manifestly unfounded or excessive request, or 
a reasonable fee
• You must act upon the request without undue delay, and at 
the latest within one calendar month of receipt. This may be 
extended by a further two months when the request is complex, 
but you must keep the requestor informed

AMENDING RECORDS
While patients have the right to report factual inaccuracies, 
or question the content of the records, they’re unable to alter 
their records because they find them upsetting, or because they 
disagree with them.    
      The ICO states that the right of rectification doesn’t mean 
that doctors are required to remove their clinical opinions, in 
that, ‘It is often impossible to conclude with certainty… whether 
a patient is suffering from a particular condition. An initial 
diagnosis (or informed opinion) may prove to be incorrect after 
more extensive examination or further tests. Individuals may 
want the initial diagnosis to be deleted on the grounds that 
it was, or proved to be, inaccurate. However, if the patient’s 
records accurately reflect the doctor’s diagnosis at the time, 
the records are not inaccurate, because they accurately reflect a 
particular doctor’s opinion at a particular time. Moreover, the 
record of the doctor’s initial diagnosis may help those treating 
the patient later.’
      Records that are an accurate representation of the situation at 
the time the note was written can’t be altered. However, you can 
make a note on the record to indicate that the patient disagrees 
with the original opinion. If the correction is a factual detail, 
such as a misspelt name or incorrect contact details, then it must 
be clear who made the amendment and when, as computerised 
records usually create an audit trail.
      If a request is refused, it’s essential that you explain to the 
patient why this decision has been made and inform them of 
their right to complain to the ICO. The ICO also recommends 
keeping a note, indicating that the patient challenges the 
accuracy of the information in the records, and their reasons for 
doing so. Ultimately, a patient’s record should be complete and 
accurate to ensure that they receive appropriate care. If you have 
disclosed the personal data to others, such as in secondary care, 
you should contact the recipients, if possible, to inform them of 
any amendments to the data.

SETTING THE RECORD STRAIGHT
It’s in a medical professional’s best interest to keep clear and accurate patient records, 
including all relevant information – from history and differential diagnosis, to the patient’s 
concerns, and expressed wishes that may be discussed during a consultation. But in 
conjunction with this responsibility is a complex course of decision-making. Carol Chu, 
Medico-Legal Adviser at the Medical Defence Union, outlines the potential records-related 
dilemmas which you may come across, and weighs in on how to respond to patients who are 
concerned about the contents of their medical records without compromising integrity. 

MEDICAL RECORDS

Carol Chu
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WIDER CHOICE, GREATER SAVINGS FROM THE ZERODERMA RANGE

NEW

WIDER CHOICE, GREATER SAVINGS FROM THE ZERODERMA RANGE

The Zeroderma range now includes 
five creams, one ointment, one gel, 
two bath additives and a new barrier 
cream. All Zeroderma products are 
gentle on the skin and do not contain 
the harmful irritant sodium lauryl 
sulfate (SLS). 
Zeroderma products are similar in formulation 
to around 40% of emollients currently 
prescribed by Health Boards and offer cost 
savings of up to 37%, with no compromise 
on patient care. Around 80% of formularies 
and prescribing guidelines already include at 
least one Zeroderma product.  

The Zeroderma emollient & barrier cream 
range is available on prescription.  

A CCG who recently started using the 
Zeroderma range commented:  

‘Emollient prescribing has been a  
useful area to address as part of 

QIPP. The focus has been on optimising 
patient care by offering emollient 
products that patients are happy to use. 
Feedback from GPs has been positive 
and changes have been simple to 
implement. Patient care has not been 
compromised and changes to the 
product prescribed have been 
acceptable to most patients.’ 

Zeroveen® Cream – a 2-in-1 emollient 
containing natural oatmeal. 
Zeroveen is a non-greasy, silky, 2-in-1 moisturising  
cream and wash containing natural oatmeal. With proven  
24-hour moisturisation1, Zeroveen has both occlusive and 
humectant properties, as it contains glycerol to actively 
draw moisture into the skin. The 500g airless pump 
dispenser offers less than 2% wastage. 

NEW Zerolon® Barrier Cream – helps 
to prevent irritation from bodily fluids. 
Zerolon Barrier Cream moisturises and protects damaged, intact or 
inflamed skin, and is suitable for use with incontinence pads2. Zerolon 
barrier cream is available in a 28g and 92g tube and only requires 
pea-sized amounts for application, and is resistant to wash off2.  

Survey shows the benefits  
of Zerodouble® Gel 
Zerodouble Gel is a highly moisturising, double-action 
emollient gel. Results from a recent survey with over 
300 members of the Psoriasis Association3 showed 
that 97% liked the feel of Zerodouble Gel, 91% said it 
was as good as or better than their current emollient 
and 84% wanted to continue using Zerodouble Gel. 

By changing from proprietary emollient & barrier 
cream brands to the cost-effective Zeroderma range, 
the NHS could save over £10 million4 p.a.  

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

QIPP 
TOOLKIT

Thornton & Ross, Linthwaite,  
Huddersfield HD7 5QH   
01484 842217 
www.zeroderma.co.uk 
zeroderma@thorntonross.com  1
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For FREE samples for patient evaluation please  
email: zeroderma@thorntonross.com 

Up to 

31%  
cost saving 
per pack

Up to 

29%  
cost saving 
per pack

Up to 

16%  
cost saving 
per pack

How much could you save with 
the Zeroderma range?
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LEPROSY

LEPROSY – THE 
STORY CONTINUES 
It’s not surprising that a diagnosis of 
leprosy may have a devastating effect 
on someone’s life, and a fundamental 
effect on their mental health. In fact, 
the discrimination all-too-often 
attached to it can lead to depression, 
divorce, family breakdown, 
homelessness, and the loss of a job 
or business. The impact and 
consequences of leprosy’s stigma 
can sadly be for life – so what tools 
and research can we release to 
society to overhaul its thinking? 

We mentioned back in January that leprosy is a mildly 
infectious disease and one that can be completely cured by 
antibiotics. But because leprosy is hard to diagnose at the early 
stages, and often left untreated, it can cause immense physical 
suffering and disability, such as nerve damage, blindness, 
and damage to the face and limbs. Its characteristic lack of 
sensation can lead to injury, severe ulcers, the loss of fingers 
and toes, and irreparable damage to hands and feet. Any 
connection to leprosy may result in someone being ostracised; 
but it is the visible impairments caused by the disease that most 
often result in a leprosy-affected person or their family being 
the subject of stigma and discrimination.

IDENTIFYING THE BARRIERS TO 
EARLY CASE DETECTION FOR 
WOMEN AFFECTED BY LEPROSY – 
VG PRICE
Research carried out by former The Leprosy Mission intern, 
Victoria Price, has been published recently in Global Health 
Action. Her work showed that women who had concealed 
leprosy due to self-stigma and fear of stigma and discrimination 
more frequently reported feelings of sadness, shame, low 
self-esteem, and depression, and that these feelings often 
resulted in social isolation. Her research also highlighted that 
women’s financial dependence on men, lower social status, and 
the insensitivity of some leprosy services must be addressed 
if women are to be diagnosed and treated on time, and their 
disability prevented. 

MUNIA MAJHE’S STORY 
Munia Majhe was 21 years old when this photograph was 
taken. She was formally diagnosed with leprosy in 2009, but 
before her diagnosis, only presented with anaesthetised patches 
on her skin and the disease progressed unchecked.       
      Eventually her family suspected that she had leprosy; she 
was violently ejected from the family home and even set alight 
by her relatives. Traumatised and destitute, she had to squat at 
the local railway station where she begged to survive. Within 
two weeks, she developed severe ulcers but was discovered by 
a passer-by and taken to Purulia Leprosy Hospital in West 
Bengal where the amputation of her badly-infected feet was the 
only option to save her life. 

COUNSELLING  
For those suffering from depression, self-stigma, or a lack of 
confidence caused by leprosy, counselling is part of the solution 
to improved mental health. Dedicated members of staff at 
Anandaban Leprosy Hospital, Nepal work as counsellors with 
patients affected by leprosy. 
      Leprosy is a stigmatised disease and a diagnosis of leprosy 
often leaves the patient believing that they are evil and 
cursed. Staff build up courage and self-esteem through group 
discussions and by individual and family counselling sessions.  
It is a lengthy process and patients are seen many times. 

Munia Majhe 
Copyright: The Leprosy Mission
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MAHENDRA’S STORY
Mahendra is a young man severely affected by leprosy. After 
his diagnosis, he was rejected by his father. When he arrived at 
Anandaban Leprosy Hospital his leg was badly wounded and 
later amputated. He received no visitors and became depressed.    
      After many counselling sessions, his self-esteem was rebuilt. 
However, with his amputation and the risk of further injuries, 
it’s unlikely that he will become a farm labourer; a common 
occupation in his neighbourhood. Through leprosy he has 
lost most fingertips and his joints are swollen which might 
prevent him from intricate work, such as mending mobile 
phones. He has been thinking of opening a small shop, but 
fears that people would not want to be served by him due to his 
impairments. It’s likely he will face rejection and that he may 
have to locate to a local leprosy community, unless The Leprosy 
Mission can step in. 

OPERATIONAL RESEARCH INTO 
NEW METHODS TO TACKLE 
STIGMA – DR ELIZABETH 
MASON-WHITEHEAD
Elizabeth Mason-Whitehead, Professor of Health and Social 
Care at the University of Chester, hopes that her research 
into leprosy stigma may help improve the quality of life for 
the millions worldwide who are affected by the disease. She 
undertook her research at The Leprosy Mission Hospital, 
Naini Allahabad, Uttar Pradesh, India, where she used a 
stigma-analysis tool, Looking at Me, to reveal how stigma 
impacts on the daily life of a person affected by leprosy. 
      She concludes that, ‘The stigma and discrimination 
experienced by a person diagnosed with leprosy can have a 
devastating effect on their life and a profound effect on their 
mental health. A better understanding of the impact that 
leprosy has on people’s mental health will help the development 
of effective support programmes to improve the inner 
wellbeing of some of the world’s most marginalised people. 

   

    

         

      
      Purulia Leprosy Hospital, West Bengal, Anandaban 
Leprosy Hospital, Nepal, and The Leprosy Mission Hospital, 
Naini Allahabad, Uttar Pradesh are The Leprosy Mission 
hospitals funded by the generous donations of its supporters.  

DISCRIMINATORY LAWS 
Research carried out by The International Federation of Anti-
Leprosy Associations, known as ILEP, shows that there are 185 
laws that discriminate against people affected by leprosy and 
their families. 
      119 of these laws can be found in India, and they result in 
a myriad of discrimination against people affected by leprosy, 
including their separation and segregation, their ability 
to use public transport, their marriages and divorce, their 
employment, and ability to vote. 
      A Private Member’s Bill was introduced to India’s 
parliament by Justice KTS Tulsi MP to abolish all 119 laws at 
the national and state level. The Leprosy Mission, working with 
Justice Tulsi, will campaign for this bill passed. Until then, 
people with leprosy will be lawfully discriminated against in 
India.   

           

      For more information, or to donate, visit www.
leprosymission.scot, call 01786 449266, or email contactus@
leprosymission.scot.

      The Leprosy Mission Scotland, Suite 2, Earlsgate Lodge, Livilands Lane, 
Stirling, FK8 2BG
      Registered Charity No. SC022411
      A company limited by guarantee registered in Scotland No. SC356041
      To preserve confidentiality, the names of some of the individuals featured in 
this article have been changed.

Mahendra
Copyright: The Leprosy Mission

Dr Mason-Whitehead conducting 
research into leprosy stigma
Copyright: The Leprosy Mission

A community motorbike rally in support 
of the Private Member’s Bill
Copyright: The Leprosy Mission
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HELP FOR MENTAL HEALTH
With matters of mental health coming under the glare as 
much as physical ailments, the possibility of new, innovative 
aids is an area which must be explored. Cannabidiol (CBD) 
has opened up vast new territory in this area; having recorded 
positive results in terms of boosting sleep and lessening anxiety, 
depression, and stress. 
      Strengthening the stance that CBD possesses promising 
therapeutic potential in the treatment of broad-spectrum 
depression in preclinical and human models is an article in the 
journal, Molecular Neurobiology. The study found that a single 
dose of CBD in rats with symptoms of depression was highly 
effective, eliminating the signs on the same day, and maintaining 
the beneficial effects for a week.
      As for how this link can be employed to build on how we 
offer help to patients, according to Sâmia Regiane Lourenço 
Joca, a professor in the University of São Paulo’s Ribeirão Preto 
School of Pharmaceutical Sciences in Brazil, if studies in humans 
also find CBD to be beneficial in treating depression, given 
that CBD is already used in humans to treat other diseases or 
disorders, ‘they could result in an important advance in the 
treatment of depression, potentially helping patients who suffer 
for weeks, often with a risk of suicide, until the treatment starts 
working.’
      Additionally, the constituent of cannabis is being considered 
as a new class of treatment for psychosis – a position presented 
in King’s College London research which has acknowledged 
its significant benefits in a clinical trial. During this process, 
patients treated with CBD had lower levels of psychotic 
symptoms than those who received a placebo, and were more 
likely to have been rated as ‘improved’ by their psychiatrist.    
      There were also trends for improvements in cognitive 
performance and in their level of functioning. 
      Professor Philip McGuire, the lead author, from King’s 
College London’s Institute of Psychiatry, Psychology & 
Neuroscience, said, ‘Although it is still unclear exactly how CBD 
works, it acts in a different way to antipsychotic medication, 
and thus could represent a new class of treatment. The study 
indicated that CBD may be effective in psychosis: patients 
treated with CBD showed a significant reduction in symptoms, 

and their treating psychiatrists rated them as having improved 
overall.’

A CANCER-RELATED QUEST
CBD may also act as a tool for helping to combat the aggression 
associated with pancreatic cancer; a condition which commands 
action considering that each year around 9,800 people in the 
UK are diagnosed with it.
      The findings extracted during a study led by Queen Mary 
University of London and Curtin University, Australia, 
showcased that mice with pancreatic cancer that were treated 
with a naturally occurring constituent of medicinal cannabis 
alongside chemotherapy survived almost three-times longer than 
those treated with chemotherapy alone. 

OPPORTUNITIES IN EPILEPSY 
CBD’s use has filtered into epilepsy care too – demonstrating 
significant potential in a recent study published in New England 
Journal of Medicine, which assessed two doses of the cannabis-
derived medication’s effectiveness in Lennox-Gastaut syndrome.
      The researchers compared two doses of CBD to a placebo, 
leading to a 41.9 per cent reduction in ‘drop seizures’ – a type of 
seizure that results in severe loss of muscle control and balance 
– in patients taking a 20 mg/kg/d CBD regimen; a 37.2 per cent 
reduction in those on a 10 mg/kg/d CBD regimen; and a 17.2 
per cent reduction in a group given a placebo.
      ‘This new study adds rigorous evidence of CBD’s 
effectiveness in reducing seizure burden in a severe form of 
epilepsy and, importantly, is the first study of its kind to offer 
more information on proper dosing,’ explained the study’s first 
co-author, Dr Orrin Devinsky, MD, a Professor of Neurology, 
Neurosurgery, and Psychiatry at NYU School of Medicine, and 
Director of NYU Langone's Comprehensive Epilepsy Centre.

WHAT ELSE?
• Although boasting a host of medical benefits, perhaps most 
notably, CBD has been cast as a key competitor in the pain 
management arena, alleviating chronic pain and helping 
sufferers of fibromyalgia
• The anti-inflammatory properties aligned with CBD present 
it as a possible treatment for a host of skin diseases, including 
eczema, psoriasis, atopic and contact dermatitis
• Different indicators have pointed towards CBD as a source of 
management for some behavioural symptoms of dementia 
• In the first study of its kind, cannabis oil has been shown to 
significantly improve the symptoms of Crohn’s disease and the 
quality of life of sufferers but, contrary to previous medical 
thinking, has no effect on gut inflammation
   

THE REALM OF 
POSSIBILITY
Cannabidiol has emerged as a media 
frequenter in recent years as efforts to 
fully tap into its medical possibilities have 
mobilised. Just how does it produce effects 
in the body – and to what extent does its 
scientific qualities translate into a reliever of 
pain and a reducer of anxiety? SPR uncovers 
the potential of this increasingly popular 
product.

CANNABIDIOL
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Working as a senior cancer care pharmacist at the Beatson West 
of Scotland Cancer Centre – Scotland’s largest cancer centre, and 
the second largest in the UK – is both challenging and rewarding. 
No two days are ever the same as my role is wide and varied. I work 
as a non-medical prescriber in two different uro-oncology clinics, 
as well as working as a senior cancer care pharmacist in our busy 
day-bed unit, checking and clinically verifying all the day-patient       
Systemic Anti-Cancer Therapy (SACT) prescriptions.
      After qualifying and working in an assortment of roles in 
community and hospital, I decided I wanted to specialise in 
oncology and undertook an MSc in Clinical Oncology. I joined 
the team at the Beatson not long after completing my MSc, 
and through the years have seen many changes in the treatment 
of cancer. New drugs are constantly being developed and our 
understanding of how to treat cancer is always changing. My job is 
to optimise our patient’s care, while minimising the side-effects to 
their treatment. I undertook the non-medical prescribing course 
a few years ago and now work as a non-medical prescriber in 
prostate and renal oncology clinics.
      Tuesdays are my most challenging days as I work a day of 
two halves. My Tuesday mornings are spent in the uro-oncology 
clinic where, along with a clinical nurse specialist, we have set up 
a clinic for prostate patients receiving oral SACT. This clinic runs 
alongside other members of our uro-oncology team, including 
consultants, surgeons, registrars, and trial nurses. We have our own 
clinic list and see our patients every four or eight weeks. 
      We assess all the patients receiving Abiraterone and 
Enzalutamide and prescribe them their medication. Before clinic 
starts we go through our list, checking the patient’s blood and scan 
results. Breaking bad news is the hardest part of my job. 
      I learn more about the patient’s well being by watching them 
walk into my clinic room than talking to them. I have developed 
a good relationship, not only with the patients, but their relatives 

too, and provide support on all aspects of the patient’s treatment 
– not just their medication. We counsel all new patients starting 
these medications, taking a full drug history and assessing all 
potential drug interactions, and providing them with all of the 
necessary written information and contact phone numbers. 
      We have recently completed a very successful pilot project 
allowing patients to get their medication dispensed at their local 
community pharmacy. Patients still have to attend clinic for 
consultation and clinical assessment, but are given a prescription to 
be dispensed at their local nominated community pharmacy. This 
reduces the amount of time patients are in the hospital, as well as 
reducing the workload in our hospital dispensary. The project has 
been well-received by both patients and community pharmacists as 
it allows community pharmacists to become more involved in their 
patient’s treatment. Community pharmacies are now aware of what 
hospital-prescribed anti-cancer medications their patients are on 
and can play a part in managing side-effects of these drugs, as well 
as having an awareness of potential interactions when patients are 
prescribed further medication from their GPs or wish to buy OTC 
medications. This community dispensing model is now being 
rolled out across other health boards in Scotland for these two 
drugs and other suitable medications in Scotland. 
      Clinic should finish at lunchtime, and if all goes to plan I am in 
the day-bed unit by 1pm. Our day-bed unit treats over 100 patients 
a day and all patients’ prescriptions are clinically checked and 
verified by our day-bed pharmacy team. 
      Our day-bed pharmacy is a hive of activity, with constant 
questions, phone calls, and interruptions from doctors and nurses 
regarding all aspects of the patient's care. My job is to ensure that 
all SACT is prescribed appropriately according to our West of 
Scotland SACT protocols, and to ensure that the patient’s bloods 
and toxicities are within acceptable safe parameters. Sometimes the 
SACT is prescribed pending bloods and my job is to review the 
patient’s lab tests and action abnormal blood tests appropriately. 
This may mean contacting the prescriber and postponing a 
patient’s treatment, or prescribing supplementary oral or IV fluids. 
      Examples are if the patient has low potassium or magnesium, 
extra oral supplements or IV fluids may require prescribing, or I 
may have to discuss with patients their requirement for supportive 
medications for nausea, vomiting, diarrhoea, or any other 
symptoms they may be experiencing but have forgotten to discuss 
with their prescriber. I also have to ensure that all treatment is 
being safely prescribed and that there are no interactions with the 
patient’s current medication or potential clinical issues with their 
co-morbidities. 
      Once all the clinical work is done I try to write and update 
protocols and respond to various team emails. The day flies by and 
at 5pm it’s time to go home. I leave with a sense of satisfaction that 
I have made a positive difference to our patients.

ALL IN A DAY’S WORK
With a workload piled high with the monitoring and management of different 
elements of the patient’s care, the Senior Cancer Care Pharmacist role far 
exceeds initial definition. Find out more as Gillian Barmack talks SPR through 
her daily life providing care at the Beatson West of Scotland Cancer Centre, 
Glasgow. 

DAY IN THE LIFE

WWW.SCOTHEALTHCARE.COM

Gillian Barmack
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As a solely pharmacist organisation, the Pharmacists’ Defence 
Association (PDA) doesn’t have pharmacy technicians in its 
membership. However, we appreciate that pharmacy technicians 
are valued colleagues who work alongside our members every 
day; they are often the friends, family, and the fellow employees 
working together as a team. If skill mix is to work, then it is 
important that pharmacy technicians have rewarding jobs with 
career development, job security, respect at work, and fair reward, 
just as these things are important for pharmacists. 
      The mandatory register of pharmacy technicians in Great 
Britain was established by the General Pharmaceutical Council 
(GPhC) in 2011, and soon afterwards, the government established 
its Rebalancing Medicines Legislation and Pharmacy Regulation 
Programme Board. In Northern Ireland, no such pharmacy 
technician register was created, nevertheless, the ambition of the 
rebalancing board is that its work will ultimately apply to all four 
countries of the UK. 
     In 2014 at a national pharmacy conference, the chairman 
of the GPhC was asked whether he could provide guidance to 

pharmacists around delegating tasks to registered pharmacy 
technicians. However, he stated that because many pharmacy 
technicians had entered the register via a grandparenting clause, 
there were some very variable standards among pharmacy 
technicians. He explained that it was therefore not possible for the 
regulator to take a blanket view and to recommend to pharmacists 
what roles they should delegate to pharmacy technicians. A generic 
approach to the entire group was not possible. 
      At the PDA we are concerned that the level of public 
protection provided by the grandparenting clause – which today 
still applies to 73 per cent of all current registered pharmacy 
technicians – is questionable. It would be difficult to rely upon the 
assurance it provides if the roles of pharmacy technicians were to 
evolve.
      Despite these concerns, contained within the rebalancing 
board’s terms of reference was included, ‘To address in parallel 
medicines and professional regulatory matters (e.g. supervision), 
which are considered to restrict full use of the skills of registered 
pharmacists and registered pharmacy technicians.’ 

RADICAL CHANGES ARE BEING PROPOSED
We believe that pressure on the NHS can be managed much more 
effectively through the better use of pharmacists and pharmacy 
technicians. In the community pharmacy setting, it’s evident 
that if the pharmacist’s role is to move forward and pharmacists 
are to become more patient-facing in the future, an extended 
role and greater responsibility for pharmacy technicians is not 
only desirable, but it is essential. However, the development 
of skill mix and the role of pharmacy technicians through the 
establishment of the Rebalancing Medicines Legislation and 
Pharmacy Regulation Programme Board, to which members are 
appointed exclusively by the government, where the agenda is 
closely controlled, and from which the wider pharmacy profession 
is largely excluded, has created suspicion among pharmacists. The 
exclusion from the programme board of independent contractor 
and individual pharmacist representative organisations like the 
National Pharmacy Association and the PDA has only fuelled 
these anxieties.

PHARMACY TECHNICIANS: 
RECOGNISING THEIR WORTH
In recent years, as the pressure upon the NHS and on pharmacy has been 
increasing, the government has been considering the unexploited possibilities 
that are available through skill mix and in community pharmacy – keen to see 
greater utilisation of pharmacy technicians. In this edition of SPR, Mark Koziol, 
Chairman of the Pharmacists' Defence Assosication, discusses the changes 
being proposed and carves out a future vision for delegating tasks to pharmacy 
technicians in community pharmacy.

PHARMACY TECHNICIANS 

Mark Koziol

WWW.SCOTHEALTHCARE.COM
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PHARMACY TECHNICIANS
      Perhaps the reasons why we were excluded became apparent 
when a leak to the Chemist+Druggist magazine in September 
2017 of a programme board document revealed that it had 
developed proposals to allow pharmacy technicians to supervise 
the sale and supply of prescription-only and pharmacy-only 
medicines and pharmacy staff in the complete absence of a 
pharmacist. Had we been on the board, then these proposals, 
which we believe reduce the safety of the public, would have 
received short shrift. 
      This episode has created even more anxiety and concern among 
pharmacists and pharmacy organisations in the UK and overseas.    
      We believe that the best way for the rebalancing board 
to develop policy is to take advantage of the wider expertise 
available within the profession, and to engage with practitioners 
to tackle some of the thorny issues. In this way, and with proper 
transparency, the profession can have confidence in their work, 
and pharmacists and pharmacy technicians can feel engaged 
and positively inclined to support the natural and successful 
development of skill mix in community pharmacy. 
      The current programme of planning for the re-engineering of 
community pharmacy is more radical than at any time in the last 
30 years; it must be successful. The outcome must be based on an 
exercise that is undertaken with the greatest of care, relying on the 
widest consideration of all factors; both favourable and otherwise. 

THE PDA HAS PRODUCED A DETAILED REPORT 
The PDA has invested over three years in developing a detailed 
report on pharmacy technicians. Its publication at this time is 
designed to support an intelligent debate within the profession. 
It includes observations which are applicable to many pharmacy 
technicians, but concentrates particularly on the community 
pharmacy sector as this is an important focus of the current re-
engineering exercise. This report considers a wide range of relevant 
topics; many of which have not been previously considered. These 
include an analysis of how public protection is delivered through 
healthcare regulation.
      It also considers the reasons why currently there may be a 
lack of regulatory traction in relation to pharmacy technicians, 
and it explores the important difference between a healthcare 
professional and a healthcare technician. It looks at the methods 
employed by other healthcare professions in the UK, who have 
successfully used skill mix and technicians to drive new services 
for the benefit of patients, and it contrasts these approaches with 
the issues that emerge in community pharmacy. It considers the 
education and training of pharmacy technicians in the UK, and 
the 73 per cent of those on the register of pharmacy technicians 
(as at April 2017) who were admitted through grandparenting 
arrangements. 
      We are concerned that the GPhC does not hold records of any 
assessments having been conducted as to the suitability of their 
qualifications relied upon during the grandparenting process. Our 
report also considers the roles – both current and proposed – as 
compared to their pharmacy technician colleagues who operate in 
different environments in other European countries. 
      Additionally, we explore protected titles. Consider this; 
through significantly elevated standards of training, education, 
practice, and professional awareness, with the support of 
regulation, healthcare professionals are entitled to use protected 
titles, such as a pharmacist, doctor, or dentist. This is a system 
which is deemed to be so fundamental to the protection of the 
public that it can rely on criminal sanctions for those who use 
it without justification. It must be recognised by any intelligent 

analysis that the creation of a mandatory public register of 
individuals in 2011 in Great Britain did not result in the overnight 
creation of a profession of pharmacy technicians. 
      Despite this, there are some areas of pharmacy practice, such 
as that seen in hospitals, in primary care, and in manufacturing, 
where pharmacy technicians operate to high standards and, 
without their involvement, the respective services would suffer. 
We explore why, in a general sense, the development of pharmacy 
technician practice in the community pharmacy setting has not 
occurred to anything like that seen in these other areas of practice. 

THE ASSOCIATION OF PHARMACY TECHNICIANS 
UK AS REPRESENTATIVES OF PHARMACY 
TECHNICIANS
Professional interests are borne out of a collective ambition and 
they lead to the creation of a strong representative voice. If there 
is no strong representative voice, then arguably, the collective 
ambition may not exist.
      The Association of Pharmacy Technicians UK (APTUK) 
has barely six per cent of the pharmacy technician register in its 
membership, with only a minority of these being from community 
pharmacy. Bearing in mind that the rebalancing board is primarily 
looking at the re-engineering of community pharmacy, we don’t 
believe that the rebalancing board can rely upon the APTUK who 
sit on the board to establish whether pharmacy technicians in 
community pharmacy settings are truly supportive of the roles and 
responsibilities being proposed for them by the board.

SO HOW DO WE MOVE FORWARD?
We consider ways in which the successful development of the roles 
of both pharmacists and pharmacy technicians could be developed 
through a symbiotic process which develops the roles of both 
groups to their mutual benefit, and, ultimately, to the benefit of the 
public. An example of such a process is one that has successfully 
been used in the hospital pharmacy setting since the 1980s. 
      We have explored successful exemplars of service re-engineering 
which relied on skill mix from other parts of the NHS as they 
provide powerful frameworks for change which could easily be 
adapted for community pharmacy.
      We believe that a way forward can be found that:
• Unifies pharmacists and pharmacy technicians behind a common 
vision and purpose based on shared interests and mutual benefit
• Develops more rewarding, fulfilling roles for both groups, 
including enhanced clinical roles, which make more appropriate 
use of their respective skills 
• Establishes a symbiotic, complementary, and effective skill mix 
model in community pharmacy
• Creates rewarding career frameworks, supported by skills and 
salary escalators, and appropriate remuneration

      We recognise that some of the issues explored in our report are 
emotive, but it’s vital that they are considered within the scope 
of the wider pharmacy practice development exercise. The PDA’s 
intention is to promote wider engagement of the profession in a 
thought-provoking debate that considers the broader factors and 
encourages all stakeholders to reach a positive consensus on how to 
move forward together. Our ambition is to make pharmacy better 
for patients, pharmacists, and pharmacy technicians. We hope all 
stakeholders potentially affected will engage in the debate in this 
spirit. 
      For more information, and to access the Pharmacy Technicians 
Report, visit www.the-pda.org/pharmacy-technicians.
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PRIDE OF 
PLACE
With this year’s Scottish Pharmacy 

Awards quickly – and excitingly – 

beckoning, what better way to kick off 

the celebrations than with the unveiling 

of our 2018 finalists?

Another 12 months have zipped by, and with them, the 
industry has been once again propelled forward by the 
exemplary members of our healthcare teams. Rather 
than merely acknowledging the complex problems 
across the region, they have addressed them with 
equal measures of innovation and optimism – and now 
it’s time for us to showcase their stories at the 2018 
Scottish Pharmacy Awards.
     Following a difficult and lengthy decision process, 
the high quality of applicants has been narrowed down 
in each category, and the finalists are set to find out the 
verdict during a glittering gala among an audience of 
their fellow peers and leading professionals.
      This year, the ceremony will be honouring the title-
holders on 7th November at the Hilton Glasgow Hotel, 
William Street, with unmissable dining and networking 
opportunities rounding off the evening.
      We’re honoured to announce that the 2018 nominated 
charity is Pharmacist Support – which provides help to 
pharmacists and their families, former pharmacists, 
pre-registration trainees, and pharmacy students 
in need. Its free and confidential support includes a 
stress helpline, a wellbeing service, debt, benefits, and 
employment advice, and addiction support, as well as 
an information and enquiry service, careers coaching, 
and financial assistance.
   Turn the page and cast your eyes over our final 
contenders – and their paths to success.

VISIT WWW.SCOTHEALTHCARE.COM/AWARDS TO KEEP 
UP-TO-DATE ON THE LATEST AWARDS NEWS

• Advances in Travel Health and Vaccine 

Services in Community Pharmacy 

• Innovations in Clinical Development in 

Cardiology Pharmacy

• Education and Self Development in 

Community Pharmacy

• Hospital Pharmacy Team of the Year 

• Innovations in Prescribing, Quality and 

Efficiency in Scotland

• Pharmacy Practice of the Year 

Independent

• Respiratory Project of the Year 

• Student Leadership Award 

• Community Pharmacist of the Year 

(Independent)

• Innovative Use of Technology in 

Community Pharmacy

Scottish Pharmacy
Awards 2018
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ADVANCES IN 
TRAVEL HEALTH AND 
VACCINE SERVICES IN 
COMMUNITY PHARMACY 
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The tremendous success of Will 
Chemists’ travel clinic can be traced 
back to 2004 in which vaccination 
and malaria prophylaxis under 
private PGD with TREC trained 
pharmacists have been provided at 
both shops. Since then, the 
pharmacy has enjoyed an increase 
in momentum, becoming a 
registered yellow fever centre. 
      Notably, in 2016 the team 
realised that there was mounting 
media awareness around fatal cases 
of meningitis B, at which point it had 
been added into the routine childhood inoculation schedule by the 
NHS. However, this meant that many older children had missed out 
on the vaccine, prompting a significant demand within the private 
sector.  
      Eager to address this societal need, by utilising Galen Will’s 
independent prescribing, the team established clinics offering the 
meningitis B vaccine to children who had missed the schedule. 

Being one of the most central 
pharmacies in the city of 
Edinburgh, the Boots team have 
taken the opportunity to establish 
travel health and other vaccine 
services as a growing part of their 
pharmacy offer.
      With patient care front of mind, 
and aware that the local 
community is comprised of a mix 
of students, tourists, and residents 
who embrace the opportunity of 
worldwide travel, the pharmacy’s 
services are always guaranteed to cater to the needs of the local 
demographic.
      To ensure the seamless delivery of the facilities, training is 
continual as the services develop. All travel-trained pharmacists 
complete injection training, which will allow them to effectively 
administer the vaccinations, as well as being trained to manage 
patient welfare during anaphylaxis and in resuscitation. 

Passionate about travel and 
seeking the opportunity to try 
something new in community 
pharmacy that would bolster 
patient care, Jane discovered 
a PGD that would allow her to 
prescribe anti-malarials without 
requiring a prescribing 
qualification. In March 2014 she 
conducted training with the PGD 
company and began advising and 
offering an anti-malarial service. 
      Since taking over as the 
manager of Oggs, Jane has been steadfast in carving out strong 
relationships with the local GP practices. In line with this, following 
her training, she held meetings with all of the practice managers 
informing them about their new travel offerings, and Oggs quickly 
became a popular referral place for GP practices to send patients. 
The popularity was a result of the accessibility of the service.

Jane Rorison and Team
Ogg & Company Pharmacy, Ayr

Identifying the value in 
providing a wide range of 
services to meet the health 
needs of their local patients, 
Michelle, as pharmacist 
manager, set up a seasonal 
influenza vaccination 
service back in 2011, which has 
subsequently grown 
year-on-year. During the most 
recent flu season, 2017-to-2018, 
she administered 161 influ-
enza vaccines to both private 
patients and those eligible for 
a free vaccination through NHS 
Grampian occupational health.
      Michelle discovered through offering this service, and by 
speaking to her patients, that there was a local need for improving 
access to other vaccinations for travel, sparking the decision that 
a full travel amenity would be a welcome addition to their current 
service portfolio. 

Michelle Strachan and Team
Rowlands Pharmacy, Mintlaw

Galen Will and Team 
Will Chemists, Inverurie

Andrew Robinson and Team
Boots, Princes Street, Edinburgh

SCOTHealthcare.com
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SPONSORED BY THE PHARMACISTS’ 
DEFENCE ASSOCIATION

STUDENT LEADERSHIP 
AWARD

VISIT WWW.SCOTHEALTHCARE.COM/AWARDS TO KEEP 
UP-TO-DATE ON THE LATEST AWARDS NEWS

Bianca’s passion for pharmacy not 
only continues to flourish, but drives 
her to participate in a variety of events 
relating to the sector.    
      Testament to her potential, she is 
one of the three successful 
applicants from her university who 
have been selected as student 
representatives for the five-year 
Inter-collated Programme (2020), 
where she is a member of the 
Recruitment and Admission Advisory 
Group.
      In order to further develop her professional knowledge and skills, 
Bianca is also a member of the Royal Pharmaceutical Society (RPS). 

Bianca Machibaya
Robert Gordon University

Striving to secure beneficial 
opportunities for both his own future in 
pharmacy, and that of his fellow peers 
– Andrew, along with his friend, started 
the Pharmacy Society at Strathclyde 
University.
      Boosted by the help of fellow 
classmates, the society has reaped 
huge success, growing to over 300 
members, and winning the titles of both 
Best New Society and Course Related 
Society of the Year at the annual 
University Volunteer Awards.  

Andrew Kerr
University of Strathclyde 

Throughout Katie’s third year at Robert 
Gordon University (RGU), she 
comprised two further newsletters 
for her publications officer role in the 
student-led Pharmacy Law and Ethics 
Group (PLE) in which she gathered new 
sector-centred information to engage 
her fellow students. 
      Katie’s organisational skills were 
vital to the efficiency of her work in 
which she met deadlines and inspired 
the readers to attend the featured PLE 
event.
      

Katie Waghorn
Robert Gordon University

In addition to committing to her 
studies, Sheeba’s dedication also 
extends to a range of other 
pharmacy-related pursuits, such 
as taking up the role of being a 
RPS student champion. Under this 
branch, she organised a small talk 
for every year, so that students 
could learn about the benefits of 
the RPS and how to back up their 
knowledge.
      Additionally, Sheeba is a British 
Pharmaceutical 
Student’s Association 
representative.

Sheeba Zahir
University of Strathclyde 

      As social media co-ordinator of the 
RGU PLE Group, Marie-Anne 
confidently connects with a diverse 
audience of fellow students and alumni 
through media platforms, such as Twitter 
and Facebook. By presenting articles and 
journals which highlight issues affecting 
pharmacy practice she has the 
opportunity to provide direct access to 
current knowledge, thus having a positive 
impact on the interests of students.
      Showcasing her strong initiative, 
Marie-Anne promoted a recent debate 
hosted by the group. 

Marie-Anne Durham
Robert Gordon University

As a leader, Aqsa has been extremely 
pro-active in harnessing her 
interpersonal and communication skills 
– particularly as a result of being class 
representative which has permitted 
her to improve the student experience 
by partaking in discussions with fellow 
students / lecturers on methods of 
improvement to the course.
      Furthermore, through the RPS 
champion programme, she has learned 
how to maximise her next steps in the 
profession. 
      Aqsa played a key role in the 
re-erection of the Pharmacy Society in 
her final year by encouraging others to 
participate.

Aqsa Ali
University of Strathclyde
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SPONSORED BY TEVA 
RESPIRATORY

RESPIRATORY PROJECT 
OF THE YEAR

VISIT WWW.SCOTHEALTHCARE.COM/AWARDS TO KEEP 
UP-TO-DATE ON THE LATEST AWARDS NEWS

The NHS Greater Glasgow & Clyde 
Respiratory Locally Enhanced 
Service (LES) enabled 
community pharmacists to review 
patient inhaler technique; provide 
targeted information about relevant 
services available to patients with 
asthma and COPD e.g. smoking 
cessation and pulmonary rehab; 
promote the use of MCN’s Asthma 
Action Plan (where appropriate); and 
improve partnership working with 
general practice. Although most 
community pharmacies opted into 
the service, engagement was very poor. 
      It was thus deemed essential to improve community pharmacy 
engagement with respiratory LES. In order to achieve this, the project 
evaluated the impact of upskilling community pharmacy support 
staff to review patient inhaler technique, increasing engagement with 
NHSGGC Respiratory LES in Glasgow City South HSCP, and therefore 
improving patient outcomes. Ultimately, it provided an excellent 
opportunity to promote closer partnership working between 
community pharmacies and other healthcare partners.

This project was a collaboration 
between NHS Fife MCN, 
primary care pharmacy and 
community pharmacy Fife to 
develop a brief intervention 
service for asthma patients who 
struggle to, or do not, attend 
review appointments with their 
GP practice. One of the main 
goals was to give all 
contractors in Fife the 
opportunity to engage with the 
service, as opposed to only 
targeting some pharmacies in 
the board area. 
      A variety of drivers for 
establishing the project were 
implemented from the outset, including reducing the risk of asthma 
deaths, making the range of new formulary inhaler devices available 
to patients, and enabling patients access to training for the new 
devices from their usual community pharmacy.

Newcastleton Medical Practice 
is the most southerly health 
centre in NHS Borders. Although 
the nearest community 
pharmacy is 15 miles away, the 
team boasts their own pharmacy 
and pharmacist, and two-and-a-
half GP equivalents. 
      Libby has obtained a MSc 
in Clinical Pharmacy, in addition 
to qualifying as an independent 
prescriber and succeeding in her 
spirometry training in which she 
now runs the asthma and COPD 
clinics.    
      This entails working directly 
with patients, establishing diagnoses, and treating using SIGN, NICE 
and GOLD guidelines.
      Being able to carry out spirometry is advantageous in ensuring 
the best outcome for patients as the diagnosis can be discussed with 
the patient at the time of the test so that the appropriate way forward 
is determined. Peak flow dairies are also employed as part of the 
initial asthma diagnosis, with this tool proving particularly effective.  

Libby Kennedy
Newcastleton Medical Practice, NHS Borders

The prime incentive 
underscoring the team’s 
respiratory offerings has been 
to provide accessible 
respiratory clinics with highly 
skilled pharmacists / nurse 
independent prescribers in the 
community pharmacy setting 
which will improve patients’ 
healthcare outcomes and 
relieve the burden on the 
primary care setting. 
      Bernadette and the team 
have heavily invested in 
resources to allow them to 
safely and effectively run the 
clinics, in which the 
consultation room is highly 
equipped with a tympanic 
thermometer, pulse oximeter, blood pressure monitor, peak flow 
meter, and more. The results of these assessments help to guide the 
prescribing decisions and formulate effective patient management 
plans. 

Bernadette Brown
Cadham Pharmacy, Cadham Health Centre

Alexandra McMillan 
Community Pharmacy Champion, Glasgow City South, 
HSCP

Fiona Eastop and Team
NHS Fife Respiratory MCN / Community Pharmacy Fife 
/ Fife Pharmacy Contractors
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Despite being relatively small in 
size – made up of five pharmacists 
– the strides taken by the team 
towards care for cancer patients 
across NHS Highland have been 
substantial. The members have 
proven to be resilient in their 
support of the medical and nursing 
teams in providing optimal care 
to patients in difficult settings with 
reduced medical staff and locum 
consultants.
      On a regular basis, the team 
work closely with Macmillan nurses 
in peripheral hospitals, such as Wick, 
Skye, Western Isles, and Fort William to provide pharmaceutical care 
to their patients in the absence of specialist oncology pharmacists in 
these areas. 
      In the last five years they have also constructed a clinical 
pharmacy service within oncology outpatient clinics and the 
outpatient chemotherapy unit – which has garnered acclaim in that 
feedback from the MDT and patients has shown that this service has 
significantly improved patient experience and patient safety. 

Seeking to deliver a 
multidisciplinary 
educational component, 
and raise the profile of IV 
fluids within the hospital, 
the team liaised with the 
head of pharmacy and 
chief of medical services 
to co-ordinate the IV fluid 
implementation plan – a 
quality improvement / 
patient safety initiative 
formed as a result of a HIS review at the hospital.  
      The implementation entailed meeting with the manufacturers 
/ suppliers of intravenous fluids; reporting to hospital-wide clinical 
safety and governance groups; and the management of stock via 
the pharmacy system and stock holding at ward level. Supporting 
materials, ward posters, booklets, case presentations, and new 
prescriptions were also developed with the assistance of medical 
illustrations, and utilised by the team to provide multiple sessions to 
medical, nursing, pharmacy, and ancillary staff to boost their 
awareness.

From the outset, the pharmacy 
team’s collaborative ethos has 
strengthened their ability to 
effectively provide services to 
the renal service at the Royal 
Infirmary of Edinburgh in that the 
four members have fully 
integrated into ,and 
demonstrated clinical leadership 
in, a multidisciplinary 
environment. Their expertise 
is valued to the extent that in 
recent years additional funding 
has been given by the service for additional staff resource to allow 
for pharmacist independent prescriber development and input into 
clinics and ward rounds.
      The team have particularly been recognised for their ability to 
adapt to the multifaceted nature of their role, which includes 
delivering a clinical pharmacy service to general nephrology and 
high dependency nephrology patients, and dialysis to outpatients 
and ward attendees. 

Sarah MacInnes, Maggie Davidson and the RIE Renal 
Pharmacy Team
NHS Lothian

The implementation of the 
Acute Frailty Team model of 
care within the acute care 
setting (Ninewells 
Hospital, Dundee) allows frail 
and ageing patients to be 
reviewed and assessed at the 
front-door by a dedicated 
multidisciplinary team, 
including appropriately 
experienced and skilled clinical 
pharmacists. 
      Following initial review by 
this team, patients requiring 
ongoing review and assessment on the acute site are transferred to 
the Medicine for the Elderly Unit at Ninewells Hospital. This results in 
a case-load of patients for each pharmacist and has provided an 
opportunity to reconfigure and enhance the delivery of 
pharmaceutical care to such patients. This branch of care has further 
enabled level III medication reviews to be undertaken by the 
dedicated pharmacist during the inpatient admission.

Karen Lowdon, Clare Quail and the Acute Frailty Team
NHS Tayside

Leanne Miller, Jude Madeleine and Oncology 
Pharmacists 
NHS Highland

Rebecca Ritchie and the IV Fluid 
Implementation Team
NHS Lanarkshire
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The Effective and Efficient Use of 
Medicines Programme emerged in 
NHS Fife in September 2016, with 
the overall aim of delivering £5 
million medicines efficiencies in 
2016 / 2017, £6 million efficiencies 
in 2017 / 2018, and to bring NHS 
Fife’s GP prescribing closer to the 
Scottish average. 
      A multi-professional medicines 
efficiency project team was 
therefore comprised to spearhead 
the key objectives which included 
increasing formulary compliance 
with a restricted formulary, decreasing medicines waste, and 
reducing polypharmacy / implementing realistic prescribing.
      The team’s actions have had a formidable impact; particularly 
the launch of a revised formulary across NHS Fife, within a six-week 
period in November-to-December 2016, which was achieved by 
holding two Rapid Improvement Events to review the current NHS 
Fife formulary to produce a more restricted formulary in line with 
other boards. 

The goal of the team’s project 
was to ‘grow their own’ 
pharmacy technician within 
primary care, which required 
seeking advice from the General 
Pharmaceutical Council, prior to 
being granted authorisation from 
their director of pharmacy and 
locality manager to develop the 
training model.  
      A comprehensive business 
plan was subsequently 
composed outlining the benefits 
of increasing the workforce by 
this means – which centred around the potential cost savings which 
could be made by increasing the team’s influence on GP prescribing, 
and in particular reviewing potential efficiencies across the care at 
home sector, such as the allocation of care packages. 
      Now, two years in, the first trainee qualified in October 2018 and 
has commenced a Band 4 primary care pharmacy technician 
post – indicative of the effectiveness of the strategy.

In 2016 it became apparent 
from visits to pharmacies 
servicing care homes that 
care home waste was still a 
major issue within NHS Tayside. 
Through discussions with 
colleagues from across 
Scotland it became clear that 
no health board had yet found 
a workable solution to the 
problem. Channeling this stark 
need for improvement, the aim 
of the project was, through effective partnership working with all 
relevant stakeholders, to develop sustainable systems and 
processes that would reduce to a minimum the return of 
inappropriate medicines waste from care homes in NHS Tayside. 
      The initiative’s emphasis on inter-professional working has 
brought various key bodies together to address this key issue; 
simultaneously prompting greater awareness of the consequences 
of individual actions across all the stakeholders. 

Diane Robertson and Team
Community Pharmacy Development, NHS Tayside

The project’s prime motivation 
was to form a pathway 
between secondary and 
primary care that would allow 
patients attending hospital with 
lung cancer to be referred to a 
GP practice-based prescribing 
support pharmacist for clinical 
medication review within their 
GP surgery; the aim of which 
is to identify and resolve any 
drug-related problems (cancer 
and non-cancer). 
      To achieve this change in 
process, a number of objectives 
were identified and worked towards, including the establishment of 
inter-professional working by forging a link between the Improving 
the Cancer Journey team, secondary care lung cancer team, 
secondary care pharmacists, primary care prescribing support 
pharmacists, and GP practice team.
      Representative of the team’s work ethic, the pathway has been 
established and the pharmacist can identify and resolve drug-related 
problems which may not otherwise be picked up. 

Lynn King and the Prescribing Support Team
Glasgow South HSCP

Fiona Forrest 
Effective and Efficient Use of Medicines Programme, NHS 
Fife  

Leanne Drummond and the Wigtownshire 
Prescribing Support Team
NHS Dumfries & Galloway
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The pharmacy was established by 
Munro Pharmacy in 2001, prior to 
being acquired by LloydsPharmacy. 
In September 2009 the shop was 
purchased by its current owners, 
Lime Tree Healthcare, a local 
family-owned independent group 
and renamed Townhead Pharmacy. 
      Sam Falconer took over as the 
manager of the shop in 2015. He 
completed his Independent 
Prescribing qualification in June 2017 
and since then has been keen to 
exploit the advantages of this in 
providing a more comprehensive range of services within the 
pharmacy.
      A plethora of changes were implemented in reaction to the rise 
in prescriptions being dispensed, including a dispensary robot being 
introduced to streamline the dispensing function. 

While the pharmacy’s roots were 
first formed over 30 years ago, Ron 
purchased the business in 2012 
and committed to working in it as 
the permanent pharmacist over a 
year ago, steadfast in securing its 
continued success for the future. 
      Always willing to reflect and 
adapt to society’s current changes, 
following the discovery that in the 
immediate area there are a lot of 
new houses planned in the next 
five years or so, the team has set 
the wheels in motion for 
accommodating this and 
ensuring the highest quality services possible.
      After much thought and research, the decision was made to 
install a Bd Rowa dispensing robot and refit the entire shop around 
this – ultimately settling on a design that modernised the shop.

Reputable for the team’s low 
staff turnover, and over 40 years 
combined experience, the 
pharmacy continues to thrive. 
Notably, the setting has been 
extended within the last 10 years 
due to business expansion and 
the need to increase the size 
of the premises to meet this 
increase in business. The 
premises were specifically fitted 
for purpose, and the new 
dispensary is over double the 
size of the previous one. 
      Innovative solutions have been embraced too under the 
management of Allana n which the pharmacy is at present trialing a 
scanning app for placing dispensary orders to the warehouse, 
subsequently saving time which can otherwise be invested in 
customers and the delivery of services.

Allana Wilson and Team
Strathearn Pharmacy – M Farren Ltd

Enriched with significant history, 
the community pharmacy has been 
serving its area for possibly up to 
100 years, while owner, Mr Asgher 
Mohammed, acquired the business 
in 1991. Meanwhile, Abdal has been 
with the company, in one capacity 
or another, since he undertook 
his pre-registration training year 
in 2003 / 04 and has stepped into 
the managerial post in Trongate for 
around seven years.
      Always seeking measures for 
improvement, a major relocation was undertaken in January 2018 
which has increased the size of the pharmacy to over 1,300 square 
feet. Also catering to the pharmacy’s rise in custom is the fit-for-
purpose dispensary which now has ample dispensing space with 
large drawers, allowing separate sections for stock, and thereby 
minimising potential mistakes.  

Abdal Alvi and Team
Abbey Chemist, Trongate

Sam Falconer and Team 
Townhead Pharmacy, Kilwinning 

Ron Badger and Team
Roslin Pharmacy, Roslin



3 4  |  S P R  |  N o v  2 0 1 8

SPONSORED BY CEGEDIM RX

INNOVATIVE USE OF 
TECHNOLOGY 
IN COMMUNITY 
PHARMACY

VISIT WWW.SCOTHEALTHCARE.COM/AWARDS TO KEEP 
UP-TO-DATE ON THE LATEST AWARDS NEWS

Hot on the heels of the news that 
considerable housing is planned 
in the immediate area around the 
pharmacy, a core concern for Ron 
was striking a balance between 
dealing with the increased patient 
numbers and maintaining high 
levels of service and patient 
safety.       
      After several months of 
deliberation and research, the 
decision was made to install a 
Rowa Vmax system, and to carry 
out an overhaul of the entire shop 
around this. The changes included an increase in the number of 
computer terminals in the dispensary, and the introduction of two 
new semi-private consultation areas. 

Ron Badger
Roslin Pharmacy, Roslin

Appreciative of the role 
which technology can play 
in elevating pharmaceutical 
care, in 2017 Will Chemists was 
successful in its application to 
the Scottish government for a 
capital grant to install a robotic 
dispenser. 
      The improvements have 
been all-encompassing in that 
the robot has make a huge 
difference in working practice. 
By essentially conducting 
the dispensing, it frees up 
the time of the pharmacist to 
allow clinical checks of prescriptions, so now the accuracy checking 
technician has the time to check prescription which in turn frees up 
the pharmacists’ time to engage in other services.

The Will Chemists Team
Inverurie, Aberdeenshire

As short notice GP appointments 
have become harder to come by, 
more patients are seeking 
opinion from one of the pharmacists 
in more of a triage-type role. This 
demand prompted the pharmacy 
to invest in a dispensary robot, a full 
refit – including two consultation 
rooms – and further training in order 
to upskill one of the dispensers to 
an accuracy checking technician, 
enabling the pharmacists’ time to 
be freed up.
      Now also having access to the 
patient record system has opened 
up far more avenues for 
collaboration with the pharmacy’s 
local surgery than originally anticipated.

Sam Falconer and Team
Townhead Pharmacy, Kilwinning

Capturing the needs of the sector 
as a whole, and the challenges 
which it’s currently contending 
with, Bernadette and the team 
recognised the need to be more 
innovative about the increasing 
range of services offered.
      The pharmacy’s commitment 
to this innovation has been a key 
driver for change – in which the 
working environment has been 
altered, with the introduction of 
three robots installed over two 
years, as well as V screens.    
      The changes have extended 
to the pharmacy’s service offering 
too, including diagnostics.

Bernadette Brown and Team
Cadham Pharmacy, Glenrothes

Historically, LloydsPharmacy has employed a variety of different learning platforms, often making 
it difficult to track learning for its teams. However, with these systems not providing accurate 
records, it was time to cultivate a sturdier solution.
      This led to the pharmacy embracing a new Learning Management System where mandatory 
learning could be tracked and compliance evidenced, but also a platform to provide ‘one front 
door’ for learning. This subsequent myLearn system increases the take-up of e-learning and 
reduces the need for face-to-face delivery of training.
      Going one step further, the team partnered with Communications International Group and 
introduced myLearn plus.

The Learning and Development Team, Scotland
LloydsPharmacy 
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Rebecca identified a local need for 
service development following her 
determination that 23 long-term 
condition appointments are required 
weekly for the 1,200+ hypertensive 
patients. In spite of these statistics, 
the demand was not being met as a 
result of a long-standing GP / nurse 
capacity shortfall.
      As a promising means for 
increasing efficiency, pharmacist-led 
hypertension clinics were put in 
place. 
      The nature of the intervention 
provided to patients is comprehensive – including a medication 
discussion, blood pressure measurement, and an assessment of 
their height and weight. Added to this is urinalysis, venipuncture, and 
more.
      Positive change has ensued as each clinic has approximately nine 
patients, and from 24th September 2017 to 24th September 2018, 304 
extra patients have been seen.

The current post-MI LVSD 
service provision was deemed 
to be inequitable across NHS 
Greater Glasgow & Clyde as 
although some health and social 
care partnerships had established 
primary care-based clinics within 
their locality, patients within East 
Dunbartonshire HSCP had to travel 
great distances to hospital-based 
clinics. There was thus keen 
interest in implementing a more 
patient-centred service within East 
Dunbartonshire, to enhance the 
patient experience.
      The result has been the establishment of a locally-run clinic for 
patients with post-MI LVSD which has had a mammoth impact on 
accessibility for people living in East Dunbartonshire. The for-
ward-thinking nature of all those involved has been a key contributor 
to its success. 

Heart failure is an escalating 
‘pandemic’ with malignant 
outcomes, and clinical pharmacist 
heart failure services across the UK 
have been developing for the past 
two decades. However, little clarity 
was available on the 
additional advanced knowledge, 
skills, and experience needed for 
pharmacists to practice safely and 
competently within heart failure – an 
absence which Paul made strides to 
not only bring to light, but to rectify.
      Following a four-part methodological process, an approved UK-
wide competency framework / curriculum was developed. This is in 
the final stages of ratification with the Royal Pharmaceutical Society 
(RPS), which will allow RPS Faculty accreditation. 
      The framework delivers the vital first step needed to help 
standardise care, give pharmacists a blueprint for career progression, 
and continue professional development.

Paul Forsyth
Lead Pharmacist, Clinical Cardiology (Primary Care) 
at NHS

Then decision to select Angus 
as a setting for the post-MI 
LVSD pharmacist up-titration 
clinic came to the fore due to 
the fact that a cardiology clinic 
was already routinely running in 
Arbroath. As a new prescriber, 
Joanne wanted to have the 
support of cardiology medical 
staff if needed for any complex 
patients. In addition, the Angus 
cardiac rehab nurses are not 
prescribers and there was a 
notable service gap for a specialist 
cardiology prescriber to assist in ensuring up-titration of medications.
      Joanne’s fulfillment of her role has flourished as once patients are 
referred by cardiac rehab nurses, she reviews the patients discharge, 
ECHO, and any other relevant clinical information. After contacting 
the patient, an appointment will be allocated usually within the first 
four weeks post-MI.

Joanne McGeoghie
Post-MI LVSD Pharmacist Up-titration Clinics, Angus, 
The Abbey Practice, Arroath

Rebecca Greaves 
Pharmacist-led Hypertension Clinic, Lerwick Health 
Centre, Shetland Health Board

Shona Shaw
Pharmacist, Post-MI LVSD Primary Care Clinic, 
NHS Greater Glasgow & Clyde
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Changes were afoot for the growing business when it was identified five years ago that the 
quality of locums and new pharmacists was patchy due to the lack of support given to them 
after leaving pre-reg. A particularly gaping area which required attention centred on their 
management skills and confidence – which the team were eager to remedy.
      In line with this objective, the Right Medicine team have operated a programme for the 
past five years called the EY Programme which is designed to support those who are 
starting out from pre-reg, or returning to practice after a period of time away. They’re offered 
a supported role in which they work a mixture of responsible pharmacist and second 
pharmacist days in order to boost their confidence. Also incredibly helpful has been the 
addition of a pharmacist mentor who they can feel comfortable learning from, asking 
questions, and confiding in.
      The pharmacy is not only invested in the pharmacists’ current education, but in their 
future career strides – which has led to them being able to spend days in head office 
undertaking training on management skills through outside support, and internal assistance 
via role-play and the sharing of experiences. 

Richard Stephenson and Claire Digney
Right Medicine Group

As an independent prescriber qualifying in 2010, Sinead has always remained motivated in developing her 
skills and promoting the continual self development of staff. She subscribes to the view that by training staff 
to a high level, a better quality of care is delivered to patients, and their strong relationship with the extended 
multidisciplinary team is simultaneously strengthened. 
      Staff feel fully supported in their roles within the pharmacy team and are motivated to embrace change 
within the profession. The array of learning platforms available for staff are diverse in which they’ve recently 
completed the NPA Accuracy in Dispensing course and the Buttercup dispensing courses, while new 
members of the team are enrolled onto accredited courses immediately. They’re also encouraged to attend 
local training / CPD courses as a team; which traditionally secures excellent uptake. 
       A standout shift for the pharmacy has been the provision of private travel vaccinations, anti-malarial 
medication, and varicella zoster immunisations to children. In order to further maximise this level of care, the 
staff have been trained to provide general travel advice and extend a helping hand to patients on the OTC 
management of chickenpox. The second pharmacist has also recently completed the NPA vaccination / 
anaphylaxis course and maintains a fundamental role in the counselling of patients. 

Sinead Collins
Holburn Pharmacy, Aberdeen

Rowlands Pharmacy has always been proactive in meeting the training needs of their 
staff and their pharmacists. Indicative of their dedication in this area, an online training 
platform, Moodle, is accessible for all staff members and is updated on a monthly 
basis. It contains interactive programmes covering health promotion topics, common 
conditions, and even ‘hot topics’ such as endorsing and current initiatives. In response 
to the most recent ‘Which’ review of community pharmacy, sales training was 
delivered via Moodle to improve their awareness of 2WHAM again. Every staff 
member is given protected time to complete the training modules to enhance their 
skills and understanding. 
      Rowlands Pharmacy also circulates a monthly promotion booklet to emphasise 
promotions and offers for customers. It’s further employed to highlight current 
medicines and provide simple facts and information that enriches the teams’ 
knowledge which in turn allows them to interact with confidence when selling a 
product or advising on a condition. 
      The pharmacy fully supports staff through the various qualifications available to 
cover all areas of the pharmacy, including NVQ2 Dispensing Assistant, NVQ3 Dispensing 
Technician, and the Accuracy Checking Technician course. 

Laura McElroy and Team
Rowlands Pharmacy Scotland Division

EDUCATION AND SELF 
DEVELOPMENT IN 
COMMUNITY PHARMACY

VISIT WWW.SCOTHEALTHCARE.COM/AWARDS TO KEEP 
UP-TO-DATE ON THE LATEST AWARDS NEWS
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Through his patient-centred approach and open mindedness in adopting new and innovative 
strategies, Asgher has majorly contributed to the pharmacy being propelled forward and represented 
as a leading healthcare provider within the community.
      Notably, the pharmacy recently relocated to new premises which have been refitted to a high 
standard, boasting a consultation room, a quiet consulting area, and a separate prescription collection 
area. Additionally, the site is equipped with two needle exchange points and a separate ORT 
dispensing area.  
      The benefits of the restructure are far-reaching. For example, the establishment of private 
consulting areas allows the staff to speak to patients in a professional and confidential environment.  
      In terms of personnel-related developments, staff levels and pharmacist support have increased, 
and a harm reduction nurse has been added to the team with the support of the Greater Glasgow & 
Clyde health board who retains responsibility for all harm reduction advice, blood borne virus testing, 
and naloxone supplies, along with dressing wounds. There’s a strong focus on staff training too, with 
all members required to complete a training matrix linked to the pharmacy’s ethos of ‘Committed to 
Caring for our Community’.

Asgher Mohammed
Abbey Chemist, NHS Greater Glasgow & Clyde

Multitasking is a consistent strand which runs through Sam’s regular schedule as on a day-to-day basis he’s 
responsible for managing a busy dispensary, while running clinics and providing care and advice as an 
independent pharmacist prescriber.
      During a typical working day Sam is tasked with checking surgery prescriptions, waiting prescriptions, 
blister packs, and methadone prescriptions, as well as contending with problems, such as items which are 
out-of-stock. The recent addition of a dispensary robot and two ACTs has allowed him to delegate more 
tasks and concentrate more on patient-facing services, including his common clinical conditions clinic, 
Pharmacy First service, and respiratory clinics.
      Indicative of the extent to which Sam is a solid presence for his peers and patients alike, he has 
effectively dealt with the new time pressures which have emerged since he was permitted access to the 
local GP surgeries patient records. Rearranging his itinerary to be as efficient as possible, Sam now has two 
clinic slots (11am-to-12pm and 3pm-to-4pm) on the GP EMIS system every day for common clinical 
conditions patients. 
      Keeping on top of his training is a priority for Sam, resulting in him taking the initiative to develop his own 
skills and knowledge to ensure that he always distributes up-to-date advice. 

Sam Falconer
Townhead Pharmacy, Kilwinning, NHS Ayrshire & Arran

Adeel has long been recognised for his exceptional observational skills in drawing attention to the 
areas of pharmaceutical care which require instant attention – and his steely determination in carrying 
out improvements.
      For example, having detected that a large proportion of patients still don’t know about or fully 
understand the minor ailments service, he has made it the pharmacy’s mission to educate all eligible 
patients to try and reduce the workload on the local GP practices. Adding to this, on a couple of 
occasions he has set up stands in the medical centre waiting rooms to speak to patients while they 
waited for their appointments.  
      In reaction to the limited number of local practices providing travel advice, Adeel now works closely 
with the GP practices to fill this gap – conducting a dedicated clinic every Tuesday, with appointments 
from 8.30am-to-6.30pm, and on a Wednseday morning from 8.30am-to-1pm. Willing to adapt to the 
hectic lifestyles of his patients, If this doesn’t suit, then he’s happy to slot them in another day 
accordingly. 
      Adeel established a travel clinic five years ago, and through the most up-to-date resources, he 
covers all aspects of travel.

Mohammad Adeel Arshad
Omnicare Pharmacy, Edinburgh, NHS Lothian

COMMUNITY 
PHARMACIST OF THE 
YEAR (INDEPENDENT)
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Until the turn of the 21st Century people with axial 
spondyloarthritis (AS) saw none of the therapeutic benefits 
gradually being meted out to those with other rheumatic 
diseases. Treatment effectively followed a 50-year-old recipe of 
non-steroidal anti-inflammatory drugs (NSAIDs) and exercise, 
leavened with advice to ‘learn to live with it’. One-third of 
individuals with AS gave up work because of their disease, and 
many developed horribly visible deformity – a testimony to the 
therapeutic poverty of rheumatologists. 
      The identification of the HLA-B27 gene in 1973 failed to 

deliver a new therapeutic dawn, but it heralded a major shift 
in thinking: mechanisms underpinning AS really could be 
approached, making real, if not imminent, the prospect of 
effective treatment. The 21st Century has seen dramatic parallel 
developments.
      The development and widespread use of magnetic resonance 
imaging (MRI) has made a profound impact on AS. The capacity 
to see the precise sites of inflammatory lesions in the spine 
and pelvis, and to observe changes that occur with treatment, 
has allowed research workers to speculate on the pathology 
of the underlying lesions and on the nature of the process of 
ankylosis. Moreover, by allowing detection of spinal inflammation 
long before bony changes can be seen on x-rays, MRI allows 
much earlier diagnosis than has been the case hitherto, based on    
internationally-agreed criteria. Delayed diagnosis is still a major 
blight for many people with AS and there is much work to be done 
to capitalise on the opportunity that MRI offers. 
      Simultaneously, several disparate strands of evidence are 
building understanding of the pathogenesis of AS. Central to 
this has been identification of the enthesis as the site of the key 
lesion in AS. The detailed structure of entheses is now known 
and some correlation achieved between histological and imaging 

AXIAL SPONDYLOARTHRITIS 
– PROGRESS AT LAST
Despite being a painful, 
progressive form of inflammatory 
arthritis, axial spondyloarthritis 
fell troublingly low on the 
rheumatic disease radar for 
countless years. Dr Andrew Keat, 
a retired Consultant Physician 
and Rheumatologist, National 
Ankylosing Spondylitis Society 
trustee, and member of their 
Medical Advisory Board, depicts 
how the 21st Century heralded a 
time of change for our 
comprehension of the condition, 
fostered by an upturn in energy 
and enthusiasm of clinicians, 
academics, and industry.

AXIAL SPONDYLOARTHRITIS

WWW.SCOTHEALTHCARE.COM
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changes. However, much important work has arisen from studies 
of the gut. Small and large bowel inflammatory changes are well-
recognised in most people with AS; some lesions resembling those 
of Crohn's disease. Moreover, dysbiosis of gut micro-organisms has 
been suggested by several studies, although no consistent changes 
have yet been identified. Nevertheless, should such dysbiosis be 
identified, the role of diet in controlling or reversing this will 
become of increasing interest. Thus far, dietary studies have not 
been shown to be effective in the management of AS, though none 
have yet approached the capacity of such treatment to influence 
the gut microbiota.
      Recent work from Sicily has shown that, in inflamed gut 
mucosa, there is excess local production of the cytokine IL-
23. Interaction between the gut microbiota and local immune 
cells may be an explanation for this, though this response may 
occur particularly in the presence of HLA-B27 positive cells. A 
similar effect with generation of IL-23 via the unfolded protein 
response has also been demonstrated in animal models as a result 
of biomechanical stress. These two possible models of abnormal 
cytokine production in association with HLA-B27 have been 
drawn together by the demonstration of a specific T-cell subset 
resident in enthesial tissues with receptors for IL-23, suggesting 
that this could be a key pathway to enthesial inflammation. It is 
now clear that stimulation of such cells leads on to elaboration 
of further cytokines, notably IL-17, which itself leads to the 
generation of tumour-necrosis factor (TNF), a major pro-
inflammatory cytokine, locally and systemically.
      Thus, within the last few years it has been possible to 
assemble a likely pathogenetic mechanism for axSpA in which 
gut inflammation, with or without dysbiosis, and, perhaps, 
biomechanical stress, leads to a stress reaction in local tissues. The 
consequence, excess production of IL-23, may then give rise to 
further changes along the pro-inflammatory chain via subsequent 
release of IL-23 and other cytokines.
      In parallel with the gradual understanding of the mechanisms 
of pathogenesis, but not because of it, TNF inhibition emerged as 
a dramatically effective treatment of rheumatoid arthritis.   
     Fortunately, the benefits in treatment of AS were also quickly 
demonstrated and the era of biological therapy established. TNF-
inhibitor drugs were approved by NICE for the treatment of AS 
in 2008 and have radically changed the lot of people with AS. But 
now that the biologic era is here, things are moving on. Over 
and above the known risks of biologic therapy, major areas for 
concern are: high price, restricted drug survival – up to 50 per cent 
of patients experiencing secondary failure at five years, less than 
100 per cent efficacy and uncertainties about the effect of TNF 
inhibitors on structural disease progression.  
     Two approaches have been taken to reduce the overall cost 
of treatment. The introduction of biosimilar drugs, initially for 
etanercept and infliximab, but shortly for adulimumab also, 

has enabled other manufacturers to produce almost copies of 
the originator drugs at more modest cost; studies to date have 
not revealed any significant biologic or functional differences 
from the originator agents and it has become normal practice 
for patients who receive a biologic agent to be switched to, or to 
start, a biosimilar drug. Several studies have also investigated the 
potential value of using existing agents at reduced dosage. It is not 
clear whether reduced dosage will maintain the symptomatic and 
structural (potential) benefits of full dose treatment, but it’s now 
clear that some, though not all, patients may experience continued 
symptom suppression even after reducing the dose of TNF blocker 
agents. There is some evidence that on reverting to full dosage, 
symptom control may be less good, so further work needs to be 
done.
      Alternative biologic agents have also found a place in the 
treatment of AS. Some of those, such as rituximab, that are 
effective for rheumatoid disease, have not been shown to be 
effective for AS. However, suppression of the IL-17 and IL-23 
pathways has become an attractive approach. The introduction 
of secukinumab, an IL-17a antagonist, has met with success 
comparable with TNF-inhibitor agents in both AS and other 
spondyloarthritides and other IL-17 inhibitors are being 
introduced. Inhibition of IL-23 is also a rational approach though 
initial experience with ustekinumab has been disappointing. 
      Oral agents are now under intense study. Trials with the 
phosphodiesterase-4 (PDE4) inhibitor, apremilast, has shown 
only modest benefit in AS, though more encouraging results 
are reported with Janus Kinase Inhibitor treatment. These oral 
agents promise to tackle AS via a different mode of action so may 
yet provide effective treatment for those unresponsive to TNF 
inhibitors.   
      The introduction of new therapeutic agents and the prospect 
of yet more represents a huge step forward. Moreover, the more 
widespread use of MRI and increasing awareness of AS means 
that the number of patients identified and requiring treatment 
is likely to continue rising. The opportunities are emerging for 
therapeutically and cost-effective targeting of treatment. 
      In spite of all this, sight must not be lost of the more 
conventional forms of treatment – in particular, physiotherapy and 
regular activity. It’s quite clear that no matter how symptomatically 
effective new treatments are, the need for regular activity and long-
term monitoring of skeletal and functional changes are essential.
      For more information about axial spondyloarthritis, contact 
the National Ankylosing Spondylitis Society by calling 020 8741 
1515 or visiting www.nass.co.uk.
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Depicted as having a duration of three-to-six months, acute pain 
can inflict severe and debilitating discomfort on the sufferer, 
giving rise to the motivation to treat quickly, aggressively, and 
safely. Mounting evidence has therefore pointed towards opioids 
being an effective treatment pathway for this short-term pain 
– particularly in cases in which the pain isn’t responding to 
non-pharmacological or non-opioid treatment – and in cases in 
which the pain isn’t expected to.
      The significance of this treatment route is magnified in 
cases of trauma or surgery in that delayed action can lead to 
the increased chance of complications, such as pneumonia. 
Other healthcare states which warrant consideration are acute 
fractures, cluster headaches, shingles, and more.
      The complex link between acute and chronic pain means, 
too, that its acute form can arrive in the guise of a chronic pain-
related flare-up. 

NOT ONE-SIZE-FITS-ALL
Against a backdrop of great debate about what forms best 
practice for prescribing opioids in conditions concerning acute 
pain, deciding on the adequate therapy can prompt confusion 
in healthcare providers. However, the running thread must 
be that ‘one size doesn’t fit all’. Involving the patient in the 
decision-making process is key, and the initial step is to evaluate 
the extent of the pain by garnering their feedback and any 
insights into the injury. The treatment plan will then also be 
personalised and informed by their medical and psychological 
history, physical status, and previous healthcare states.
 
COMPLIANCE CONCERNS 
Despite this, an alarming level of patients continue to take 
opioids long after recommended; thus eliciting fear within 
healthcare professionals that the prescription may boost their 
vulnerability to long-term opioid addiction. To deter this 
possibility, and simultaneously prevent their treatment from 
being derailed, the clinician must carefully conduct a risk / 
benefit trade-off and ensure that the patient is an appropriate 
candidate. 

     Opioids shouldn’t be viewed by the sector as a ‘quick-fix’ 
solution. Responding to a BBC investigation into opioid 
prescribing in the NHS, Professor Helen Stokes-Lampard, Chair 
of the Royal College of GPs, said, ‘In most cases patients do not 
want to take medication long-term, and GPs will always try to 
explore alternatives, such as psychological therapies – but these 
can be hard to come by at community level, leaving them with 
few alternatives which are still considered of equal benefit to 
the patient. GPs and our teams will also advocate modest levels 
of exercise to patients in pain, but for some patients this simply 
isn’t an option.
      ‘GPs and our teams will continue to work closely with 
patients in chronic pain by inviting them for regular medication 
reviews, and prescribing opioids, when deemed the best 
treatment option, at the lowest possible dose for the shortest 
possible time.’
      Healthcare professionals must, however, be aware of the 
danger of venturing too far the other way, as treading the lines 
of treatment unnecessarily carefully can lead to them becoming 
over-cautious and somewhat ‘opioid phobic’.
      Once confidence in compliance has been instilled, and the 
expectation has been set that the opioid treatment is to be short-
term, the patient should start the opioid therapy at the lowest 
effective dose before it is titrated appropriately.

COMING TOGETHER
Another important driver of opioid therapy’s success is the 
strength of the multidisciplinary approach delivered to the 
patient. Collaboration is needed between the primary and 
secondary care teams at all times to keep the chances of overuse 
at bay. This power in numbers means that surgeons, physicians, 
and pharmacists can not only identify the patient’s opioid 
habits – but, more importantly, whether their opioid habits have 
changed. 
      This joined-up effort has been echoed by Michael Klueh, 
of the University of Michigan, who led a retrospective review 
of medical specialty areas to find out which are most likely to 
prescribe opioids for the first time to post-operative patients, 
which has been published in the Journal of General Internal 
Medicine.
      ‘Heightened awareness among patients, surgeons, and 
primary care physicians that surgery increases the risk of 
new persistent opioid use is necessary to promote improved 
communication and aggressive tapering of opioids while still 
in the acute surgical period,’ advises Michael, who believes that 
patients should be adequately informed about the realities of 
post-operative pain, and how long they can safely use opioids 
following surgery.

REACHING 
THE LIMIT
Presenting in a range of impeding forms 
every day, acute pain’s call for quick and 
effective action has led to opioid therapy 
becoming a replied-upon option. But what 
happens when the prescribing limit isn’t 
adhered to? SPR takes a look at the steps 
which must be taken to get the most out of 
the treatment, all the while mitigating risks 
and safeguarding the patient’s welfare. 

PAIN
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Persistent pelvic pain is defined as intermittent or constant pain 
experienced in the lower abdomen or pelvis of at least six months 
in duration and presents in primary care as frequently as a migraine 
or lower back pain. (2) 
      Causes of these symptoms are multifactorial and can present 
a clinical challenge with regards to assessing, treating, and 
managing symptoms. Patients might be referred to gynaecology, 
urology, gastroenterology, colorectal, or paediatric services in 
the first instance. Traditionally these services have not included 
a multidisciplinary approach to pelvic pain. This culture is 
changing towards a model more in line with recent national and 
international guidelines. (2) (3-4) 

HOW IMPORTANT IS THE CONSULTANT’S ROLE 
IN CONTRIBUTING TOWARDS THE PATIENT’S 
PATHWAY?
As with all pain symptoms, it is vital to thoroughly assess and treat 
any specific underlying pathology relating to the generation of 
pain. Given the breadth of systems within the pelvic region this 
may require input from different specialities. Consultant input 
is key in order to begin taking an in-depth history and ensuring 
that the patient is on-board with any care plan that is to be made, 
alongside optimising medical and surgical management.
      In our experience the lead consultant can be an influential 
person when educating patients on the complexities of chronic 
pain and the importance of a multi-system approach. 

PERSISTENT 
PELVIC PAIN – 
AS COMMON AS 
A MIGRAINE
Did you know that persistent pelvic pain 
is the most common reason for referral 
to women’s health services, and accounts 
for 20 per cent of all outpatient referrals in secondary care, therefore 
not surprisingly resulting in a spend of £158 million annually within the 
NHS? (1) Drawing on the severity of the condition, Specialist 
Physiotherapist, Katie Gore, Pain Psychologist, Emma Evans, and 
patient advocate, Judy Birch, present their experience of pelvic pain 
services, and highlight the importance of considering each patient’s 
story when moving forward.

PELVIC PAIN

Emma Evans
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WHAT’S THE ROLE OF A SPECIALIST 
PHYSIOTHERAPIST WITHIN A PELVIC PAIN 
SERVICE?
There is growing evidence that shows that physiotherapy can 
be beneficial for reducing and improving symptoms across the 
spectrum of pelvic pain symptoms. Therefore a physiotherapist is 
a crucial member of any multidisciplinary team working in pelvic 
pain. 
      Most physiotherapists have specialist training and experience 
enabling them to perform intimate examinations alongside the 
more traditional external musculoskeletal assessments. This 
combination complements the consultant assessment, providing 
differential diagnoses for potential pain generators, as well as 
a deeper understanding of the physical impact of pain on each 
patient’s function.
      Physiotherapists will perform their own in-depth assessment 
and understanding of the importance of each symptom in relation 
to each person’s life context. Along with the patient, the team will 
then decide if there is a role for physiotherapy. This could be a 
combination of treatments and management approaches, such as 
exercise, pain education, pain management strategies, acupuncture, 
hydrotherapy, and lifestyle advice.

HOW WOULD YOU DESCRIBE THE ROLE OF A 
PSYCHOLOGIST IN A PELVIC PAIN SETTING?  
Psychological approaches have been shown to play an important 
role in managing pain, and pain psychologists are now an integral 
part of pain management services. There is clear evidence of the 
link between physical and psychological health, and pain does not 
just affect our bodies. It’s also likely to affect many other areas of 
life, including mood, relationships, and other activities. 
      At assessment, a psychologist will ask the patient about how 
pain impacts on their mood and life; they will also ask about what 
life was like before pain was a problem.
      As with physiotherapy, once initial assessment is complete, the 
team and patient decide together if there is a role for psychology. 
This might be provided by the pain psychologist or a referral on to 
another service might be considered, depending on the nature of 

psychological support needed.  
      Support from pain psychologists is always focused on helping 
each person to find a way to live with the challenges of pain so that 
they can lead as full and happy a life as possible. Different strategies 
are helpful for different people: understanding an individual’s 
personal patterns which lead to difficult emotions or increased 
pain is a helpful starting point. Psychological interventions can 
involve looking at thoughts / beliefs, relaxation techniques, 
and activity patterns. Psychological strategies for coping with 
the emotional challenges of using dilators, surgery, or other 
interventions are also an important part of the support provided 
by pain psychologists for some people.

WHAT COULD NATIONAL SERVICES BE DOING 
TO IMPROVE PATIENT CARE? – A PATIENT’S 
PERSPECTIVE
Currently services are designed to cater for those with 
straightforward pelvic pain issues that can be resolved quickly. 
When pelvic pain is ongoing and complex, it may be difficult for 
any one specialty to decide how to progress the care of the patient. 
      A recognised issue for patients nationally is that there can be 
difficulty in being referred for help in managing their pain, despite 
this being their priority. (5) There are too few services nationally 
which provide the multidisciplinary expertise to manage those 
with chronic, complex pelvic pain. Such a service involves joint 
clinics and patient-focused meetings with input from a multi-
speciality pain team: a pain specialist, pain nurse, physiotherapy, 
psychology, and surgical and medical specialties, such as 
gynaecology and neurology. 
      Patients want to be listened to, heard, and understood. Good 
communication between the healthcare professional and patient 
is an important factor in developing a collaborative approach 
where the patient is informed, listened to, and actively involved in 
decision-making. Patients appreciate information that helps them 
to understand their pain and what they can do to help manage 
it. This allows them time to digest information, and can facilitate 
shared decision-making.                  
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HELPFUL RESOURCES
• The Pelvic Pain Support Network: www.pelvicpain.org.uk 
• EAU Guideline Chronic Pelvic Pain: www.uroweb.org/
guideline/chronic-pelvic-pain 

PELVIC PAIN
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WHAT IS DYSTONIA?
Dystonia is a set of incurable neurological disorders that result 
from faulty signals between the brain and muscles in the body.    
      These signals cause prolonged and involuntary muscle spasms 
which force the body into irregular and disabling movements and 
postures. The severe clenching and contraction of the muscles 
triggered by these volatile spasms are often painful and can affect 
any part of the body; in many cases leading to symptoms such as 
functional blindness, debilitating contortion of the hands, neck, 
and trunk, as well as difficulty walking (sometimes with near total 
loss of mobility due to the body jack-knifing in painful positions). 
      Dystonia can be progressive and so may deteriorate and spread 
over time. Everyday tasks are made difficult and challenging, 
making only short bursts of activity possible before rest is needed.    
      Therefore, many people with dystonia have to leave 
employment as their symptoms develop. 

‘I had lost my job as my neck was now resting on my shoulder and the 
pain was excruciating… I was very withdrawn and suicide had crossed 
my mind several times. I hated going out in public.’

TYPES OF DYSTONIA

FOCAL DYSTONIAS
These dystonias are limited to specific parts of the body. 
Symptoms generally appear between the ages of 30 and 50 
(except eye dystonia where they usually start between ages 50 
and 70), although sometimes symptoms can appear earlier or 
later. Generally, focal dystonias starting in adulthood affect 
only one part of the body. If they spread at all, which is unlikely, 
it is usually only to one other area (if this happens it’s called a 
segmental or multifocal dystonia). The progress of focal dystonia is 
unpredictable, with symptoms varying from day-to-day. Typically, 
a focal dystonia will progress gradually over a five-year period and 
then progress no further.

DYSTONIAS AFFECTING MULTIPLE PARTS OF THE 
BODY
There are a number of different types of dystonia that affect more 
than one part of the body. These usually start in childhood or early 
adulthood.

ACQUIRED DYSTONIAS
Acquired dystonias (which used to be known as secondary 
dystonias) are dystonias caused by damage or degeneration of the 
brain or abnormal response to certain medications. There are more 
than 50 causes of acquired dystonia.

FUNCTIONAL DYSTONIA
Functional dystonia is a condition where some specific symptoms 
of dystonia appear, but tests that normally establish the cause of 
these symptoms are negative.
      The cause of dystonia in most cases is not known, although 
a minority of cases have an identifiable cause. Some forms are 
inherited, and others are acquired. Causes can include an injury to 
the brain at birth or due to a stroke; other causes include medical 
conditions, accidents, or a side-effect of some medications – 
primarily those used to treat psychiatric conditions. Some forms 
are also idiopathic and have no known cause. 

TREATMENT OPTIONS FOR 
DYSTONIA
Various treatments are available for dystonia – although none of 
these are a cure.   
      Treatments will be determined by the type and severity of the 
particular condition, with the main options being: 
• Medication
• Botulinum toxin injections
• Deep brain stimulation surgery
• Other forms of therapy, such as physiotherapy, occupational 
therapy, and speech and language therapy

‘A few months after starting the physiotherapy programme, I 
noticed a slight easing in the muscles affected by dystonia, and it 
felt like a fantastic achievement to be given a reduced injection dose 
as a consequence. Despite this reduction I managed to stretch the 
subsequent 13 weeks’ injection interval by another six weeks, when I 
was given another reduced dose.’

BREAKING THE CYCLE 
Characterised by uncontrollable and sometimes painful muscle spasms caused by 
incorrect signals from the brain, dystonia is estimated to affect at least 70,000 people in 
the UK. For a considerable percentage of these patients, the relentless cycle of 
misdiagnosis and struggle to find support and treatment comes at a massive physical 
and mental cost to not just them, but their extended family, friends, and work 
colleagues too. Andrea West, CEO at the Dystonia Society, explains that by 
familiarising ourselves with the condition, and its physical and emotional connotations, 
we can catalyse greater awareness and access to services.

DYSTONIA



      

LIVING WITH DYSTONIA
Many people living with dystonia endure years of pain, isolation, 
and misunderstanding, and are often made to feel like the 
symptoms are ‘all in the mind’ by doctors. People often find it 
difficult to leave their own home as dystonia can mean that they 
struggle to drive or to cross the street safely. They may have been 
laughed at in the street or accused of being drunk because of their 
uncontrollable movements. Some can’t even eat or drink without 
help. 

‘My husband effectively became my carer, guiding me when walking 
and driving me everywhere. I could not go anywhere on my own. 
Even my three young children used to take it in turns to hold my hand 
and guide me.’

      Mental health is a sensitive topic for many people with dystonia 
as many cases of dystonia are initially mistaken for a mental health 
(or psychological) condition. In the vast majority of cases, dystonia 
is a neurological illness and doesn’t have a mental health cause.    
      However, it’s also increasingly understood that, although 
mental health conditions don’t normally cause dystonia, there 
can be an important inter-relationship in some cases between 
dystonia and mental health conditions, such as stress, depression, 
and anxiety. This relationship can be two-way – the symptoms of 
dystonia can cause anxiety or depression, but also anxiety and stress 
can make the physical symptoms of dystonia worse.
      Although there are many forms of dystonia, any type can have 
a devastating impact on a person’s quality of life. It is often an 
alienating condition as people begin to avoid social situations, 
resulting in isolation and the feeling that their lives will be 
permanently restricted. On top of this, most people have never 
heard of dystonia, including many medical professionals. 

‘My dystonia appeared when I was 12, starting with cramps in my 
right foot. The cramps established themselves and the dystonia spread 
up the right side of my body. I also have dystonic storms, and once I 
had to be carried off the school bus because I could not move. I was 
told not to come back to school for six months! For 15 years after my 
dystonia developed, the doctors assumed the symptoms were caused by 
schizophrenia.’

THE DYSTONIA SOCIETY
The Dystonia Society is the only UK-wide organisation driven to 
ensuring that the 70,000 people with dystonia in the country have 
access to the crucial information, support, and essential treatment 
which they need in order to regain their independence and tackle 
their dystonia head-on.
      A diagnosis of dystonia is like a stone dropped in a pond – the 

ripple-out effect affects so many. The Dystonia Society has three 
main aims: to support people affected by the condition; to raise 
awareness and advocate for access to services; and to facilitate 
research into potential treatments and ultimately a cure. 
Some of the services we provide are:
• We run Living with Dystonia events which provide support and 
condition management suggestions, as well as specific information 
on types of dystonia. Our events also include talks and workshops 
by experienced local specialists on dystonia
• Our national helpline and advocacy service is a unique service 
which responds to more than 3,000 calls each year. We support 
many of the 2,000 people who experience the on-set of dystonia 
annually; many of whom are finding the diagnoses process lengthy, 
frustrating, and frightening. The helpline provides the crucial 
support they need to help them through their crisis, with 92 per 
cent of service users saying that they find it to be helpful or very 
helpful. Many of those who make use of our dystonia helpline 
are repeat callers. The immense relief of being able to talk to 
someone who truly understands their condition and will support 
them unequivocally is imperative to their wellbeing. Moreover, 
since dystonia is not a well-known condition, many people with 
dystonia feel isolated and misunderstood; even by their family and 
friends
• Support is also available on a local level, with up to 1,000 people 
attending the meetings of our 40 local support groups    
• Our groups are invaluable in fighting the social isolation that so 
many people living with dystonia experience. Groups provide an 
opportunity to meet other people in a similar situation – to share 
experiences and mutual support. They also act as a local voice, 
making sure that the needs of the local dystonia community are 
represented among commissioning groups and treatment centres
• We have just launched a young people’s programme, which 
reaches out to young people across the country to help them with 
feelings of isolation and to hear their voices in terms of their needs, 
which are often very different to adults with dystonia
• We’re reaching out to people researching symptoms of dystonia 
through our website, which last year attracted more than 500,000 
hits, mostly from people researching their symptoms and 
downloading our extensive range of resources and material
• We run self-management workshops which cover a range of 
topics, including coping with the emotional impact of symptoms, 
pain management, healthy eating, exercise, negotiating adjustments 
to daily life, and coping strategies. Through the workshops we also 
aim to empower people with dystonia to develop constructive 
dialogue with their healthcare professionals
• Each year we hold an annual conference, bringing together 
people affected by the conditions. These events provide a much-
needed opportunity for networking and an extensive programme 
of speakers

‘The help I have received from the Dystonia Society has been fantastic. 
They have written letters to support services explaining the condition 
– and they’ve made a huge difference. The quality of care I receive has 
improved a lot and no-one talks about anxiety as a cause now. It’s 
really important that the Dystonia Society is there to help.’

      For more information about dystonia, and the Dystonia 
Society’s work, visit www.dystonia.org.uk, email info@dystonia.
org.uk, or follow them on Facebook, Twitter and Instagram.

DYSTONIA
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PAIN

From kicking off the morning chatting with colleagues about 
our favourite TV viewings, to catching up with friends over 
mugs of soothing tea, in many ways, the art of conversation 
comes to us with such ease. Actually, the difficulty so often 
arises in recognising when the circumstances call for silence 
and we should bite our tongue instead. 
      Why, then, do people suffering from the relentless wrath of 
pain struggle with expressing their discomfort? The mammoth 
prevalence of this paved the way for a study which was recently 
published by Pain Concern, and used a specially-designed 
Navigator Tool to encourage positive communication between 
people living with long-term pain and their GP or specialist. 
      National Lead Clinician for Chronic Pain, the Scottish 
government, Professor Blair Smith, welcomed the results of the 
study as a step in the right direction towards a better way of 
managing this debilitating and widespread condition. 
      He said, ‘Long-term pain causes so much distress and 
disability today that it’s difficult for people working in the 
health service to know how to manage it. We use a lot of 
potentially harmful medicines, and prescribing is often the 
focus of treatment, for patients and professionals. But the 
drugs don’t always work and are rarely the only answer.  
      ‘The Navigator Tool – which was piloted in this study – can 
help patients to understand all the different ways in which pain 
affects them, and therefore all the ways in which they can be 
helped or can help themselves. It also allows their healthcare 
professionals to get a quick, in-depth snapshot of the most 
important areas to address.  Most importantly, it allows an 
informed and realistic conversation about how we as doctors 
and pain specialists can work together to improve life with 
pain.’

ADDRESSING THE OBSTACLES
This common condition of persistent pain – which is estimated 
to affect as many as 40 per cent of the population at some 
point in their lives – is also affected by psychological and social 
factors which means that it doesn’t respond well to simple 
models of medical management, which can be challenging 
for health professionals and demoralising for people seeking 
solutions.
      Pain Concern researcher, Renée Blomkvist, who led the 
study, explained, ‘People going to their GP often find it hard 
to pinpoint or talk about their symptoms and many have 
identified communication as a barrier to enjoying a better 
quality of life. We wanted to see if we could improve patient-
doctor communication with this tool and looked at the way 
a range of health professionals, including physios, GPs, and 
pharmacists, used the tool during appointments and whether 
it was effective. This pilot study did not have the scope to 
validate the tool, but we saw how it could be used to broaden 
communication in primary care settings and to explore the 
psychological factors of persistent pain which was constructive 
for all those involved.’
      This latest two-year study builds on earlier research which 
focused on identifying communication stumbling blocks 
faced by people living with long-term pain, and devised the 
interactive resource which was able to:
• Enable patients and health professionals to see the bigger 
picture of the pain
• Improve communication
• Lead to engaged, efficient doctor or clinic appointments

• Highlight a range of self-management strategies
• Facilitate positive emotions

HOW HARD DOES PAIN PULL ON THE PURSE-
STRINGS?
Chronic pain costs the UK billions of pounds but research 
funding is inadequate, according to the British Pain Society, 
which has asserted that more research is essential to allow pain 
services to offer the latest effective and safest treatments.  
      Back pain alone accounts for 40 per cent of sickness absence 
in the NHS, and ultimately it costs £10 billion for the UK 
economy.

The Navigator Tool

A PAINFUL 
CONVERSATION
As more evidence comes to light 

centring on the levels of pain’s 
imposition – with one-in-five 

(800,000) people experiencing its 
persistence – the need for better 
care is impossible to ignore. It’s 

time for patients and clinicians to 
come together as a powerhouse 

source of pain management.  
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FENO TESTING

FENO FOR THOUGHT
From securing significant savings for the NHS, to granting patients with respiratory issues the insight 
and assurance to forge a more independent life, FeNO testing can serve to enrich the sector as a 
whole. But how do pharmacists in Scotland really feel about the device and its usage from day-to-
day? Bernadette Brown MRPharmS IP, of Cadham Pharmacy, Glenrothes, delves into her respiratory 
experience via patient-centred case studies, and shares why witnessing transformation in patients in 
such a short space of time is so rewarding.

In my experience I have been very fortunate to have members 
of the public support me to learn more about how they think 
about their asthma, which in turn leads to how they act and 
manage this long-term disease.
      I’ve been surprised when I hear what they think. For 
example, although they may have been admitted to hospital 
with a near-death asthma experience, once they ‘feel fine’ they 
stop taking the preventer inhaler and start to over-rely on their 
blue salbutamol inhaler.
      How does any healthcare professional help to change that 

thinking? How can we help them to truly understand and 
believe that they have a life-threatening healthcare condition?    
      This is truly a challenge and I can share with you my journey 
with some patients and how FeNO helped me to help them to 
see and believe that their asthma was not well-controlled, and 
that they could – and did – change their behaviours and feel 
the health benefits within a short space of time.

LEARNING AND LEADING 
I am spending more and more time in an education-type role 
– even with simple things like inhaler technique and using 
stickers to remind patients of the breathing technique for MDI 
or dry powder inhalers. I also use a slide rule which is a visual 
aid to help them see what over-relying on the blue inhaler looks 
like.
      In community pharmacy we are uniquely placed as the 
supplier of the much-needed salbutamol inhaler and we have 
that healthcare conversation that often my GP colleagues and 
nurses do not get as often, as the people most at risk do not 
attend for their annual asthma review. We have more contacts 
per year with this at-risk patient group and my cases show the 
value that these consultations and assessments have had on 
their health outcomes and quality of life. 
      I continue to find new people in this way, and there’s a 
common theme behind all of them, which, in most cases, is 
that inner belief that when they feel fine they don’t take their 
asthma seriously, and choose not to use their preventer inhaler, 
or just have poor technique and are not getting enough of the 
vital medication to their lungs.  

Bernadette Brown

CASE STUDY ONE
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This patient has two young children, is a very intelligent 
woman, and first attended my clinic with an asthma 
exacerbation. I treated her with steroids and antibiotics, and 
during that consultation she explained how she currently 

managed her asthma. She needed her blue inhaler in every 
handbag and never went out without it. Just a simple trip to 
the shops or doing the school run caused her anxiety, and she 
would use the blue inhaler three-to-four times a day. 



      She described herself as ‘fine’ most of the time despite this 
over-reliance on her blue inhaler. She felt that she had mild 
asthma, and as the inhaler she was given didn’t make her feel 
any better, she stopped using it. Her inhaler technique was 
good. 
      I carried out all the normal asthma review tests, and wanted 
to see which measure would really help in showing her that her 
asthma was not ‘fine’, and changing her behaviours and actions 
to support her confidence in controlling her own asthma.
      I opted to add in FeNO testing and her levels were 49 to 
start with. With a visual chart I was able to show her what 
normal looked like. She was surprised by this, and the result 
had much more of an impact on her thinking than the peak 
flow alone. 
      The patient has a very busy lifestyle, so I opted for a once-
a-day inhaler dry powder that she could use easily. The patient 
wanted to get the FeNO down and see if this really did make 
a difference to how she felt as the beclometasone did nothing 
for her. 
      Within a couple of months she was ‘amazed’ at how well she 
felt; especially in terms of not needing the blue inhaler. This 
quality of health was apparent to her and she didn’t want to go 
back to how she was before. Within four months the FeNO 
reading ACT scores and peak flows all gave her the confidence 
to step down to the maintenance dose of fluticasone furoate / 
vilanterol , and as of October 2018 she is still on this low dose 
and hasn’t used a blue inhaler in over four months. 

KEY POINTS AS A HEALTHCARE 
PROFESSIONAL
• Never to make any assumptions about people, and let them 
tell their story
• Find out about what is important to them and their lifestyles 
when choosing a suitable inhaler device and drugs
• FeNO helped her ‘see’ for herself how inflamed her lungs 
were and believe that she needed the anti-inflammatory steroid 
inhaler
• Regular reviews and easy access to follow-up appointments 
supported her throughout this journey

      It is probably the most rewarding part of my career so far 
as an NHS healthcare professional to see that transformation 
in such a short space of time and to know that this knowledge 
that she has now has supported her own understanding and 
confidence.
      The patient is in control of her asthma now by herself, and 
needs no-one to remind her to take her life-saving medication. 
Listening to her now about how active she is with her children, 
going on long walks, and being able to run around with them, 
and taking that anxiety away that she had daily is lovely to 
hear. 
      Not everyone requires FeNO to be added to the asthma 
review – but in this case, with clear non-adherence, the value 
was very much worth the cost of the tests, and in the long-
term the savings to the NHS are huge when we consider how 
expensive every hospital admission or A&E visit is. 

FENO TESTING
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CASE STUDY TWO

This 30-year-old young mum came into the pharmacy with her 
baby – she was wheezing at the reception area and was offered a 
consultation with the pharmacist. When I met her, I was struck 
by how unwell she looked. 
      Her story was that she was a busy first-time mum and was 
so busy taking care of her baby, she often forgot to use her 
preventer inhaler. She didn’t believe that her asthma wasn’t 
well-controlled; she felt that she was just ‘unfit’ after her baby 
was born. 
      I wanted to get a feel for the patient’s underlying 
inflammation, and the FeNO was a good way for both myself 
and this patient to see this. I was surprised at how high her 
reading was. She didn’t have an underlying chest infection 

and we worked on what could be triggering her asthma, and 
how to try and avoid the known triggers and to treat the 
inflammation. Her chaotic sleep pattern and lifestyle meant 
that a once-a-day inhaler was the most suitable for her. 
      We have never been able to get the patient’s FeNO to under 
35, however, from a start point of 121, and the huge difference 
in her symptoms and daily quality of life, this has transformed 
this young mum’s life. She can take her child swimming now, 
go shopping, and walk up her stairs without getting breathless. 
      I was surprised at how much asthma patients will tolerate 
and almost normalise their health or blame something else. 
This patient did not think it could be her asthma and looked 
for other reasons for her breathlessness. 
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FENO TESTING

This patient started coming to see me two years ago, and in 
this case she has had asthma since being a child. For many 
years the patient was on high dose steroids and was attending 
a consultant-led clinic at the local hospital. She already has 
osteoporosis and had resigned herself to a life with constant 
chest infections, risk of pneumonia (admitted to hospital twice 
for this), and poor asthma control. 
      She is getting at least two inhalers a month, and when she 
was yet again unwell with a chest infection, I invited her to 
have a chat about her asthma. My concern for the patient in 
the long-term was the use of the high dose steroid inhalers and 
the many courses of oral rescue prednisolone course she was 
having. 
      The FeNO was used in this case to see if the inflammation 
on her lungs was at a good level. In her case she could see that 
in March 2017 it was only 15. Once she saw the visual charts, 
and that this was an excellent number, she had the confidence 
to step down her steroid and go onto a once-a-day maintenance 
dose. 
      As of October 2018 the patient’s level is 11 and she is 
healthier than she has ever felt. She has had one chest infection 
since March 2017 and had the healthiest winter in 2018 in her 
life so far. 

CONCLUSION
FeNO testing to support management and diagnosis within 
primary care is a key element, but not in isolation without good 
history-taking and spirometry. The health economic value for 
FeNO testing to support diagnosis in primary care has been 
confirmed within the NICE NG80 guidance, however it is 
not currently funded in my local health economy and we await 
further guidance on this from the local MCN and BTS SIGN 
guidance due in early 2019.  

      From the case studies and following my experience I 
remain hopeful to provide a funded pharmacy-led clinic in the 
future supporting local GPs and patients alike in some of the 
following scenarios:

1. Over-reliance on SABA and non-adherence to ICS
2. People on long-term high dose steroids
3. Supporting, along with other measures, a diagnosis of 

asthma

      For the majority of people in the community, there are 
other simple measures which also support them in gaining 
control of their asthma, such as:
• ACT scores
• Peak flow
• Inhaler technique

      I am so very fortunate that my young pharmacists are also 
both interested in respiratory health and have both achieved 
clinical diplomas with distinction. We want very much to be 
part of the primary care NHS supporting people with asthma, 
and will continue to do our best to save lives and improve 
health and outcomes.

5 0  |  S P R  |  N o v  2 0 1 8

CASE STUDY THREE



Quick, easy and accurate  
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at the point-of-care
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MOBILISING KNOWLEDGE
To begin with, the provision of first-class integrated care for 
long-term conditions is not possible without the mobilisation of 
knowledge across organisational and professional boundaries.
      Unfortunately, many people seem to equate the concept of 
knowledge mobilisation with the implementation of an IT system 
that facilitates data-sharing. And that is part of the problem.
      Knowledge is different from data. Knowledge is embedded in 
practice. This is about ensuring that the different professionals in 
organisations understand each other’s perspective and are able to 
broker knowledge to each other in real time, in ways that make 
sense to the other party.
 
MAKING DISTRIBUTED LEADERSHIP AND 
ACCOUNTABILITY WORK

Work needs to be done on aligning performance. Typically, under 
the existing performance management systems, different parts of 
the organisation point in different directions with respect to the 
performance indicators that they need to meet.
      A classic example is targeted waiting times for A&E. If your job 
is likely to be at risk for not hitting a target you might, as a hospital 
manager, keep ambulances waiting outside A&E and not count 
them as coming into the hospital until you know that you can hit 
your target. 
      However, somebody in the ambulance trust will have their 
job linked to time targets for the ambulance service that is being 
provided. If the ambulances are stuck waiting outside at the 
hospital, then there will not be enough ambulances to respond to 
calls.
      Professionals will orientate towards their discrete professional 
indicators. A lack of performance indicators aligned to delivery of 
the overall service across domains, coupled with intense scrutiny 
and cost and quality pressures, creates incentives for organisations, 
or parts of an organisation, to act in dysfunctional ways that lead 
to inefficient and ineffective delivery of care.
      It encourages gaming and fragmentation of the system. Instead 
we need broader, more sophisticated performance indicators that 
relate to overall service provision over the long-term, rather than 
just the narrow and very direct performance indicators, such as 
waiting times at A&E.
      In turn this will create the conditions to allow leadership to be 
distributed across organisations and professions, rather than having 
hospital medical leadership as the dominant force, for example. At 
the same time this must be supported by collective responsibility.
      At present there tends to be a patchwork of discrete 
accountabilities, with each individual in the care provision chain 
feeling that their duty to the patient is discharged after their 
personal interaction with the patient.
      Accountability is important, but we need to encourage a sense 
of collective responsibility for care of the patient over the longer 
term, focusing on long-term overall outcomes, particularly where 
care is discontinuous.
 
COLLABORATIVE STRATEGIES
In the current fragmented system, individual service providers, 
whether in health, social care, education or another domain, 
develop their own strategies in isolation at an organisational level.
      One reason that they do this, for example, is because 
marketisation and competition incentivises organisations to seek 
competitive advantage over other potential providers as they seek 
to sustain and develop the business.
      However, although strategy needs to take place at an individual 
level, it also needs to take place in the context of the care 
ecosystem.
      So, while all these organisations have a local population to 
provide for, they need to engage in a strategy that is collaborative 
and that takes account of the other. 
     For more information, visit www.wbs.ac.uk.

HOW TO DEAL WITH THE 
PROBLEM OF LONG-TERM 
HEALTH CONDITIONS
The negative impact of poorly-managed 
long-term conditions is huge. Without 
the appropriate action, for example, 
you will continue to get unnecessary 
acute admissions. Patients end up 
at A&E before then being discharged 
unsafely back into the community, and 
then returning to A&E. It is a revolving 
door and unsustainable. Yet, according 
to Graeme Currie, Professor of Public 
Management at Warwick Business 
School, attention to a few distinct 
measures would make a considerable 
difference to the effectiveness of 
dealing with long-term conditions and, 
in doing so, to the overall effectiveness 
of the NHS. 

OPINION
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GETTING TO THE HEART OF IT
NHS Greater Glasgow & Clyde delivers primary, secondary, and tertiary care to 
approximately 1.25 million residents; encompassing seven local acute and ambulatory hospitals, 
and six separate local council authorities. With three out of these six council authorities 
appearing in the top 10 list of UK-wide authorities with the highest age-standardised death 
rates for cardiovascular disease, and Glasgow city having the highest overall rate, the delivery of 
high-quality clinical care to cardiology patients is crucial.    
      Lynsey Moir, Pharmacist in Clinical Cardiology (Primary Care) / Heart Failure Specialist, 
shares how improvements in optimising secondary prevention can have a positive impact on 
patient-orientated outcomes.

I work within the pharmacy heart failure service for NHS 
Greater Glasgow & Clyde’s (NHSGGC) Pharmacy Prescribing 
and Support Unit, with the core part of my role being to run, 
and oversee the running of, pharmacist-led clinics designed 
to improve secondary prevention medication optimisation in 
patients who have had a recent myocardial infarction (MI) with 
resultant left ventricular systolic dysfunction (LVSD). The 
post-MI LVSD clinics were initially set-up in two hospitals in 
2013 and were systematically rolled out to all seven NHSGGC 
hospitals. Clinics take referrals for patients with incident 
MIs with echocardiogram confirmed LVSD. We typically 
review patients over four-to-five visits to ensure appropriate 
and timely optimisation of angiotensin-converting enzyme 
inhibitors, or angiotensin II receptor blockers, beta-blockers 
and mineralocorticoid receptor antagonists to target dose in 
line with national and international guidelines. 
      The site I am primarily responsible for is the New Victoria 
Hospital where I run a clinic on a Tuesday afternoon. Each 
patient is given a 15-minute consultation and I typically 
see eight-to-10 patients each afternoon. At their initial 
appointment I outline the benefits in medicines optimisation 
and explain that this will typically take place over four-to-five 
visits. 
      During each consultation I explore any cardiac symptoms 
the patient may be experiencing, and examine the patient to 
check their vitals and exclude signs of heart failure through 
chest auscultation and looking for signs of peripheral oedema.    

      I also pull blood to monitor biochemical and haematological 
markers, such as U&Es, LFTs, cholesterol, HbA1c and 
full blood count which need monitored when optimising 
secondary prevention. Based on a combination of their history, 
observations, and blood results I will decide whether it is 
appropriate to recommend up-titration of secondary prevention 
and discuss the risks and benefits of doing so with the patient.    
      Once changes have been agreed with the patient I will issue 
a new prescription and letter for the GP surgeries to ensure that 
the changes are updated on a patient’s repeat list. 
      Although the post MI-LVSD clinics were set-up to facilitate 
timely up-titration of secondary prevention, we often have to 
deal with other cardiac and non-cardiac co-morbidities. We 
have support from the wider multidisciplinary team, including 
cardiologists, cardiac rehabilitation nurses, heart failure nurses, 
and GPs. One of my recent patients presented at clinic with a 
new irregular pulse. I organised an ECG which showed atrial 
fibrillation and I calculated that he had a CHADs VASc score 
of five. 
      Although I have undergone training in reading ECGs, 
in this case, as it was a new diagnosis of atrial fibrillation, 
it was appropriate for me to confirm the diagnosis with the 
cardiologist before proceeding with clinical management.    
      The patient had a history of chronic anaemia, and thus I had 
to liaise with the cardiologist and GP to ascertain the history 
of his anaemia and confirm that he had previously undergone 
appropriate GI investigations. We reached a consensus that his 
stroke risk was greater than his bleeding risk and commenced 
anticoagulation with close monitoring of haemoglobin. 
      Our pharmacy technician, Kimberly, plays a key role in 
helping support patients with medication adherence. I discuss 
adherence with patients at my clinic and will refer patients to 
Kimberly if any problems are suspected or identified. Kimberly 
will visit patients at home to do a baseline assessment and put 
into place any necessary measures she feels could help support 
adherence. 
      Through implementation of the post-MI LVSD clinic 
optimisation of secondary prevention has significantly 
improved. This data has been presented at national and 
international level conferences. Our team is now involved in 
supporting pharmacists in other health boards in the roll-out of 
similar clinics. 
      Back at base we have now seen over 1,500 patients to date 
over five years. We hold a database which describes the input 
we have had into these patients, and over the coming months 
I hope to look at dosing persistence and morbidity / mortality 
outcomes of our patients. 

CLINICAL CARDIOLOGY
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WHAT ARE THE CHARACTERISTICS OF BREATH-
ACTUATED INHALERS AND HOW DO THEY WORK?
There are loads of inhaler devices out there, so when it comes to 
asthma, COPD, or any other conditions which require an inhaler, 
it’s about finding the right device for each patient. I tend to find 
the right inhaler before I pick the right drugs for them. 
      There are two very broad categories of inhalers: the ‘press and 
breathe’ metered-dose inhalers are the typical ones which most 
people know, in which you press the button and a jet of gas comes 
out. The problem with these is that some people don’t get the 
timing absolutely right and that might be just because it’s difficult, 
or because somebody is getting a bit old or they’re too young. 

      Breath-actuated inhalers work a bit differently because as long 
as you’re breathing in enough, you will deliver the drug from the 
inhaler down into the lungs. 
      It’s really important that healthcare professionals not only show 
their patients how to use their inhaler device, but that they check 
that they can – or else the drug is just wasted.

WHEN ARE BREATH-ACTUATED INHALERS 
GENERALLY RECOMMENDED? HOW MUCH 
WEIGHT SHOULD WE GIVE TO THE PATIENT’S 
PREFERENCE DURING THE DECISION-MAKING?
One of the things that we’ve noticed over the last few years is that 
there are so many different inhalers out there that a lot of GPs and 
nurses don’t actually know what all of them do or how they work. 
A lot of the decision-making comes down to what the clinician 
understands or knows. 
      From my experience, I’m very happy for patients to let me know 
their preference, and sometimes I can show them several different 
types.

HAVE YOU NOTICED ANY PARTICULAR BENEFITS 
ASSOCIATED WITH THE USE OF BREATH-
ACTUATED DEVICES?
As I said, I try to tailor the decision to what a person’s natural 
technique is. With metered-dose inhalers, usually people need to 
co-ordinate a slow, gentle breath in to encourage that gas down 
into the bottom of their lungs. Most people, when you ask them 
to breathe in, naturally do it very hard and fast; so that’s when I 
tend to go for the breath-actuated devices because they involve 
breathing more forcefully. It suits them better. 

DECISIONS, 
DECISIONS
Deciding which inhaler device should 
be prescribed to each individual patient 
is an intricate process – complicated 
by the variety of options currently on 
the market, and the pressure of taking 
on-board the individual’s preference, in 
addition to what suits them best. To help 
simplify the selection, Dr Andy 
Whittamore, Clinical Lead, Asthma UK 
chats to SPR about the main 
components which make-up appropriate 
device suitability, and when a 
breath-actuated-inhaler is particularly 
impactful across all ages, such as in 
cases of sporting activities and 
problematic technique.

ASTHMA

S P R  |  N o v  2 0 1 8  |  5 5

WWW.SCOTHEALTHCARE.COM



      What that means is that they are automatically delivering more 
of the drug where it’s meant to go. Whereas for some people with 
the metered-dose inhalers, if they breathe too fast, most of the 
drug ends up either in their mouth or in their gullet. 
      Similarly, if someone with a breath-actuated inhaler breathes 
too slowly or gently, then again it ends up in the mouth, rather 
than being taken all the way to the lungs.

ARE THERE ANY TRENDS IN THE UPTAKE AND 
USE OF BREATH-ACTUATED INHALER DEVICES?
From my experience I tend to see breath-actuated devices used 
more with the young as the inhalers take a little bit more force. 

IN YOUR OPINION, ARE HEALTHCARE 
PROFESSIONALS RECEIVING ADEQUATE 
TRAINING FOR BREATH-ACTUATED INHALERS? 
WHERE ARE GAPS IN KNOWLEDGE MOST 
NOTICEABLE?
There are a lot of studies out there which show that healthcare 
professionals don’t know how to use inhalers themselves – and 
they have patients who rely on them. 
      One of the things which we’ve done at Asthma UK is release 
a series of inhaler videos for all respiratory conditions. We’ve put 
them together with the UK Inhaler Group which is a collaboration 
between GPs, nurses, physios, and other healthcare professional 
groups to make sure that we all agree on one technique for 
each of the types of inhalers. It means that patients will be 
getting that same message time and time again. And because the 
resource is digitally online, it can be shared with them during the 
consultation, in the pharmacy, or sent to them via a link in an 
email or text message.

WHAT ABOUT PATIENT ADHERENCE? DO 
YOU HAVE ANY TIPS FOR HOW THIS CAN BE 
IMPROVED?
Adherence is difficult with asthma because it’s a variable condition 
which comes and goes so people feel better and then they wonder 
whether they need to take their inhalers. And there’s also a worry 
about steroid inhalers having side-effects, which in the lower dose 
generally doesn’t happen.
      What I do with patients is explain how the inhaler is used, 
how it works, and what the benefits are. One of the things that 
helps is explaining that the preventer inhaler – the inhaler that 
dampens down the inflammation of the lungs – does need to 
be taken all the time, even when somebody is feeling well. The 
reason for that is because the low dose steroid in it calms down the 
inflammation and prevents the lungs from reacting to hay fever, 
pollens, pollutions; the things that actually cause asthma attacks. 
That explanation is really important in helping people to know 
that they’ve got to keep going.
      The other two parts of this basic care plan involve carrying out 
an annual asthma review with the GP or practice nurse, and an 

annual inhaler check which can then be revisited. Also having an 
asthma risk action plan will reinforce these messages the whole 
year through – they’ll know when to take action and when not to 
take action.

CAN YOU DELVE FURTHER INTO THE RISKS OF 
INAPPROPRIATE INHALER USE?
When people breathe a metered-dose inhaler in too fast, the drug 
isn’t getting to where it’s needed and giving people the protection 
or the benefits they want from it. By doing this, patients are also 
more likely to get their side-effects – thrush in the mouth, a sore 
throat, and so on. 
      In breath-actuated inhalers it’s the opposite; if they breathe too 
slowly, the side-effects are more common. This means that if the 
patient has a better technique, the drug is more likely to benefit 
them and less likely to do them harm. 
      Another area for concern regards people not taking their 
preventer inhaler regularly enough, meaning that the inflammation 
can creep in and make them more susceptible to symptoms.
      Also, if somebody is relying on their reliever inhaler, and using 
it three or more times every week, it’s a good suggestion that maybe 
there’s some inflammation untreated in the lungs. People need to 
know to take action at that point and get better support for their 
asthma.

HAVE ANY SHIFTS IN THE PREVALENCE OF 
ASTHMA OCCURRED? DO WE NEED TO DO MORE?
We need to do a lot more. We show from our basic care surveys 
that not enough patients are receiving all of the elements of 
basic care. That’s partly as a result of healthcare professionals and 
people with asthma getting quite complacent because that blue 
inhaler or even steroid tablets make such a miraculous change 
very quickly and then the asthma is better for a while. However, 
the inflammation is actually building up and increasing the risk of 
asthma attacks. What we need to be able to do is give patients the 
right information, the right treatment, and the right support, so 
that they can look after themselves throughout the whole year, and 
not just for the half an hour that we might see them once a year.

ASTHMA ACROSS THE UK
• In Northern Ireland 182,000 people (one-in-10) are currently 
receiving treatment for asthma. This includes 36,000 children and 
146,000 adults
• In Scotland, 368,000 people (one-in-14) are currently receiving 
treatment for asthma. This includes 72,000 children and 296,000 
adults
• In Wales 314,000 people (one-in-10) are currently receiving 
treatment for asthma. This consists of 59,000 children and 
256,000 adults
• In England, 4,500,000 people (one-in-11) are currently receiving 
treatment for asthma. This consists of 932,000 children and 
3,600,000 adults

ASTHMA
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Despite what many misguided members of the population 
perceive to be the truth, having a learning disability or 
difficulty doesn’t stop you from being a sexual being and having 
sexual interests and rights.
       According to Mencap, there are 1.4 million people with 
a learning disability in the UK. That’s 1.4 million people 
who might need the same information and support about 
their sexual health as anyone else, with the information in 
question including how to have safer sex; access to a method of 
contraception that suits them; access to testing and treatment 
for sexually transmitted infections; and more.
      If your service isn’t seeing people with learning disabilities 
or difficulties asking for these services, it isn’t because those 
people don’t exist, or those services aren’t needed. Sadly, people 
with a learning disability or difficulty can often encounter 
roadblocks in accessing healthcare.

FOR YOUR INFORMATION 
Assistance is at hand for eradicating 
any barriers from your own service 
courtesy of FPA’s top tips for sexual 
health help.

1. Make sure that people aren’t stopped before they even 
arrive. The first step people take before booking an 
appointment will often be to speak to a receptionist 
or someone in a similar role. By making sure they have 
the training they need to support someone who calls 
up with a learning disability or difficulty, you can avoid 
miscommunication and make sure that the person calling 
gets the correct appointment and feels confident in 
attending it

2. Make sure that you have enough time available. You 
always aim to make sure that anyone seeking healthcare 
advice or services gets the help they need, and understands 
any medication or planned course of action. This same 
essential task might just take a bit longer with someone 
who has a learning disability or difficulty. You might need 
to take more time to make sure that they’ve understood 
something and are comfortable with it. So make sure that 
time is available by booking in a longer appointment in 
advance

3. Use clear language. We have a whole raft of euphemisms 
for sexual terms, either to avoid embarrassment or just 
for amusement’s sake. But these can be confusing for 
someone with a learning disability or difficulty. Use clear 
and accurate terms – like penis, vulva, or vagina – and 
don’t assume that someone’s understood a term you’ve 
used without checking

4. Have the right materials. Make sure that you have 
leaflets and other materials available that can be clearly 
understood. FPA provides guides for people with a 
learning disability or difficulty on both contraception and 
sexually transmitted infections

5. Remember that they’re an individual. Just like all the 
other people you see, someone with a learning disability 
or difficulty will have their own problems and life 
circumstances. Try not to make any assumptions about 
their personal lives, relationships, or experiences. And 
don’t think that you’ll be able to clearly communicate 
in the exact same way with everyone who has a different 
learning disability or difficulty. Try to remain flexible, 
and adjust your communication with each individual to 
see what works for them

6. If you would like support in your service, FPA can 
provide awareness training to both your frontline staff 
and managers, looking at ways in which information 
is communicated, and how to do so in a manner that is 
clear. FPA’s training also looks at how our own values and 
attitudes can impact on how we work with individuals 
with a learning disability or difficulty, and how to develop 
your staff’s confidence in this area

      For more information, visit www.fpa.org.uk.
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SEXUAL EDUCATION

THE SEX 
FACTOR
Are you making sure that 
patients with a learning disability 
or difficulty are getting the 
sexual health help they need?



A senior scientist at Robert Gordon University 
(RGU) has been awarded with a prestigious honour 
from a national educational association.
      Dr Helen Vosper – Learning, Teaching and 
Assessment Strategic Lead for the School of 
Pharmacy and Life Sciences – has been selected 
to receive a senior fellowship from the Staff and 
Educational Development Association (SEDA), the 
professional body supporting staff and educational 
developers in the UK.
      Senior fellowship is the highest award that 
can be made to SEDA members, and Dr Vosper 
has been recognised in honour of her innovative 
leadership supporting colleagues across the 
school, as well as her work developing educational 
capability in the field of ergonomics and human 
factors with partners at a national level.
      Dr Vosper has been a member of SEDA since 
2012, when she achieved fellowship through the 
organisation’s Supporting and Leading Educational 
Change programme. Now, as a senior fellow, she is 
one of only around 80 such academics working in 
the UK.
      Outside of her work at RGU, Dr Vosper 

currently plays a key role in the NHS Education 
for Scotland Performing Well, Feeling Well 
programme. This takes forward ergonomics and 
human factors integration in NHS Scotland.
      Speaking on her senior fellowship, Dr Vosper 
said, ‘It is a real privilege to receive this honour for 
my work both within RGU and with partners across 
the UK.
      ‘Without the support of my colleagues 
over the years, I could not have achieved such 
recognition and I look forward to continuing to 
develop education capabilities, particularly around 
ergonomics and human factors.’

SENIOR LECTURER 
HONOURED WITH 
PRESTIGIOUS 
FELLOWSHIP

A pilot programme, launching 
next year, is set to see up to 100 
retired nurses and midwives train 
as professional practice advisers and 
share their knowledge, skills, and 
experience with new NHS recruits.
      The development of these posts 
– which will home in on midwifery, 
health visiting, district nursing, 
and advanced practice – supports 
a £40 million Scottish government 
commitment to create an additional 
2,600 nurse and midwife posts and 
increase student intakes by 10.8 per 
cent.
      Speaking about the motivation 
underscoring the impending roll-out, 
Health Secretary, Jeane Freeman, 
commented, ‘To support our plans 
to significantly grow the NHS 
workforce, we need to look at ways 
we can effectively help our newly-
qualified nurses and midwives to 
reach their full potential.
      ‘We also have a number of nursing 
and midwifery staff who have recently 
retired, but want to continue to 
provide service and support to newly-
qualified nurses and midwives.   
      Experienced, retired staff have 
a wealth of knowledge, skills, and 
experience, and, more importantly, 
confidence in using these abilities.
      ‘We don't want valuable 
experience to be lost and this pilot 
is an excellent way to explore how 
we can use the knowledge of retired 
staff to support recently-qualified 
employees.’

RETIRED NURSES 
AND MIDWIVES TO 
SHARE KNOWLEDGE 
IN NEW MENTOR 
ROLE

Dr Helen Vosper
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A new hi-tech Mobile Skills Unit will be adding 
an innovative element to education by providing 
high quality clinical training for practitioners in 
Scotland’s remote and rural areas.
      Recently launched at Forth Valley Royal 
Hospital in Larbert by Cabinet Secretary for 
Health, Jeane Freeman, the £265,000 vehicle 
contains a host of advanced clinical simulation 
features, enabling staff to learn the latest in 
emergency care, wherever they are based. It updates 
and replaces a vehicle that has successfully toured 
Scotland for the last decade.
      The Cabinet Secretary for Health explained, 
‘It’s essential that wherever you are a patient 
in Scotland, you can be treated to the highest 
standards. As thinking and technology develops, 
we need to make sure that our NHS staff are able 
to build on their skills and that’s where the Mobile 
Skills Unit comes in. Together with online learning 
and telemedicine, the team have trained over 9,000 
staff on the unit in the last decade, many in remote 
and rural areas. This unit will allow us to bring the 
next generation of training to Scotland’s clinicians.’
      The features of the new vehicle include adult, 
child, and baby simulators that can talk, breathe, 

and have heart sounds, with dedicated storage, as 
well as a dedicated briefing and debriefing area 
using personalised headphones. Furthermore, the 
flexible layout can be configured to need, and the 
innovative power management system incorporates 
a silent generator to enhance the learning 
environment.

MOBILE CLINICAL SKILLS UNIT TAKES TO 
THE ROAD 

A new vehicle is helping to train 
healthcare staff across Scotland
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IN THE BEGINNING
Three years prior to Orin (Lewis OBE – Co-Founder and Chief 
Executive) and I forming the African-Caribbean Leukaemia Trust 
(ACLT) we watched our son endure the process of receiving over 
two years of intensive chemotherapy and radiotherapy to beat 
the blood cancer. However, it was in 1996, nine months after we 
thought Daniel had achieved complete remission, that he suffered 
a relapse. The leukaemia had returned. Doctors at Great Ormond 
Hospital told us that the only way for Daniel to be cured was to 
receive a stem cell transplant from an unrelated donor, as none of 
our family members, including Daniel’s younger sister, Dominique, 
were matches.
      It is because of our amazing son Daniel that the charity has 
been serving the UK public in raising awareness on the importance 
of stem cell donation, and blood and organ donation, for over two 
decades. 

GETTING THE MESSAGE ACROSS
My role at ACLT is multi-faceted. We’re a small team (three 
including me), so we’re all managing a tremendous amount 
of work. However, a key part of my role is focused on the 
development of the partnerships and donor registration drives 
we hold with external establishments. From universities, primary 
/ secondary schools, corporate offices, community groups / 
organisations, and individuals, if there is a potential platform 
where our charity can come into their premises to raise awareness 
on all three donor areas (stem cell, blood, and organ), with a large 
diverse audience (to sign up on to the donor registers), then it’s 
my job to see the donor drive through with the relevant contact 
at the organisation. I am involved from the initial relationship 
management stage, right through to on-the-day management. I 
reach out to our team of volunteers to seek out how many of them 
can support us by attending the donor drives. On the day, I can 
be seen managing the registration of the potential donors, talking 
them through the registration application form and processing 
their cheek swabs (if registering to the stem cell register).
      This part of my job I feel is really rewarding because those who 
end up choosing to join the registers have digested the information 
from our presentation, which we show before a registration drive 
opens. People who sign up to the register would have made an 
informed decision to become an immediate life-saver through 
registering to the blood and organ (living or deceased) donor 
registers, or a potential life-saver for someone in the future; should 
they be found as a match for a patient who is in urgent need to 
receive a stem cell transplant. This is an amazing feeling, as it’s 
through us (the messengers), and the delivery of our message, that 
they’ve made that life-saving choice.

A MATTER OF 
URGENCY
As we know, health services are presently infiltrated with 
a series of issues relating to donor shortages – drawing 
particular concern is the limited number of individuals from 
African-Caribbean communities on the stem cell (bone 
marrow) register. In order to put a stop to the many lives 
being needlessly lost as a result of a matched donor not 
being found at the time at which someone needs help, the 
African-Caribbean Leukaemia Trust is making a charge for 
change. Beverley De-Gale OBE, Co-Founder and Director of 
Operations, explains.

ACLT 
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(L to R) Daniel De-Gale with his mother, ACLT Co-
Founder, Beverley De-Gale OBE, stepfather, Orin Lewis 
OBE, and sister, Dominique De-Gale
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PATIENT SUPPORT
Patient liaison and support is a priority as with NHS services being 
overstretched, the role we play here is extremely important. I lead 
the team in this area so that we can assist patients by being that 
much-needed second pair of ears, or the sound board to go over 
treatment options with, or another support to be present during 
difficult and upsetting updates with hospital consultants; talking 
patients and loved ones through the medical jargon, and helping 
to ask the right questions to the medical teams. I can be a neutral 
person looking in, to provide support on making decisions which 
affect patients living with a life-threatening illness.  
      Currently I’m spending parts of my time supporting a young 
mum-of-two, who has a five-year-old daughter who was diagnosed 
with leukaemia in July 2017. With all situations like this, 
having a child living with childhood cancer is traumatic enough, 
however this young mum is also dealing with the reality of living 
in temporary accommodation which is riddled with damp and 
condensation and other issues which puts her daughter’s health at 
further risk. I accompanied her to see a housing officer at her local 
council to help push through all the red tape and get her and her 
children re-housed permanently, in accommodation which was 
suitable for her young daughter. 

#MATCH4MAY
ACLT managed a patient appeal across 2016-to-2017 for a young 
mum, named May Brown, who was diagnosed with acute myeloid 
leukaemia in July 2015. May was of Nigerian heritage, living in 
a predominantly white area in the South-West of England. She 
desperately needed a matched stem cell donor but feared that her 
chances of campaigning locally (in Dorset) for individuals to join 
the register would be fruitless for her, as the opportunity for a 

perfect match is higher when the donor is from a similar genetic 
background. May contacted ACLT to ask if we’d help her to find 
a match and get her story out on a national level from our offices 
based in London.  
      ACLT worked with May and took the lead to launch her 
campaign (#Match4May), which resulted in thousands of people 
sharing her story and joining the stem cell register. During this 
time, we also provided aid through galvanising support from the 
British public to sign a petition we had created via Change.org. 
      The petition was centred around a declined visa application 
being overturned by the UK Home Office, so that May’s sister, 
Martha, could enter the UK to donate her stem cells to May, in a 
bid to save her sister’s life. I, alongside the team, drafted letters to 
MPs and participated in countless interviews with the national and 
local media, which all resulted in over 65,000 signatories within 
four days and multiple media coverage regarding May’s story.  
      The Home Office overturned their decision and Martha arrived 
the following day in the UK to help save her sister. Working with 
May in this way showed me and our small team just how important 
it is to have this aspect of our work funded, so that we’re able to 
provide the much-needed assistance, which many patients and 
their families do not receive, and which can lead to their health 
and well being being compromised, and in some cases, a loss of life.
 
THE CONVERSATION CONTINUES
It’s important to also look ahead and be proactive to start 
conversations with the team regarding forthcoming events, 
fundraising initiatives, and partnership activity we can potentially 
focus on. This October marked the 10th anniversary since we 
lost our son Daniel.  Daniel successfully received his stem cell 
transplant from an unrelated donor in June 1999 and went on to 
study Sports Physiotherapy at university. He lived a happy and 
active life for several years, however, sadly on 8th October 2008 he 
passed away from multiple organ failure, aged 21 years old. Myself 
and Daniel’s stepfather believe that Daniel waited too long for a 
matching donor to be found, and as a result he received too much 
toxic treatments which weakened his already frail body. We now 
strive to ensure that donors are ready and available to save the life 
of patients when diagnosed. 
      I enjoy the more senior role I play within my position too, 
which includes attending All Party Parliamentary Meetings at 
the Houses of Parliament, attending briefings on clinical trials, 
and training members of staff from larger organisations, such as 
London Fire Brigade and Metropolitan Police, on how to recruit 
their work colleagues onto the donor registers. We have staff at 
these places of work who wanted to further extend their support 
by signing up members of staff in-house alongside the day job – 
how wonderful is that?
      For more information, visit www.aclt.org.

(L to R) ACLT PR Manager, Ronke Oke, Leukaemia 
patient, May Brown, and Beverley De-Gale OBE

ACLT
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Beverley De-Gale OBE and Orin Lewis OBE with event 
organisers and ACLT volunteers
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October saw the patent expiry of Adalimumab, the world’s top 
selling prescription medicine, which is expected to make the single 
biggest contribution to the NHS objective of saving in the order 
of £200 million to £300 million per year by 2021 from biosimilar 
medicines. 
      Elsewhere, and building on the experience gained with other 
recent biosimilar introductions, the NHS is now in a strong 
position to make the most of the savings opportunity delivered via 
competition. 
      Real-world experience is among an array of factors which has 
been key to greater adoption and understanding to the point now 
where we’re seeing very high levels of biosimilar usage. According 
to NHS information from earlier this year, Infliximab, which 
came off patent in March 2015, now has 89 per cent biosimilar 
uptake; as does Etanercept following the patent ending in April 
2016. Biosimilar Rituximab has an uptake of 73 per cent following 
patent expire in from April 2017.
      It’s particularly important that the rapid introduction and 
take-up of the opportunities from new biosimilar medicines is 
consistent across the NHS. To help achieve that, the Regional 
Medicines Optimisation Committees (RMOCs) have had 
biosimilars high on their collective agendas. The main purpose of 
the four RMOCs of NHS England is working together as a single 
system to avoid unnecessary variations in the best use of medicines. 
      Alongside the budget savings to the NHS from using 
biosimilars is the equally important benefit of freeing up resources 
so that more patients can have access to biological medicines and 
the significant health improvement benefits they can provide.    
      There is emerging data that when biosimilar introduction 
takes place, and leads to a reduction of 50 per cent in price, it also 
delivers a 50 per cent increase in the number of patients that can 
be treated. The higher relative cost of biological medicines both in 
R&D and manufacturing has tended to place constraints on access 
and routine use. Therefore, the availability of interchangeable 
biosimilar medicines gives an opportunity for prescribers to revisit 
patient treatment pathways.

      The biggest savings opportunities for the NHS are now and 
into the future, but this could be potentially undermined due to 
uncertainty as a result of Brexit.
      It’s critical in our view that future biosimilars are not delayed by 
disruptions to the licensing system for new medicines. Today, the 
one and only licensing route for biosimilar medicines in Europe is 
the Centralised Procedure, operated by the European Medicines 
Agency (EMA) from their offices in Canary Wharf, London. The 
uncertainties over Brexit could have major impacts. 
      For example, the relocation of the EMA from London to 
Amsterdam will be disruptive. According to a recent EMA staff 
survey, at least 30 per cent will not relocate to the Netherlands.    
      Therefore, the EMA is already having strictly to prioritise and 
reduce its range of work. The licensing of new medicines is a core 
activity for all medicines regulators, so it’s hoped that impacts in 
this area will be minimised. However, relocation will inevitably be 
challenging for systems, processes, and timelines. For these reasons, 
delays in the approval of new biosimilar medicines is a significant 
risk factor.
      Due to the lack of political certainty, the life sciences industry 
has had to include in its plans the worst case ‘no deal’ Brexit 
scenario. If that was to happen, and the UK is separated from the 
EMA and the EU regulatory network, then it’s not been fully clear 
how the UK licensing authority, the Medicines and Healthcare 
products Regulatory Agency (MHRA), would operate. 
      It’s hoped that the MHRA would review in parallel to the 
EMA for the assessment of biosimilar medicines, taking account 
of its opinions and not duplicating or diverging on scientific issues. 
However, it’s important that the same scientific dossier can be 
submitted at the same time to EMA and MHRA, followed by the 
same assessment and approval timetable. Some reassurance has 
come from the technical notices published by the UK government 
earlier this year.
      These indicate that the MHRA will continue to reference 
opinions and decisions coming out of the EMA procedure when 
a company applies to EU27 and UK in parallel. However, no 
mention is made of national control laboratory testing (National 
Institute for Biological Standards & Control – NIBSC – in UK) 
which is an important pillar of the regulatory control of biological 
medicines. It’s important that even if the UK and EU regulatory 
systems start off in parallel that they don’t gradually diverge over 
time.
      Overall, we’re at an important milestone moment in the history 
of biosimilar medicines, and it’s critical that we don’t look back on 
2018 as a high water mark for the sector that is then followed by 
uncertainty on the timely availability of the next wave of biosimilar 
medicines.

BIOSIMILAR MEDICINES: 
A TURN OF EVENTS
In his final column of the year, Warwick Smith, Director General of the British 
Biosimilars Association, reflects on how the 12 months of 2018 have been 
another period of significant progress for biosimilar medicines in the UK.

BIOSIMILARS

Warwick Smith
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Dementia is one of the biggest health issues of our time. Recent 
statistics from Public Health England highlight that dementia 
is the leading cause of death for women, and is also set to be 
the leading cause of death in men by 2020, overtaking heart 
disease. 
      End-of-life care can be particularly challenging in cases of 
dementia. It can affect families on so many levels; mentally, 
physically, and spiritually. This makes it vital to have 
appropriate pathways to care in place which respect families’ 
needs, rights, and wishes, and which allow the person with 
dementia to be treated with compassion and respect at all 
times. 

HELPING TO PREPARE
End-of-life care is a difficult topic to broach for families, but 
putting arrangements in place now can help families plan for 
the future, minimising stresses on them and the person with 
dementia as the condition progresses. 
      These arrangements can include:

ADVANCE CARE PLANNING
This process involves discussing future care arrangements 
between individuals and their health and social care providers.    
      These discussions anticipate a situation where a person with 
dementia no longer has the capacity to outline their preferences 
– Advance Care Planning aims to record these preferences. 
      In comparison to cancer and other chronic long-term 
health conditions, studies have shown that family carers and 
people with dementia either don’t engage in Advance Care 
Planning discussions at all, or there is inadequate preparation 
around future care challenges. Discussions around this can be 
instigated by healthcare professionals. 

LASTING POWER OF ATTORNEY
A Lasting Power of Attorney can also be used by families to 
make decisions, regarding finances and health for example, on 
behalf of someone who has lost the capacity to consent in the 
case of dementia. This needs to be put in place before the 
person with dementia loses capacity.

MAINTAINING DIGNITY IN 
DYING AMONG FAMILIES AND 
HEALTHCARE PROFESSIONALS
In such challenging circumstances, families can’t be expected 
to navigate through the complexities of end-of-life care in 
dementia themselves. A joint effort is required, and health 
and social care professionals can help families open up 
conversations around dying in dementia. 
      Admiral nurses for one are playing a vital role in this 
area. At every stage, they are there to help the whole family, 
practically as well as emotionally. With families often falling in 
the gap between health and social care, admiral nurses can help 
link the two together, giving families the end-of-life care they 
need on both a social and healthcare level.
      Families often face isolation and guilt following the death 
of someone close to them. In these instances, admiral nurses 
can also support families in readjusting to a life beyond caring 
by linking them up to support groups in the local community, 
as well as helping them find coping strategies.

EMOTIONAL AND PRACTICAL 
SUPPORT AROUND DEMENTIA 
AND DYING 
• Consider approaching an admiral nurse or other healthcare 
professional around advice on Life Story Work. This is 
important for families and healthcare professionals to see that 
dementia shouldn’t define a person and recognise what that 
person has achieved in their lives, and ultimately who they are 
• Recognise the importance of planning early on through 
Advance Care Planning and Lasting Power of Attorney. If 
you’re unsure about how to approach either of these topics with 
a family, then get in touch with the Admiral Nurse Dementia 
Helpline on 0800 888 6678
• Direct families to suitable support groups following the death 
of their relative and encourage them to develop new interests to 
help them to adjust to this new chapter in their lives 
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DEMENTIA

FACING THE UNKNOWN
The prospect and practicalities associat-
ed with end-of-life care in dementia can 
inflict a great deal of distress on families, 
and they can often struggle to cope. Dr 
Karen Harrison-Dening, Head of 
Research and Publications at 
Dementia UK, delves into the measures 
which you can undertake to help them 
not only process the present, but to face 
the challenges of tomorrow with more 
confidence and less fear.

Dr Karen Harrison-Dening
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A like for like 
switch..
Butec sits in Category C of the drug tariff.

Prescribing Butec by brand is the  
only way to ensure patients receive 
a like for like switch while delivering 
drug cost savings to the NHS. 

For further information and latest pricing please  
contact Qdem enquiries on: 01223 426929

Or contact your local account manager at: 
http://www.qdem.co.uk/hcp/team/

Buprenorphine 7 Day Matrix Patch 5µg/h, 10µg/h, 15µg/h, 20µg/h

Butec patches contain an opioid analgesic. Butec® 5 
μg/h, 10 μg/h, 15 μg/h and 20 μg/h Transdermal Patch 
PRESCRIBING INFORMATION  United KingdomPLEASE 
READ THE SUMMARY OF PRODUCT CHARACTERISTICS 
BEFORE PRESCRIBING.PRESENTATION Butec 5 µg/h, 10 
µg/h, 15 µg/h, 20 µg/h. Transdermal beige patches 
containing buprenorphine. INDICATIONS  Treatment of 
non-malignant pain of moderate intensity when an opioid 
is necessary for obtaining adequate analgesia. Butec 
is not suitable for the treatment of acute pain. DOSAGE 
AND ADMINISTRATION  Butec should be administered 
every 7th day. Elderly and adults over 18 years only: Use 
the 5 μg/h patch for at least the first 3 days of treatment, 
before increasing the dose if necessary. Short-acting 
supplemental analgesics may be required during titration 
until analgesic efficacy is attained. Do not use more than 
two patches at a time, up to a maximum dose of 40 µg/h. 
CONTRA-INDICATIONS Known buprenorphine or excipient 
hypersensitivity, opioid-dependent patients, narcotic 
withdrawal treatment, respiratory depression, use of 
monoamine oxidase inhibitors (MAOIs) within the past 2 
weeks, myasthenia gravis, delirium tremens. PRECAUTIONS 
AND WARNINGS  Acute alcohol intoxication, head 
injury, shock, reduced consciousness of uncertain origin, 
intracranial lesions or increased intracranial pressure, 
severe hepatic impairment, history of drug abuse, 
alcohol abuse, serious mental illness or seizure disorder. 
Not recommended immediately postoperatively or for 
situations characterised by a narrow therapeutic index or 
for rapidly varying analgesic requirements. Chronic use 

of buprenorphine may lead to physical dependence and 
a withdrawal syndrome may occur. May affect ability 
to drive and use machinery. INTERACTIONS  MAOIs, CNS 
depressants (e.g. benzodiazepines, opioid derivatives, 
antidepressants, sedatives, alcohol, anxiolytics, 
neuroleptics, clonidine). CYP 3A4 inhibitors and inducers, 
products reducing hepatic blood flow (e.g. halothane). 
PREGNANCY AND LACTATION  Butec should not be used 
during pregnancy or in women of childbearing potential 
who are not using effective contraception. The use of 
Butec during lactation should be avoided. SIDE-EFFECTS   
Very common (≥1/10) and common (≥1/100, <1/10) side-
effects are anorexia, confusion, depression, insomnia, 
nervousness, anxiety, headache, dizziness, somnolence, 
tremor, dyspnoea, constipation, nausea, vomiting, 
abdominal pain, diarrhoea, dyspepsia, dry mouth, 
pruritus, erythema, rash, sweating, exanthema, muscular 
weakness, application site reaction, tiredness, asthenic 
conditions, peripheral oedema.Uncommon (< 1/100) 
but potentially serious side-effects are hypersensitivity, 
anaphylactic/anaphylactoid reaction, affect lability, 
restlessness, agitation, euphoric mood, hallucinations, 
libido decreased, aggression, psychotic disorder, drug 
dependence, mood swings, depersonalisation, sedation, 
dysarthria, migraine, syncope, paraesthesia, balance 
disorder, speech disorder, convulsions, blurred vision, 
visual disturbance, eyelid oedema, vertigo, palpitations, 
tachycardia, angina pectoris, hypotension, circulatory 
collapse, hypertension, orthostatic hypotension, 
wheezing, respiratory depression, respiratory failure, 

asthma aggravated, hyperventilation, dysphagia, ileus, 
diverticulitis, biliary colic, urticaria, dermatitis contact, 
face oedema, urinary retention, erectile dysfunction, 
sexual dysfunction, oedema, drug withdrawal 
syndrome (including neonatal), chest pain, alanine 
aminotransferase increased, accidental injury, fall. Please 
consult the SPC for details of other side-effects. LEGAL 
CATEGORY  CD (Sch3) POM PACKAGE QUANTITIES AND 
PRICE  4 individually sealed patches: 5 µg/h transdermal 
patch £7.92, 10 µg/h transdermal patch £14.20, 15 µg/h 
transdermal patch £22.12, 20 µg/h transdermal patch 
£25.86. Marketing Authorisation numbers 
PL 40431/0024 – 0027. MARKETING AUTHORISATION 
HOLDER  Qdem Pharmaceuticals Limited, Cambridge 
Science Park, Milton Road, Cambridge, CB4 0AB, United 
Kingdom.  Tel: 01223 426929. For medical information 
enquiries, please contact medicalinformationukQdem@
qdem.co.uk. DATE EFFECTIVE: February 2017. ® Butec 
and QDEM are registered trade marks. © 2013 Qdem 
Pharmaceuticals Limited.

 
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 
Qdem Pharmaceuticals Limited on 01223 426929. 
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