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AlimentumAlimentum is the first and only extensively hydrolysed 
formula to contain 2’-FL**††, a major component of most 
mothers’ breast milk:1

Contact your local Abbott Account Manager to learn more  
or call Freephone Nutrition Helpline on 0800 252 882

IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. Alimentum is a food for special 
medical purposes and should only be used under the recommendation or guidance of a healthcare professional.
*The 2’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL, found in 
most mothers’ breast milk.1 
†MIMS. August 2020.  
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not Alimentum), compared to control formula without 2’-FL.  
§Studies conducted in infants fed standard Alimentum formula without 2’-FL. 
¶¶Parent reports from a single-arm study, where all infants were consuming an extensively hydrolysed formula before being switched to Alimentum with  
2’-FL for 60 days. After 7 days of switching to Alimentum with 2’-FL, the majority of parents reported that the following persisting symptoms had 
improved or resolved: 84% of infants with constipation, 71% of infants with eczema, 100% of infants with vomiting.7

References. 1. Reverri EJ, et al. Nutrients. 2018;10(10):1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566. 3. Marriage BJ, et al. J Pediatr 
Gastroenterol Nutr. 2015;61(6):649–658. 4. Triantis V, et al. Front Pediatr. 2018;2;6:190. 5. Borschel M. Allergy. 2014;69(Suppl. 99): 454–572. 6. Sampson  
HA, et al. J Pediatr. 1991;118(4 Pt 1):520–525. 7. Abbott. Data on File (AL32). April 2020. 8. Borschel MW, Baggs GE. T O Nutr J. 2015;9:1–4. 9. Abbott. UK 
Alimentum Market Research. 2018.
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Despite being a firm believer in the power 
of fresh starts and reflection, there is so 
much about the end of the year and the 
traditions it provokes which I dread. The 
dangling temptation to compare myself 
to others gains mighty traction during 
this time. As I scroll through social 
media, I see post after post of friends, 
acquaintances and strangers neatly 
packaging their achievements over the 
past 12 months.
      While proud of those I know and 
sharing in their joy, I can’t seem to quiet 
that accusatory voice in my head which 
bellows, ‘What have YOU achieved? 
How have YOU made this year count?’ 
In response, I mentally stack up any 
and every accomplishment I can just to 
somehow try to prove to myself that I 
measure up.
      So, as you can imagine, the onset 
of 2020’s final chapter started to 
generate those all-too-familiar feelings 
recently. How could I possibly shape 
my experiences this year into successes 
when all my plans and expectations 
distinguished only a couple of months 
in? But then I forced myself to stop mid-
thought.
      In normal circumstances, comparison 
is always unnecessary and unhealthy 
anyway, but especially this year – a year 
like no other – all rule books have to be 
thrown out the window. I’m having to 
realise that this year wasn’t about striving 
for better; it was about stripping life back 
and giving value to those things which 
I’m already incredibly fortunate to have 
– particularly my own health and the 
wellbeing of my loved ones. 
      It’s also about being grateful for those 

key workers – such as you – who have 
experienced a far different, and much 
more overwhelming, 12 months than I 
have in order to help secure the possibility 
of others having a New Year to look 
forward to too. 
      With this being the last edition of the 
year, we at Scottish Pharmacy Review 
wish to say thank you for your courage, 
strength and selflessness during the 
turmoil of 2020. You can read up on 
just a number of your fellow pharmacy 
heroes and their phenomenal work as we 
reveal the shortlist for this year’s Scottish 
Pharmacy Awards, and stay updated on 
how the winners’ announcement is going 
to work this year in light of the updated 
government guidance (beginning on page 
29).
      We also overview some of the new 
knowledge and resources helping to 
further empower Scotland during the 
ongoing pandemic (page four), consider 
whether the novel coronavirus can ‘infect’ 
our gastrointestinal tract (page 43), 
and delve deeper into the mental health 
consequences of the crisis (page 10).
      That’s not all – The Epilepsy Society 
explain why greater communication 
must be cultivated by the healthcare 
community regarding the risks of sodium 
valproate during pregnancy (page 24), 
and we shine a light on the daily obstacles 
imposed by Raynaud’s syndrome (page 
nine). Paramedic Emily Snow bravely 
shares her M.E. story too (page 56).

Take care – and see you next year!

S P R  |  O c t  2 0 2 0  |  1

SPR
Medical Communications 2015 LTD 

www.scothealthcare.com
www.pharmacy-life.co.uk

EDITOR
SARAH NELSON

sarah.nelson@medcom.uk.com

DIRECTOR
CHRIS FLANNAGAN

chris.flannagan@nimedical.info

NATIONAL ACCOUNT MANAGER
NICOLA MCGARVEY

nicola.mcgarvey@nimedical.info

STUDIO MANAGER
DECLAN NUGENT

design@nimedical.info 

ACCOUNTS MANAGER
DONNA MARTIN

accounts@nimedical.info

MANAGING DIRECTOR
BRIDGET MCCABE

bridget.mccabe@nimedical.info

IF YOU WISH TO CONTACT US BY 
TELEPHONE – 02890 999 441

While every care has been taken in compiling 
this magazine to ensure that it is correct at the 
time of going to press, the publishers assume 

no responsibility for any effects from errors 
or omissions. The opinions of contributors are 
not necessarily those of the publisher. No part 
of this publication may be reproduced, stored 

in a retrieval system, or transmitted in any 
form, or by any means, mechanical, electronic, 

photocopying, recording or otherwise 
without the prior permission of Medical 

Communications 2015 Ltd.  All rights reserved. 
Data Protection – Please note, your mailing 

details and copies of any articles supplied will 
be held on a database and may be shared with 
associated companies. Sometimes your details 

may be obtained from, or made available to, 
external companies for marketing purposes. If 
you do not wish your details to be used for this 
purpose, please write to: Database Manager, 
Medical Communications 2015 Ltd, Suite 15, 

Martrey House, Units 2 & 3 Ravenhill Business 
Park, Ravenhill Road, Belfast, BT6 8AW. 

Subscription: £120 a year
Please note our new address.

News Opinions Healthcare

On her imminent retirement
CHIEF PHARMACEUTICAL OFFICER 

Under the microscope

APLASTIC ANAEMIA

The role of the pharmacist

SHINGLES

Celebrate health heroes

SCOTTISH PHARMACY AWARDS

Pharmacy

ISSUE 128 - 2020

Review

Scottish

COVID-19: LOSS AND 
UNCERTAINTY
NAVIGATING UNCHARTERED WATERS

ISSUE 129 – 2020

WELCOME
Sarah Nelson Editor
sarah.nelson@medcom.uk.com 

EDITOR'S LETTER
Welcome to the latest edition of Scottish 
Pharmacy Review!

@scothealthweb

WWW.SCOTHEALTHCARE.COM

To access the previous 
editions of SPR online, visit 
www.scothealthcare.com

Medical Communications 2015 Ltd

AlimentumAlimentum is the first and only extensively hydrolysed 
formula to contain 2’-FL**††, a major component of most 
mothers’ breast milk:1

Contact your local Abbott Account Manager to learn more  
or call Freephone Nutrition Helpline on 0800 252 882

IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. Alimentum is a food for special 
medical purposes and should only be used under the recommendation or guidance of a healthcare professional.
*The 2’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL, found in 
most mothers’ breast milk.1 
†MIMS. August 2020.  
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not Alimentum), compared to control formula without 2’-FL.  
§Studies conducted in infants fed standard Alimentum formula without 2’-FL. 
¶¶Parent reports from a single-arm study, where all infants were consuming an extensively hydrolysed formula before being switched to Alimentum with  
2’-FL for 60 days. After 7 days of switching to Alimentum with 2’-FL, the majority of parents reported that the following persisting symptoms had 
improved or resolved: 84% of infants with constipation, 71% of infants with eczema, 100% of infants with vomiting.7

References. 1. Reverri EJ, et al. Nutrients. 2018;10(10):1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566. 3. Marriage BJ, et al. J Pediatr 
Gastroenterol Nutr. 2015;61(6):649–658. 4. Triantis V, et al. Front Pediatr. 2018;2;6:190. 5. Borschel M. Allergy. 2014;69(Suppl. 99): 454–572. 6. Sampson  
HA, et al. J Pediatr. 1991;118(4 Pt 1):520–525. 7. Abbott. Data on File (AL32). April 2020. 8. Borschel MW, Baggs GE. T O Nutr J. 2015;9:1–4. 9. Abbott. UK 
Alimentum Market Research. 2018.
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ALWAYS DISPENSE FULTIUM-D3, THE UK’S No.1 LICENSED VITAMIN D BRAND2

Fultium-D3 800 IU, 3,200 IU & 20,000 IU Capsules Abbreviated 
Prescribing Information. Please refer to the appropriate Summary of 
Product Characteristics (SmPC) before prescribing Fultium-D3. Use care when 
prescribing in pregnancy, as high doses of colecalciferol may affect the fetus. 
Fultium-D3 capsules: Each Fultium-D3 800 IU capsule contains colecalciferol 
800 IU equivalent to 20 micrograms vitamin D3. Each Fultium-D3 3,200 IU 
capsule contains colecalciferol 3,200 IU equivalent to 80 micrograms vitamin 
D3. Each Fultium-D3 20,000 IU capsule contains colecalciferol 20,000 IU 
equivalent to 500 micrograms vitamin D3. Indication: Fultium-D3 800 & 
20,000 IU capsules. Prevention and treatment of vitamin D deficiency. As 
an adjunct to specific therapy for osteoporosis in patients with vitamin D 
deficiency or at risk of vitamin D insufficiency. Fultium-D3 3,200 IU capsules 
only. Treatment of vitamin D deficiency. Dosage and administration: Adults 
and the elderly Treatment of Vitamin D deficiency (serum levels <25nmol/l 
(<10ng/ml)). Depending on the severity of the disease and the patient’s 
response to treatment: 1-4 Fultium-D3 800 IU capsules daily for up to 12 weeks 
or 1 Fultium-D3 3,200 IU capsule daily for up to 12 weeks or 2 Fultium-D3 
20,000 IU capsules per week for 7 weeks. Prevention of vitamin D deficiency 
1-2 Fultium-D3 800 IU capsules (800-1600 IU) daily or 1 Fultium-D3 20,000 
IU capsule per month. Long term maintenance therapy following deficiency 
treatment or vitamin D insufficiency (serum levels 25-50nmol/l (10-20 
ng/ml). 1-2 Fultium-D3 800 IU capsules daily. Children over 12 years. Depending 
on the severity of the disease and the patient’s response to treatment: 
1 Fultium-D3 800 IU capsule daily (for prevention/treatment), or 1 Fultium-D3 
3,200 IU capsule daily for up to 12 weeks (treatment), or 1 Fultium-D3 20,000 
IU every 6 weeks (prevention), or 1 Fultium-D3 20,000 IU every 2 weeks 
to 6 weeks (treatment). Should only be given under medical supervision. 
Not recommended for use in children under 12 years. For oral use. 
Swallow capsules whole with water. Contraindications: Hypersensitivity 
to vitamin D or any of the excipients in the product; hypervitaminosis D; 
nephrolithiasis; diseases or conditions resulting in hypercalcaemia and/or 
hypercalciuria; severe renal impairment. Warnings and Precautions: Use 
with caution in patients with impaired renal function or sarcoidosis and 
monitor the effect on calcium and phosphate levels. In patients with severe 
renal insufficiency, vitamin D in the form of colecalciferol is not metabolised 
normally and other forms of vitamin D should be used. In cases of long-
term daily doses exceeding 1,000 IU, monitor serum calcium levels. Use 
caution in patients receiving treatment for cardiovascular disease. Consider 
vitamin D supplementation from other sources. Interactions: Concomitant 
treatment with phenytoin, barbiturates and glucocorticoids can decrease the 
effect of vitamin D. Effects of digitalis and other cardiac glycosides may be 
accentuated. Absorption of vitamin D may be reduced by ion exchange resins 

and laxatives. Pregnancy and lactation: Use only under medical supervision. 
Studies have shown safe use up to 4,000 IU daily but reproductive toxicity has 
been seen in animal studies. The 20,000 IU dose should not be used during 
pregnancy. Vitamin D is excreted in breast milk, when prescribing additional 
vitamin D to a breast-fed child consider the dose of any additional vitamin 
D given to the mother. Undesirable effects: Allergic reactions are possible. 
Uncommon adverse reactions include hypercalcaemia and hypercalciuria. 
Rare adverse reactions include: pruritus rash and urticaria. Overdose: 
Refer to SmPC. Legal Category: POM. Pack size: Fultium-D3 800 IU capsules 
x30 – NHS Price £3.60. Fultium-D3 800 IU capsules x90 – NHS Price £8.85. 
Fultium-D3 3,200 IU capsules x30 – NHS Price £13.32. Fultium-D3 3,200 IU 
capsules x90 – NHS Price £39.96. Fultium-D3 20,000 capsules x15 – NHS Price 
£17.04. Fultium-D3 20,000 capsules x30 – NHS Price £29.00. MA Number: 
40861/0002 [Fultium-D3 800 IU capsules]. 40861/0003 [Fultium-D3 3,200 
IU capsules]. 40861/0004 [Fultium-D3 20,000 IU capsules]. MA Holder: 
Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, 
Huddersfield, West Yorkshire HD7 5QH, UK. Full Prescribing Information is 
available from Internis Pharmaceuticals Ltd. Date of preparation: August 
2020. unique ID no. FUL-543.

Fultium-D3 Drops Abbreviated Prescribing Information. Please refer to 
the Summary of Product Characteristics (SmPC) before prescribing Fultium-D3 
Drops. Use care when prescribing in pregnancy, as high doses of colecalciferol 
may affect the fetus. Fultium-D3 Drops: 1ml of oral solution contains 2740 
IU (68.5mcg per ml) colecalciferol; 3 drops contains 200 IU colecalciferol. 
Indications: Prevention and treatment of vitamin D deficiency in adults and 
children, and as an adjunct to specific therapy for osteoporosis in patients 
with vitamin D deficiency or at risk of vitamin D insufficiency. Dosage and 
administration: For oral use. Can be taken directly or mixed with a small 
amount of food. Adults. Treatment of deficiency: 12-60 drops (800-4000 IU) 
daily; During pregnancy and breast-feeding: 6-60 drops (400-4000 IU) daily; 
Osteoporosis adjunctive therapy: 12 drops (800 IU) daily. Maintenance or 
prevention of deficiency: 12-24 drops (800-1600 IU) daily; During pregnancy 
and breast-feeding: 6-30 drops (400-2000 IU) daily. Children. Treatment 
of deficiency: 0-2 years: 6-15 drops (400-1000 IU) daily; 2-11 years: 6-30 
drops (400-2000 IU) daily; 12-18 years: 6-60 drops (400-4000 IU) daily. 
Maintenance or prevention of deficiency: 0-2 years: 3-15 drops (200-1000 
IU) daily; 2-11 years: 6-15 drops (400-1000 IU) daily; 12-18 years: 6-24 drops 
(400-1600 IU) daily. Contraindications: Hypersensitivity to vitamin D or any 
of the excipients; hypervitaminosis D; nephrolithiasis; diseases or conditions 
resulting in hypercalcaemia and/or hypercalciuria; severe renal impairment.
Warnings and Precautions: Use caution in patients with impaired renal 

function or sarcoidosis. Monitor effect on calcium and phosphate levels in 
these patients. Consider risk of soft tissue calcification. Use other forms of 
vitamin D in cases of severe renal insufficiency. Consider the need for calcium 
supplementation in individual patients. Where calcium supplementation 
is necessary, close medical supervision is required. Use caution in patients 
receiving treatment for cardiovascular disease. Make allowances for vitamin 
D supplementation from other sources. Monitor to prevent hypercalcaemia. 
Interactions: Concomitant phenytoin, barbiturates and glucocorticoids 
can decrease the effect of vitamin D. Ion exchange resins, laxatives, 
actinomycin and imidazole may also reduce the effect of vitamin D. Oral 
calcium and vitamin D potentiates the effect of digitalis and other cardiac 
glycosides. Pregnancy and lactation: Limited clinical data in pregnancy. 
Animal studies have shown reproductive toxicity. RDI in pregnancy is 400 
IU. Pregnant women who are vitamin D deficient may need a higher dose. 
Pregnant women should follow the advice of their GP, as their requirements 
may vary depending on disease severity and response to treatment. Vitamin 
D and metabolites are excreted in breast milk. Overdose in nursing infants 
has not been observed, however, when prescribing additional vitamin D to 
a breast-fed child, consider the maternal dose of any additional vitamin D. 
Undesirable effects: Hypercalcaemia and hypercalciuria. Refer to the SmPC 
for the full list of side effects. Legal Category: POM. Pack size: Fultium-D3 
Drops, 1 x 25ml – NHS Price £10.70. MA Number: 40861/0005. MA 
Holder: Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, 
Huddersfield, West Yorkshire HD7 5QH, UK. Full Prescribing Information 
available. Date of preparation: July 2020. unique ID no. FUL-542.

Adverse events should be reported. Reporting forms and 
information can be found at: www.mhra.gov.uk/yellowcard or 

search for MHRA Yellow Card in the Google Play or Apple App Store. 
Adverse events should also be reported to 01484 848164.

References: 1. National Pharmacy Association. Dispensing an unlicensed 
product when a licensed product exists. 13 August, 2015. 2. IQVIA Data (52 
weeks RxA and HPA) November 2019. 
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ALWAYS DISPENSE FULTIUM-D3, THE UK’S No.1 LICENSED VITAMIN D BRAND2

Fultium-D3 800 IU, 3,200 IU & 20,000 IU Capsules Abbreviated 
Prescribing Information. Please refer to the appropriate Summary of 
Product Characteristics (SmPC) before prescribing Fultium-D3. Use care when 
prescribing in pregnancy, as high doses of colecalciferol may affect the fetus. 
Fultium-D3 capsules: Each Fultium-D3 800 IU capsule contains colecalciferol 
800 IU equivalent to 20 micrograms vitamin D3. Each Fultium-D3 3,200 IU 
capsule contains colecalciferol 3,200 IU equivalent to 80 micrograms vitamin 
D3. Each Fultium-D3 20,000 IU capsule contains colecalciferol 20,000 IU 
equivalent to 500 micrograms vitamin D3. Indication: Fultium-D3 800 & 
20,000 IU capsules. Prevention and treatment of vitamin D deficiency. As 
an adjunct to specific therapy for osteoporosis in patients with vitamin D 
deficiency or at risk of vitamin D insufficiency. Fultium-D3 3,200 IU capsules 
only. Treatment of vitamin D deficiency. Dosage and administration: Adults 
and the elderly Treatment of Vitamin D deficiency (serum levels <25nmol/l 
(<10ng/ml)). Depending on the severity of the disease and the patient’s 
response to treatment: 1-4 Fultium-D3 800 IU capsules daily for up to 12 weeks 
or 1 Fultium-D3 3,200 IU capsule daily for up to 12 weeks or 2 Fultium-D3 
20,000 IU capsules per week for 7 weeks. Prevention of vitamin D deficiency 
1-2 Fultium-D3 800 IU capsules (800-1600 IU) daily or 1 Fultium-D3 20,000 
IU capsule per month. Long term maintenance therapy following deficiency 
treatment or vitamin D insufficiency (serum levels 25-50nmol/l (10-20 
ng/ml). 1-2 Fultium-D3 800 IU capsules daily. Children over 12 years. Depending 
on the severity of the disease and the patient’s response to treatment: 
1 Fultium-D3 800 IU capsule daily (for prevention/treatment), or 1 Fultium-D3 
3,200 IU capsule daily for up to 12 weeks (treatment), or 1 Fultium-D3 20,000 
IU every 6 weeks (prevention), or 1 Fultium-D3 20,000 IU every 2 weeks 
to 6 weeks (treatment). Should only be given under medical supervision. 
Not recommended for use in children under 12 years. For oral use. 
Swallow capsules whole with water. Contraindications: Hypersensitivity 
to vitamin D or any of the excipients in the product; hypervitaminosis D; 
nephrolithiasis; diseases or conditions resulting in hypercalcaemia and/or 
hypercalciuria; severe renal impairment. Warnings and Precautions: Use 
with caution in patients with impaired renal function or sarcoidosis and 
monitor the effect on calcium and phosphate levels. In patients with severe 
renal insufficiency, vitamin D in the form of colecalciferol is not metabolised 
normally and other forms of vitamin D should be used. In cases of long-
term daily doses exceeding 1,000 IU, monitor serum calcium levels. Use 
caution in patients receiving treatment for cardiovascular disease. Consider 
vitamin D supplementation from other sources. Interactions: Concomitant 
treatment with phenytoin, barbiturates and glucocorticoids can decrease the 
effect of vitamin D. Effects of digitalis and other cardiac glycosides may be 
accentuated. Absorption of vitamin D may be reduced by ion exchange resins 

and laxatives. Pregnancy and lactation: Use only under medical supervision. 
Studies have shown safe use up to 4,000 IU daily but reproductive toxicity has 
been seen in animal studies. The 20,000 IU dose should not be used during 
pregnancy. Vitamin D is excreted in breast milk, when prescribing additional 
vitamin D to a breast-fed child consider the dose of any additional vitamin 
D given to the mother. Undesirable effects: Allergic reactions are possible. 
Uncommon adverse reactions include hypercalcaemia and hypercalciuria. 
Rare adverse reactions include: pruritus rash and urticaria. Overdose: 
Refer to SmPC. Legal Category: POM. Pack size: Fultium-D3 800 IU capsules 
x30 – NHS Price £3.60. Fultium-D3 800 IU capsules x90 – NHS Price £8.85. 
Fultium-D3 3,200 IU capsules x30 – NHS Price £13.32. Fultium-D3 3,200 IU 
capsules x90 – NHS Price £39.96. Fultium-D3 20,000 capsules x15 – NHS Price 
£17.04. Fultium-D3 20,000 capsules x30 – NHS Price £29.00. MA Number: 
40861/0002 [Fultium-D3 800 IU capsules]. 40861/0003 [Fultium-D3 3,200 
IU capsules]. 40861/0004 [Fultium-D3 20,000 IU capsules]. MA Holder: 
Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, 
Huddersfield, West Yorkshire HD7 5QH, UK. Full Prescribing Information is 
available from Internis Pharmaceuticals Ltd. Date of preparation: August 
2020. unique ID no. FUL-543.

Fultium-D3 Drops Abbreviated Prescribing Information. Please refer to 
the Summary of Product Characteristics (SmPC) before prescribing Fultium-D3 
Drops. Use care when prescribing in pregnancy, as high doses of colecalciferol 
may affect the fetus. Fultium-D3 Drops: 1ml of oral solution contains 2740 
IU (68.5mcg per ml) colecalciferol; 3 drops contains 200 IU colecalciferol. 
Indications: Prevention and treatment of vitamin D deficiency in adults and 
children, and as an adjunct to specific therapy for osteoporosis in patients 
with vitamin D deficiency or at risk of vitamin D insufficiency. Dosage and 
administration: For oral use. Can be taken directly or mixed with a small 
amount of food. Adults. Treatment of deficiency: 12-60 drops (800-4000 IU) 
daily; During pregnancy and breast-feeding: 6-60 drops (400-4000 IU) daily; 
Osteoporosis adjunctive therapy: 12 drops (800 IU) daily. Maintenance or 
prevention of deficiency: 12-24 drops (800-1600 IU) daily; During pregnancy 
and breast-feeding: 6-30 drops (400-2000 IU) daily. Children. Treatment 
of deficiency: 0-2 years: 6-15 drops (400-1000 IU) daily; 2-11 years: 6-30 
drops (400-2000 IU) daily; 12-18 years: 6-60 drops (400-4000 IU) daily. 
Maintenance or prevention of deficiency: 0-2 years: 3-15 drops (200-1000 
IU) daily; 2-11 years: 6-15 drops (400-1000 IU) daily; 12-18 years: 6-24 drops 
(400-1600 IU) daily. Contraindications: Hypersensitivity to vitamin D or any 
of the excipients; hypervitaminosis D; nephrolithiasis; diseases or conditions 
resulting in hypercalcaemia and/or hypercalciuria; severe renal impairment.
Warnings and Precautions: Use caution in patients with impaired renal 

function or sarcoidosis. Monitor effect on calcium and phosphate levels in 
these patients. Consider risk of soft tissue calcification. Use other forms of 
vitamin D in cases of severe renal insufficiency. Consider the need for calcium 
supplementation in individual patients. Where calcium supplementation 
is necessary, close medical supervision is required. Use caution in patients 
receiving treatment for cardiovascular disease. Make allowances for vitamin 
D supplementation from other sources. Monitor to prevent hypercalcaemia. 
Interactions: Concomitant phenytoin, barbiturates and glucocorticoids 
can decrease the effect of vitamin D. Ion exchange resins, laxatives, 
actinomycin and imidazole may also reduce the effect of vitamin D. Oral 
calcium and vitamin D potentiates the effect of digitalis and other cardiac 
glycosides. Pregnancy and lactation: Limited clinical data in pregnancy. 
Animal studies have shown reproductive toxicity. RDI in pregnancy is 400 
IU. Pregnant women who are vitamin D deficient may need a higher dose. 
Pregnant women should follow the advice of their GP, as their requirements 
may vary depending on disease severity and response to treatment. Vitamin 
D and metabolites are excreted in breast milk. Overdose in nursing infants 
has not been observed, however, when prescribing additional vitamin D to 
a breast-fed child, consider the maternal dose of any additional vitamin D. 
Undesirable effects: Hypercalcaemia and hypercalciuria. Refer to the SmPC 
for the full list of side effects. Legal Category: POM. Pack size: Fultium-D3 
Drops, 1 x 25ml – NHS Price £10.70. MA Number: 40861/0005. MA 
Holder: Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, 
Huddersfield, West Yorkshire HD7 5QH, UK. Full Prescribing Information 
available. Date of preparation: July 2020. unique ID no. FUL-542.

Adverse events should be reported. Reporting forms and 
information can be found at: www.mhra.gov.uk/yellowcard or 

search for MHRA Yellow Card in the Google Play or Apple App Store. 
Adverse events should also be reported to 01484 848164.

References: 1. National Pharmacy Association. Dispensing an unlicensed 
product when a licensed product exists. 13 August, 2015. 2. IQVIA Data (52 
weeks RxA and HPA) November 2019. 
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As we enter the final chapter of 2020, 
many of us are taking the time to 
reflect on the turbulence and turmoil 
which this year has generated. However, 
it’s also important to look ahead to 2021 
and how aligning with new knowledge 
and resources will help to further 
empower Scotland’s standing in the 
ongoing battle against coronavirus. SPR 
taps into the latest insights. 

COVID-19 
IN THE 
SPOTLIGHT

COVID-19

NEW RESOURCE ASSISTS WITH IDENTIFICATION OF 
CARE HOME RISKS EARLIER
A new web-based tool, developed by NHS Education for Scotland 
(NES), enables care homes to monitor coronavirus trends and 
subsequently detect risks quicker.
      The Turas Care Management tool will allow all private and 
public sector care homes across the country to record, in one place, 
information, including COVID-19 infection rates, demand on 
services, and staff testing.
      The innovative resource, developed by NES in collaboration with 
the Care Inspectorate and Scottish Care, on behalf of the Scottish 
government, will provide:
• A clearer national picture of conditions in care homes
• Earlier warning of emerging trends and issues, allowing earlier 
interventions
• Easier reporting to free up care home resources

      The tool is for care home management use and only identified staff 
will be able to access the information.
      Reflecting on the news, NES Chief Executive, Stewart Irvine, 
remarked, ‘As we all know, care homes have been among the hardest-
hit areas of this pandemic. Our digital team have produced this 
resource to help reduce the burden on care homes and help residents 
and staff. We hope it’s a useful contribution to the ongoing support of 
this important area.’
      Health Secretary Jeane Freeman added, ‘The health, safety and 
wellbeing of care home residents, both during the current pandemic 
and in the future, is critically important. 
      ‘This new web-based tool allows care homes to store information 
in one central place, whereas before they were required to report in 
different formats and through many channels, which tied up resources 
and made trend-spotting more difficult.’

PROTECT SCOTLAND APP LAUNCHES
First Minister Nicola Sturgeon has urged smartphone users across 
Scotland to download NHS Scotland’s new contact tracing app to 
help suppress the spread of coronavirus. The Protect Scotland app is 
now available to download for free via Apple and Google stores.
      Supported by a dedicated Protect Scotland website, the app is an 
extra tool complementing existing person-to-person contact tracing 
which remains the main component of NHS Scotland’s Test and 
Protect system.
      Individuals’ privacy will be protected as the app uses Bluetooth 
technology to anonymously alert users if they have been in close 
contact with someone who has tested positive for COVID-19, and 
advises them to self-isolate. Users of the app who test positive will still 
get a call from a contact tracer to confirm their details and who they 
have been in close contact with.
      The app doesn’t store details on an individual or their location, 
but utilises encrypted, anonymised codes exchanged between 
smartphones to determine all close contacts. Close contacts are 
defined as people who have been within two metres of someone who 
has tested positive for 15 minutes.
      Built by software developers NearForm for NHS Scotland, the app 
applies the same technology as the Republic of Ireland and Northern 
Irish proximity tracing apps. Additionally, sign-up is entirely 
voluntary but strongly recommended for those with compatible 
smartphones. 
      First Minister Nicola Sturgeon explained, ‘The launch of the app 
is a welcome development which will offer an additional level of 
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protection – supporting NHS Scotland’s Test and Protect system as it 
works to drive down the spread of COVID-19 across the country.
      ‘The more people who download and use the app, the more effective 
it can be in helping to make connections that may otherwise have been 
missed. This will allow people to self-isolate quickly if they are exposed 
to the virus, reducing the risk of them infecting others.’

GRADUATE HAS CRUCIAL RESEARCH PUBLISHED IN 
MICROBIOLOGY JOURNAL
A University of Dundee graduate has discovered key information 
that will help scientists better understand the virus responsible for the 
COVID-19 pandemic.
      Conchita Fraguas Bringas has had her research into SARS-CoV-2 
published in the journal, Access Microbiology – a rare achievement 
for an undergraduate. Remarkably, Conchita’s computer-based 
bioinformatics project was undertaken while under the strict Spanish 
lockdown and while she was completing the final exams of her 
Biological Sciences degree. The 22-year-old worked together with 
her advisor of studies, Dr David Booth, a senior lecturer within the 
university’s School of Life Sciences, to complete the paper.
      The project focused on describing a SARS-like coronavirus that 
shares similarities with SARS-CoV-2 in the way that an important 
protein works. This protein, named the Spike, is currently a focus for 
vaccine design as it plays a crucial role in COVID-19 transmission.
      The Spike protein is found on SARS-CoV-2 particles and acts as a 
‘key’ that can be recognised by the body’s immune system. The Dundee 
research employed computer programmes to observe the ‘lock and key’ 
mechanism found between the ACE2 receptor and the COVID-19 
Spike protein that allows the virus to enter human cells.
      Conchita modelled the unknown structure of the receptor binding 
domain of the SARS-like coronavirus, shedding light on critical spike-
receptor interactions. She hopes that the research will be explored 
further with laboratory study.
      Conchita commented, ‘My time at Dundee has allowed me to 
grow both as a person and a scientist and acquire the skills needed 
to navigate the scientific field. From early on I was exposed to great 
resources and shown how to use them, or given the opportunity to do 
extra-learning that went beyond the classroom.’

DISCOVERY OF FOUR COVID-19 RISK GROUPS HELPS 
GUIDE TREATMENT
People who are admitted to hospital with COVID-19 can be divided 
into four distinct groups, according to data from the world’s largest 
study of patients with the disease. Researchers identified the groups 
using clinical information and tests carried out upon arrival at hospital 
to predict the patients’ risk of death – ranging from low to very high.
      A COVID-19 risk identification tool – the most accurate to date – 
has been designed using the groupings to help clinical staff choose the 
best course of treatment for patients admitted to hospital.
      The tool was built by the ISARIC Coronavirus Clinical 
Characterisation Consortium, involving researchers from the 
Universities of Edinburgh, Glasgow, Liverpool and Imperial College 
London, utilising data from some 35,000 patients admitted to hospital 
between February and May 2020 who met the criteria for one of the 
four groups. The tool was then tested and confirmed to be accurate 
using data from a further 22,000 patients hospitalised from the end of 
May to the end of June 2020.
      Some of the data employed to identify which group a person 
falls into – and, therefore, their risk of dying – included age, sex, the 

number of pre-existing conditions, respiratory rate on admission, 
and the results of two blood tests.
      One-in-every-100 patients in the low-risk group was found to 
be at risk of dying. It was 10-in-100 patients in the intermediate-
risk group, 31-in-100 in the high-risk group, and 62-in-100 in the 
very high-risk group. 
      The categorisations make new treatment pathways possible, 
researchers say. For example, it might be more appropriate for 
those who fall into the low-risk subgroup to be treated at home. 
In contrast, individuals in the high or very high-risk groups 
could benefit from more aggressive treatment, such as the use of 
antivirals and early admission to critical care.
      Previous attempts to build a risk prediction tool for 
COVID-19 have experienced limited success due to small sample 
sizes and lack of formal validation. One limitation of this new 
tool, however, is that it can only be used on hospital patients and 
not within the community.
      The work is the latest result from ISARIC – a global network 
of clinicians and scientists who have been preparing to prevent 
disease and death from severe outbreaks since 2012 in readiness 
for a pandemic such as this. It involved 260 hospitals across 
England, Wales and Scotland. The ISARIC 4C study includes 
two-thirds of all people admitted to hospital with COVID-19.  

CALL FOR TASK FORCE TO ASSESS PANDEMIC 
IMPACT ON HEALTHCARE WORKERS
The Royal College of Physicians of Edinburgh have said that in 
order to maintain patient safety in the NHS, the UK’s healthcare 
workers must be protected.
      The college are calling for the UK government to set up a 
task force, to assess the short, medium, and long-term health and 
wellbeing impact of COVID-19 on healthcare workers.
      The remit of the task force should include investigating 
whether adequate resources – especially time, staff and equipment 
– are available to maintain service activity, whether related to 
COVID-19 or not, taking into account the significant clinical 
demands of infection control, increased patient demand and 
different working practices during the pandemic.
      The college’s call coincided with World Patient Safety Day 
which seeks to highlight and recognise health workers’ efforts to 
provide safe healthcare every day for their patients in the UK and 
around the world.
      Professor Angela Thomas, Acting President of the Royal 
College of Physicians of Edinburgh, stated, ‘The COVID-19 
pandemic has been, and continues to be, a challenging period 
for healthcare workers in the UK. They have each played their 
vital part in helping the NHS manage the pandemic, sometimes 
at the expense of their own personal wellbeing and professional 
development. 
      ‘The college has helped support healthcare workers through 
our COVID-19 hub and webinars, which provides free access 
to online wellbeing and support, advice, guidelines, research 
and updates. But at this juncture, our thoughts must turn to 
how we can support the profession to continue the fight against 
COVID-19, while protecting their time to train, time to research 
and time to develop their knowledge and skills. 
      ‘There must be recognition from government that the people 
who care for the UK’s health – our healthcare workers – must 
themselves be cared for, in terms of their physical and emotional 
wellbeing.’
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A 
new 
survey 
released by 
Asthma UK 
and the British 
Lung Foundation 
indicates that people with 
lung conditions delayed seeking 
treatment due to worries about 
putting pressure on the NHS, and fears 
about the spread of coronavirus during 
lockdown. As many as one-in-five (23 per cent) 
individuals with lung conditions subsequently 
experienced worse symptoms as a result of delaying or 
avoiding care, with many needing to manage exacerbations to 
their condition on their own, without the support of a healthcare 
professional.
      The results, released by the charities, highlight how more than a 
third (34.5 per cent) of people living with lung conditions felt that they 
could not seek treatment. In response to these findings, the charities are now 
calling for the NHS to set out a plan to ensure that patients with lung conditions have 
access to the full range of services available, and are actively reassured by the NHS that 
they will be safe to use during the pandemic.  
      Asthma UK, the British Lung Foundation and the Taskforce for Lung Health (of which the 
charities are both members) are now warning that all routine respiratory care, such as annual reviews 
and inhaler technique checks, must resume as soon as possible to ensure that people who avoided or 
delayed care during lockdown can now access support. Annual reviews and other forms of routine care were 
cancelled for three months, and although the NHS recently asked GP practices to resume their normal service 
levels as far as possible, it is currently unclear as to how this will be achieved.

ASTHMA: THE 
WAITING GAME
Over one-third of people with lung conditions felt 
pressure to dodge or delay seeking treatment 
during lockdown – avoiding care as they didn’t want 
to ‘burden’ the NHS, or ‘did not feel safe’ attending 
for visits to A&E or their GP. It’s time to address the 
danger of these reservations – and seek ways to 
reignite confidence and assurance in our patients.

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

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

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

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

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

ASTHMA
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Prescribe an inhaler that can deliver 
in the real world
• Used correctly by 93% of people after 

reading the PIL*1

• Consistent dose delivery:**
• At fl ow rates of 30–90 L/min2,3

• Held at +/-90 degrees from vertical3

• At temperatures from -20˚C to 40˚C3

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

Visit duoresp.co.uk for more information

Prescribe DuoResp Spiromax®.

BE MORE 
LIKE MAX

DuoResp Spiromax is indicated in adults 18 years of age and older for: 1) the regular treatment 
of asthma, where use of a combination (inhaled corticosteroid and long-acting β2 adrenoceptor 
agonist) is appropriate in patients not adequately controlled with inhaled corticosteroids and “as 
needed” inhaled short-acting β

2 adrenoceptor agonists or in patients already adequately controlled 
on both inhaled corticosteroids and long-acting β2 adrenoceptor agonists;4 AND 2) the symptomatic 
treatment of patients with COPD with forced expiratory volume in 1 second (FEV1) <70% predicted 
normal (post bronchodilator) and a history of repeated exacerbations, who have significant 
symptoms despite regular therapy with long-acting bronchodilators.4

COPD, chronic obstructive pulmonary disease; PIL, patient information leaflet
*Correct usage data after reading PIL for Turbohaler® and Easyhaler® were 76.7% and 58.3% respectively 
(p<0.001, for both comparisons) n=120 for all groups.1 Patients are advised to read the PIL carefully and follow 
the instructions for use as detailed in the leaflet.
**Dose delivery study using low, middle and high strength DuoResp Spiromax. Dose consistency was measured 
over inhaler life. Low dose was included in the study but is not licensed in the UK.3

Please refer to the Summary of Product Characteristics (SmPC) for full details of 
the Prescribing Information. DuoResp® Spiromax® (budesonide/formoterol) 
160mcg/4.5mcg inhalation powder and DuoResp® Spiromax® (budesonide/formoterol) 
320mcg/9mcg inhalation powder Abbreviated Prescribing Information. Presentation: 
DuoResp® Spiromax® 160/4.5: Each delivered dose contains 160mcg of budesonide 
and 4.5mcg of formoterol fumarate dihydrate. This is equivalent to a metered dose of 
200mcg budesonide and 6mcg of formoterol fumarate dihydrate. DuoResp®

Spiromax® 320/9: Each delivered dose contains 320mcg of budesonide and 9mcg of 
formoterol fumarate dihydrate. This is equivalent to a metered dose of 400mcg 
budesonide and 12mcg of formoterol fumarate dihydrate. Inhalation powder. 
Indications: Asthma: Treatment of asthma, where use of a combination (inhaled 
corticosteroid and long-acting β2-adrenoceptor agonist) is appropriate. COPD: 
Symptomatic treatment of patients with COPD with forced expiratory volume in 
1 second (FEV1) < 70% predicted normal (post bronchodilator) and a history of 
repeated exacerbations, who have signifi cant symptoms despite regular therapy with 
long-acting bronchodilators. Dosage and administration: For use in adults ≥18 years. 
Not for use in children < 18 years of age. Asthma: Not intended for the initial 
management. If an individual patient should require a combination of doses other than 
those available in the combination inhaler, appropriate doses of β2-adrenoceptor 
agonists and/or corticosteroids by individual inhalers should be prescribed. The dose 
should be titrated to the lowest dose at which effective control of symptoms is 
maintained. When control of symptoms is achieved titrate to the lowest effective dose, 
which could include once daily dosing. DuoResp® Spiromax® 160/4.5: maintenance 
therapy - regular maintenance treatment with a separate reliever inhaler: Adults: 1-2 
inhalations twice daily (maximum of 4 inhalations twice daily). DuoResp® Spiromax®

maintenance and reliever therapy: For patients taking DuoResp as reliever, preventative 
use of DuoResp Spiromax for allergen or exercise-induced bronchoconstriction should 
take into consideration the frequency of need. In case of frequent need of 
bronchodilation without corresponding need for an increased dose of inhaled 
corticosteroids, an alternative reliever should be used. Regular maintenance treatment 
and as needed in response to symptoms: should be considered for patients with: (i) 
inadequate asthma control and in frequent need of reliever medication (ii) previous 
asthma exacerbations requiring medical intervention. Adults: The recommended 
maintenance dose is 2 inhalations per day, given either as one inhalation morning and 
evening or as 2 inhalations in either the morning or evening.  For some patients a 
maintenance dose of 2 inhalations twice daily may be appropriate. Patients should take 
1 additional inhalation as needed in response to symptoms. If symptoms persist after 
a few minutes, an additional inhalation should be taken.  Not more than 6 inhalations 
should be taken on any single occasion. A total daily dose of up to 12 inhalations could 
be used for a limited period. Patients using more than 8 inhalations daily should be 
strongly recommended to seek medical advice. DuoResp® Spiromax® 320/9: Only to 
be used as maintenance therapy. Adults: 1 inhalation twice daily (maximum of 

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

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

Spiromax® 320/9: £27.97. Legal Category: POM. Marketing Authorisation 
Numbers: DuoResp® Spiromax® 160/4.5: EU/1/14/920/001. DuoResp® Spiromax®

320/9: EU/1/14/920/004. Marketing Authorisation Holder: Teva Pharma B.V. 
Swensweg 5, 2031GA Haarlem, The Netherlands. Job Code: DUOR-GB-00002. 
Date of Preparation: August 2020.
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RAYNAUD’S EXPLAINED 
Can you imagine not being able to do up the buttons on your jacket? 
Or turn your key in the door, or unzip your purse? All because your 
fingers are numb, tingling or painful? Everyday tasks like this can 
be a challenge if you have Raynaud’s phenomenon. Scleroderma & 
Raynaud’s UK tell us more.

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

WHAT ARE THE SYMPTOMS OF 
RAYNAUD’S?
A Raynaud's attack can be a very uncomfortable 
process. 
      Raynaud’s symptoms are:
• Cold fingers and toes, or other extremities
• Colour changes in your skin due to changes in 
temperature or stress
• Colour changes in the affected areas, from 
white, to blue / purple and then red
• Numbness, tingling or pain
• Stinging or throbbing pain upon warming or 
stress relief

      If an individual has any of these symptoms, 
they can take Scleroderma & Raynaud’s UK’s 
(SRUK) simple online test (www.sruk.co.uk/

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

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

WHAT’S THE DIFFERENCE 
BETWEEN PRIMARY AND 
SECONDARY RAYNAUD’S?
In secondary Raynaud’s there is often an 
associated medical condition causing the 
problem, although Raynaud’s may be the 
first symptom. The 300,000 people (in the 
UK) who have secondary Raynaud’s can have 
severe attacks and damage to the skin of the 
extremities, including ulcers or sores. They 
are more likely to have symptoms throughout 
the year. People with secondary Raynaud’s 
may develop other features of an underlying 
autoimmune condition, such as systemic 
sclerosis (scleroderma), lupus or myositis 
(muscle inflammation).
      For more information, 
visit www.sruk.co.uk/scleroderma.

      For Karen Raney-Marr, living with 
Raynaud’s means wrestling with chill blains 
(small itchy painful lumps), cracked hands and 
swelling, inflicted by hot days and cold days 
alike. 
      She said, ‘It can be a really hot day and a 
small breeze can start an attack. I generally feel 
way too cold and I can’t wear summer clothes. 
On holiday, I use a Lilo in the pool so I can keep 

out of the water and avoid attacks.’

MANAGING THE SYMPTOMS OF 
RAYNAUD’S
There’s currently no cure for Raynaud’s, 
however a few simple lifestyle changes can 
help manage and lessen symptoms. If this 
doesn't help, then the individual should visit 
their GP and ask about other treatments and 
medications. Practical tips include making sure 
that they wear thick gloves and many thin layers 
in cold weather. For those affected, there are lots 
of ways to manage the condition.
      Visit www.sruk.co.uk/raynauds/raynauds-
factsheets.

      Stress can also make symptoms worse so 
managing it through practices like mindfulness 
can help. If somebody smokes, SRUK also 
recommend that they seek help in quitting as 
this can also trigger symptoms.
      Eating a balanced and healthy diet can also 
help to manage the condition.
      Visit www.sruk.co.uk/scleroderma/
managing-scleroderma/nutrition. 

      Karen has found that wearing gloves 
constantly minimises some of the symptoms, 
and she has a heated steering wheel for those 
extra cold days. 
      Comparatively, Katy Tate finds the pressure 
of gloves on her hands to be too painful. 
      She said, ‘I maintain my physical and mental 
health to manage it and take a very holistic 
approach. I try to treat it as just an annoyance 
and just get on with things.’
      If an individual notices a change in their 
symptoms, are worried, or have any other health 
condition, they should contact their GP.

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

RAYNAUD’S
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Adverse events should be reported. Reporting forms and information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Teva UK Limited on 0207 540 7117 or medinfo@tevauk.com
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Prescribe an inhaler that can deliver 
in the real world
• Used correctly by 93% of people after 

reading the PIL*1

• Consistent dose delivery:**
• At fl ow rates of 30–90 L/min2,3

• Held at +/-90 degrees from vertical3

• At temperatures from -20˚C to 40˚C3

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

Visit duoresp.co.uk for more information

Prescribe DuoResp Spiromax®.

BE MORE 
LIKE MAX

DuoResp Spiromax is indicated in adults 18 years of age and older for: 1) the regular treatment 
of asthma, where use of a combination (inhaled corticosteroid and long-acting β2 adrenoceptor 
agonist) is appropriate in patients not adequately controlled with inhaled corticosteroids and “as 
needed” inhaled short-acting β

2 adrenoceptor agonists or in patients already adequately controlled 
on both inhaled corticosteroids and long-acting β2 adrenoceptor agonists;4 AND 2) the symptomatic 
treatment of patients with COPD with forced expiratory volume in 1 second (FEV1) <70% predicted 
normal (post bronchodilator) and a history of repeated exacerbations, who have significant 
symptoms despite regular therapy with long-acting bronchodilators.4

COPD, chronic obstructive pulmonary disease; PIL, patient information leaflet
*Correct usage data after reading PIL for Turbohaler® and Easyhaler® were 76.7% and 58.3% respectively 
(p<0.001, for both comparisons) n=120 for all groups.1 Patients are advised to read the PIL carefully and follow 
the instructions for use as detailed in the leaflet.
**Dose delivery study using low, middle and high strength DuoResp Spiromax. Dose consistency was measured 
over inhaler life. Low dose was included in the study but is not licensed in the UK.3

Please refer to the Summary of Product Characteristics (SmPC) for full details of 
the Prescribing Information. DuoResp® Spiromax® (budesonide/formoterol) 
160mcg/4.5mcg inhalation powder and DuoResp® Spiromax® (budesonide/formoterol) 
320mcg/9mcg inhalation powder Abbreviated Prescribing Information. Presentation: 
DuoResp® Spiromax® 160/4.5: Each delivered dose contains 160mcg of budesonide 
and 4.5mcg of formoterol fumarate dihydrate. This is equivalent to a metered dose of 
200mcg budesonide and 6mcg of formoterol fumarate dihydrate. DuoResp®

Spiromax® 320/9: Each delivered dose contains 320mcg of budesonide and 9mcg of 
formoterol fumarate dihydrate. This is equivalent to a metered dose of 400mcg 
budesonide and 12mcg of formoterol fumarate dihydrate. Inhalation powder. 
Indications: Asthma: Treatment of asthma, where use of a combination (inhaled 
corticosteroid and long-acting β2-adrenoceptor agonist) is appropriate. COPD: 
Symptomatic treatment of patients with COPD with forced expiratory volume in 
1 second (FEV1) < 70% predicted normal (post bronchodilator) and a history of 
repeated exacerbations, who have signifi cant symptoms despite regular therapy with 
long-acting bronchodilators. Dosage and administration: For use in adults ≥18 years. 
Not for use in children < 18 years of age. Asthma: Not intended for the initial 
management. If an individual patient should require a combination of doses other than 
those available in the combination inhaler, appropriate doses of β2-adrenoceptor 
agonists and/or corticosteroids by individual inhalers should be prescribed. The dose 
should be titrated to the lowest dose at which effective control of symptoms is 
maintained. When control of symptoms is achieved titrate to the lowest effective dose, 
which could include once daily dosing. DuoResp® Spiromax® 160/4.5: maintenance 
therapy - regular maintenance treatment with a separate reliever inhaler: Adults: 1-2 
inhalations twice daily (maximum of 4 inhalations twice daily). DuoResp® Spiromax®

maintenance and reliever therapy: For patients taking DuoResp as reliever, preventative 
use of DuoResp Spiromax for allergen or exercise-induced bronchoconstriction should 
take into consideration the frequency of need. In case of frequent need of 
bronchodilation without corresponding need for an increased dose of inhaled 
corticosteroids, an alternative reliever should be used. Regular maintenance treatment 
and as needed in response to symptoms: should be considered for patients with: (i) 
inadequate asthma control and in frequent need of reliever medication (ii) previous 
asthma exacerbations requiring medical intervention. Adults: The recommended 
maintenance dose is 2 inhalations per day, given either as one inhalation morning and 
evening or as 2 inhalations in either the morning or evening.  For some patients a 
maintenance dose of 2 inhalations twice daily may be appropriate. Patients should take 
1 additional inhalation as needed in response to symptoms. If symptoms persist after 
a few minutes, an additional inhalation should be taken.  Not more than 6 inhalations 
should be taken on any single occasion. A total daily dose of up to 12 inhalations could 
be used for a limited period. Patients using more than 8 inhalations daily should be 
strongly recommended to seek medical advice. DuoResp® Spiromax® 320/9: Only to 
be used as maintenance therapy. Adults: 1 inhalation twice daily (maximum of 

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

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

Spiromax® 320/9: £27.97. Legal Category: POM. Marketing Authorisation 
Numbers: DuoResp® Spiromax® 160/4.5: EU/1/14/920/001. DuoResp® Spiromax®

320/9: EU/1/14/920/004. Marketing Authorisation Holder: Teva Pharma B.V. 
Swensweg 5, 2031GA Haarlem, The Netherlands. Job Code: DUOR-GB-00002. 
Date of Preparation: August 2020.

27822LP_DuoRespMax_297x210mm_AW.indd   127822LP_DuoRespMax_297x210mm_AW.indd   1 19/10/2020   17:0319/10/2020   17:03



A Mental NoteA Mental Note
There has been a lot of talk about the mental 
health consequences of the pandemic – but 

what are they in the UK, and how can we help 
ourselves and others to cope, as the virus 
continues to affect all our lives? Dr David 

Crepaz-Keay, Head of Applied Learning at the 
Mental Health Foundation, investigates.

MENTAL HEALTH

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

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

accounts or hashtags that cause you to feel anxious
• Looking after your physical health will help. Get enough good-
quality sleep for you, get physically active, eat a balanced diet and 
watch your drinking – alcohol tends to make us more anxious and 
depressed, once the initial effects have worn off
• Spend more time in ‘green’ spaces, like parks, gardens and 
countryside, or ‘blue’ spaces, such as by the sea, a pond, river or 
lake. There’s growing evidence that being in natural places like 
these is really good for our mental health
• Avoid unhealthy responses. like eating too much and drinking 
too much alcohol, as these may cause more problems in the longer-
term

      Many tips about how to maintain good relationships are as 
relevant and important now as they were before coronavirus. 
For instance, all five of the Mental Health Foundation’s top tips 
for nurturing healthy relationships are as important now as before:
        

Give Time
Put more time aside to connect with your friends and family

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

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

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

Recognise Unhealthy Relationships
Harmful relationships can make us unhappy. Recognising this can 
help us to move forward and find solutions

MENTAL HEALTH
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A GROWING SUCCESS A GROWING SUCCESS 
As Lupin Healthcare continues to evolve and make its mark 
on the UK healthcare scene, SPR gets to know the General 
Manager at Lupin Healthcare UK Limited, Ben Ellis, who 
shares the organisation’s next steps and response to the 
challenges of COVID-19.

CAN YOU DELVE INTO YOUR 
CAREER PATH THUS FAR AND HOW 
IT LED YOU TO LUPIN UK?
I spent 12 great years at Abbott / Abbvie 
in various leadership roles and in that time 
we managed products at all stages of their 
life cycle, from pre-launch through to 
genericization and beyond, and products from 
standard primary care generics through to 
complex biologics and rare disease. 

      Prior to that I worked in the generics 
industry, so when the opportunity came 
along to rebuild Lupin in the UK and lead 

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

HOW HAS LUPIN’S GLOBAL IDENTITY EVOLVED?
Lupin Healthcare is at the start of its journey in the UK but globally it is a well-established 
healthcare company, offering a wide range of products, including branded and generic formulations, 
active pharmaceutical ingredients and biotechnology products and speciality formulations. 
      Lupin has a global presence in over 100 countries, and is one of the biggest suppliers of meds by 
volume in America, offering affordable medicines for some of the most chronic diseases, addressing 
unmet needs in many parts of the world. 
      Lupin has a significant presence in the therapy areas of gynaecology, cardiovascular, diabetes, 
asthma, paediatrics, central nervous system, gastrointestinal anti-infective and non-steroidal anti-
inflammatory drugs, and has over 20,000 employees worldwide, with 15 world-class manufacturing 
sites spread across India, America, Mexico and Brazil. Lupin also has seven global research centres 
and is one of the top volume medicine manufacturers in America.

WHO ARE LUPIN IN THE UK?
Lupin in the UK are on a journey. We are still a small, growing organisation, and while our recent 
product launches have been more complex and specialist in nature, we still recognise that there is 
value in delivering quality generic products to UK patients.  
      We are currently one of the largest providers of HIV medicines into the UK. I was at Abbott 
when they launched some of the first HIV medicines that transformed patients’ lives. Almost 20 
years later the supply of Lupin ARV product into the UK has helped save hundreds of millions 
of pounds and such a saving has made trials like the Prep trial in HIV viable which again is 
transforming the lives of HIV patients and helping with the significant advances in reduced HIV 
infection rates. We are very proud of this, and not just in the physical medicines supply, but the 
fact that Lupin on occasions have had to challenge the originator patents and at times launch at 
considerable risk in order to release real savings within the health economy. 
      More recently, and at the other end of our product spectrum, we have launched the first specialist 

Ben Ellis, General Manager
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licensed medicine for an ultra-orphan indication in neuromuscular, 
providing the first licensed medicine for patients suffering with this rare 
condition. This requires a completely different approach whether it be 
health technology appraisals, scientific liason or support offered to HCPs. 
The values the UK team live by on a day-to-day basis, combined with 
the determination to make a difference, ensure that we deliver positive 
contributions to the patients and the health economies we serve, whether 
in generics or orphan disease. 

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

WHAT HAVE BEEN THE MAIN CHALLENGES BROUGHT 
ON BY COVID-19?
These continue to be very difficult times and the pharma industry 
as a whole has done a great job in working in collaboration with the 
health service to ensure continuity of product supply. Much of Lupin’s 
products are sourced out of India which continues to be hit hard by 
COVID. However, COVID itself has had little direct impact on Lupin’s 
UK product supply and that reflects the great efforts and contingency 
plans put in place in the Lupin plants in India to ensure continuity. 
      At a local level our day-to-day working has seen huge change. Like 
many others, all our staff are pretty much home-based now and our local 
business continuity plans, developed to cope with the unforeseen, are 
now the norm. Interactions with healthcare professionals, while initially 
severely impacted, have returned to a new normal with many interactions 
occurring virtually or by the telephone. We expect this to continue.       
      We also expect COVID outbreaks to continue and we expect that the 
healthcare systems will react and evolve to both deal with the COVID 
challenge and to provide the routine standards of care that we are very 
proud of the NHS delivering.  
      Like others, we will continue to evolve our ways of working to 
ensure future value opportunities are not missed while we deal with the 
challenges COVID presents.

Spend time with anyone from the Lupin Healthcare team and you will  

feel the pride in the partnerships we have developed.

Collaboration, teamwork and trust are the key to developing effective partnerships 

which stand out from the crowd and are pivotal to the continued success of our 

pursuit in delivering quality medicines and value to the patient and the NHS.

Lupin Healthcare (UK) Limited, The Urban Building, 2nd Floor, 3-9 Albert Street, Slough, Berkshire, SL1 2BE, United Kingdom. Tel: +44 (0) 1565 751 378
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HYPEREMESIS GRAVIDARUM

SICK TO THE STOMACH
Debilitating, distressing, and too often underestimated, 
hyperemesis gravidarum is not a normal part of pregnancy, 
but rather a serious complication. SPR finds out more about 
the importance of assigning the condition the consideration 
and management it deserves, and how the charity Pregnancy 
Sickness Support are helping to veer it further into public 
awareness. 
WHAT IS THE DIFFERENCE BETWEEN MORNING 
SICKNESS AND HYPEREMESIS GRAVIDARUM (HG)? 
‘Morning sickness’, or as we prefer to say, pregnancy sickness (as it is 
rarely confined to the morning), is a fairly normal part of pregnancy, 
affecting up to 80 per cent of pregnant women. Although it is generally 
considered pretty unpleasant it should not interfere with a woman’s 
ability to function normally and her ability to eat and drink normally. It 
is when mild, pregnancy sickness can be improved with a range of self-
help techniques, such as eating little and often, resting, avoiding triggers 
such as odours and caffeinated drinks, and possibly with remedies such as 
ginger (as a 250mg capsule four times a day... not as a ginger biscuit!). 
      HG is a severe complication of pregnancy and not a normal part of it. 
When a woman has HG she will find normal functioning very difficult 
and struggle to maintain adequate food and fluid intake. Women can 
experience vomiting in excess of 30 times per day, dry retching, and feel 
severely nauseous constantly. 
      The condition is characterised by dehydration and weight loss of more 
than five per cent of pre-pregnancy weight (weight loss can be up to, or in 
excess of, 20 per cent of pre-pregnancy weight). Other symptoms women 
with HG may experience include an extremely heightened sense of smell, 
extreme fatigue, headaches, depression and extreme isolation. 
      HG can lead to more severe complications, including oesophageal 
tears, muscle wasting and risk of DVT from bed rest, serious vitamin 
deficiency from excessive vomiting, and complications from extreme 
dehydration. 
      Recent research has shown increased risk of placental abruption and 
small for gestational age babies in cases of HG continuing in second 
trimester. Before IV fluid was introduced HG was the leading cause of 
death in early pregnancy. 

HOW COMMON IS HG?
HG affects one-to-two per cent of pregnant women. Extreme pregnancy 
sickness, which does not result in hospital admission, may affect many, 
many more pregnant women, and a countless number of pregnant women 
are suffering at home without treatment. 

DO WE KNOW WHAT CAUSES IT?
The exact mechanism of pregnancy sickness is not fully understood but 
it is suspected that it is due to the hormones produced during pregnancy, 

which are at their highest levels in 
the first trimester.

WHAT IS THE 
TREATMENT? 
There are a number of treatments 
available and there is information 
about the various options on 
Pregnancy Sickness Support’s 
website. Initially though, an 
old-fashioned antihistamine, 
such as Cyclizine combined with 
Pyridoxine (Vitamin B6), is 
thoroughly proven to be safe and 
effective; it is these components 
that make up a drug called 
Diclectin which is licensed in 
Canada for treatment of nausea 
and vomiting in pregnancy.
      If this treatment is started 
early it is very safe and effective. 
In subsequent pregnancies using 
this pre-emptively is found to 
significantly reduce the severity of 
the condition.

WHO ARE PREGNANCY 
SICKNESS SUPPORT 
(PSS)? 
PSS are the only national charity 
for pregnancy sickness and 
hyperemesis gravidarum. Their 
aims are to not only provide 
information and support for 
women suffering with the 
condition and their carers, but 
also raise awareness both in the 
public and within the medical field 
about this little-known and often 

misunderstood condition. The 
charity are involved in ongoing 
research and provide information 
and education to the public, 
healthcare professionals and the 
media. 

HOW IMPORTANT IS 
FAMILY AND FRIEND 
SUPPORT AND WHAT DO 
PSS OFFER?
Support is hugely important, 
in fact, it can’t be overstated.   
The condition is so massively 
debilitating and in first pregnancies 
can be sudden, totally unexpected, 
and really quite scary. What 
was supposed to be a happy and 
exciting time can rapidly become 
a horrible, depressing nightmare! 
Often the nausea is just as bad, if 
not worse, than the vomiting, and 
it can be hard for people around 
to understand because they can’t 
see it. 
      HG is hugely isolating as the 
sufferer is often bed-bound and 
well-meaning comments such as 
trying alternative therapies, getting 
fresh air or thinking positively can 
really add to that sense of isolation 
as it highlights to the sufferer that 
no one understands how seriously 
ill they feel. The reality is that it is 
very hard to understand if you have 
not been through it and that is 
why we have developed a national 
peer support network of women 
who have suffered HG and want to 
support others suffering. 
      PSS can provide telephone, 
email or text support. They also 
provide information leaflets and 
have support on Facebook and 
Twitter.
      For more information, visit 
www.pregnancysicknesssupport.
org.uk.
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In Europe, rare diseases are defined as conditions which affect 
fewer than one-in-2,000 people and there are more than 7,000 
identified rare diseases worldwide. There is huge diversity in 
rare diseases: from more common conditions, such as Cystic 
Fibrosis, to conditions that may be yet unnamed because they 
are so rare. Rare conditions can affect a range of different body 
systems and around 80 per cent have a genetic basis. 
      Although rare diseases are individually unique, collectively 
they affect around 350 million worldwide. This means that 
healthcare professionals will encounter patients with rare 
diseases during their careers. Yet, rare diseases are often at 
the periphery of medical school teaching and the medical 
curriculum. Alongside studying for medical exams, hospital 
placements, and the challenge of getting enough sleep, it is 
unlikely that most medical students will be able to give rarer 
conditions much thought. 

THE DIAGNOSTIC ODYSSEY
To compound this situation, within the formal medical 
curriculum, rare diseases exist at the edges, as they are unlikely 
to be seen frequently during a doctor’s medical career. As a 
result, infrequency is more often than not associated with 
insignificance, meaning there is little effort to bring rare diseases 
into the mainstream of medical education. This perpetuates 
what is known as ‘The Diagnostic Odyssey’ faced by many 
patients living with a rare disease. People affected with a rare 
disease will wait for 5.6 years on average to receive a diagnosis 
for their health problems. They will see numerous doctors 
during this period and they often end up in referral loops; they 
are passed from GP to specialist to GP again. The long and 
arduous nature of this diagnostic pathway is what makes it an 
odyssey.
      However, the lives of those living with a rare condition can 
be greatly impacted by medical professionals that understand 
the relevance of rare diseases and their implications. For a rare 
disease patient, one doctor or medical student who has deemed 
rare diseases worthy of attention could be the most significant 
person in the world. Identifying that one expert who knows 
something can make a huge difference to their life and can limit 
a future of searching for someone who understands and sees 
the significance in their struggle to find answers, diagnosis and 
treatments. 

THE NEXT GENERATION
This is why Findacure and Medics4RareDiseases run the annual 
Student Voice Prize for medical students across the globe. The 
competition exists to give a voice to curious students who want 
to expand their understanding. By taking part in the Student 
Voice Prize students can in turn give a voice to those living with 

rare diseases and invite them into the lecture hall to share their 
lived experiences. 
      Medical students can enter from any country and one winner 
is picked who then has their work published in the Orphanet 
Journal of Rare Diseases. In 2019 the three questions focused 
upon how medical education contributes to the diagnostic 
odyssey, the mental health impact of rare diseases, and the 
inequities in healthcare provision between different groups 
in the same country. There were some very high-quality essays 
submitted for all three of the questions.          
      A number of essays looked at the interplay between physical, 
mental, and social health, as well as what practices clinicians 
can adopt in order to mitigate the negative mental effects of 
the rare disease experience. We know more now than ever 
about the importance of protecting our mental health and 
the ways in which physical symptoms can exacerbate mental 
health problems. The authors gave valuable insights into the 
approaches that the next generation of healthcare professionals 
hope to see used as standard in clinical settings. 

WINNING WORDS

This year’s winner was Anna-Lucia Koerling, from The 
University of Cambridge, whose entry ‘No Friends 1’ focused 
on an experience she had as a medical student when she was 
directed to examine a patient with a rare disease who had been 
admitted to her ward. 
      Anna-Lucia’s essay captures the personal experience of 
both the trainee doctor walking the ward, looking for learning 
opportunities, and the patient sitting in his bay being repeatedly 
examined for the benefit of student education.

      David confirmed that he had NF1 (or as he called it, No 
Friends 1), including multiple spinal tumours, and congratulated 
me slightly sardonically on my deductions. I sat down to take a 
history, and he looked confused. ‘Ah. You’re the first one who’s 
wanted a chat.’
      I was surprised, and saddened. How awful it must have been 

Anna-Lucia, winner

RARE DISEASES: SPEAKING OUT
Findacure is a UK charity that is building the rare disease community to drive research and 
develop treatments – aiming to transform the world’s understanding of rare diseases and the 
devastating impact they have on people’s lives. Here, Philippa Norman and Lucy McKay share how 
the student voice is signalling a change for rare disease patient care.

Continued onto next page
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to be David, constantly prodded and gawked at by medical 
students (most of whom were around his age), but unable 
to actually have a conversation with any of them. David 
was an expert patient, but I quickly realised that I’d prefer 
to hear about how NF1 had affected him than a disease 
summary I could learn from Google. ‘So, how are you 
doing? Mentally, rather than physically?’
      I watched as David’s eyes filled with tears, which he 
wiped embarrassedly on the blanket. It became apparent 
that in the eight days since his admission, no-one had asked 
him how he was dealing with the mental burden of his 
condition – something which is all too common for rare 
disease patients. In a survey conducted by Rare Disease 
UK, 46 per cent of patients, and 58 per cent of their carers, 
report never being asked about their mental health / 
wellbeing.    
      This is despite the well-established impact that living 
with a rare disease has on patients’ mental health.

      Anna-Lucia focused on something in her encounter 
that many before her had forgotten, David’s mental 
state, as well as his physical condition. This is an 
important consideration for any illness, but perhaps 
more so for rare diseases due to the isolation and lack of 
understanding that often accompanies a rare diagnosis. 
She alluded to the fact that, in her experience, making 
a patient feel valued and listened to really was as simple 
as that – listening. Anna showed how powerful one 
conversation between a healthcare professional and a 
patient could be for improving that patient’s day and 
clinical experience. 

IDENTIFYING THE LIGHT AT THE END OF 
THE TUNNEL 

Runner-up, Sandy Ayoub, also focused on the topic 
of mental health. She wrote about Fibrodysplasia 
Ossificans Progressiva (FOP) – a rare condition that 
causes bone to form in muscles, tendons, and ligaments, 
and one of the rarest and most disabling conditions 
known to medicine. Sandy shared what she had learned 
about the patient’s life and how FOP and their care 
often left them feeling demoralised and she offered some 
solutions to this. 

      Unlike depression, however, demoralisation fails to 
show sufficient improvement with antidepressants. Instead, 

demoralisation is best tackled through mitigating the 
patient’s physical or emotional stressors as well as fortifying 
their resilience. With chronic conditions, demoralisation 
often lessens as novel management plans are delineated 
and symptoms are actively managed. With terminal 
conditions, demoralisation can be diminished when the 
patient believes their doctor understands their concerns, 
acknowledges their suffering and is capable of addressing 
their problems. Exploring attitudes towards hope and 
meaning in life, fostering search for a renewed purpose, and 
using cognitive behavioural therapy to reframe negative 
beliefs can be valuable. Some may additionally benefit 
from spiritual support or family meetings to enhance family 
functionings. During SR’s last rheumatology review, he 
was told ‘there is nothing more I can do’. The demoralised 
patient needs a physician who perseveres, as Cassell puts it, 
‘there is never a time when nothing can be done.’

      Sandy eloquently explored what clinicians can do to 
make patients feel heard and help them to see the light at 
the end of the tunnel. Patients who are demoralised and 
feeling hopeless do not necessarily need drugs to relieve 
this, they need clinicians that they can trust and believe 
in to put time into their treatments. Sandy emphasised 
the importance of holistic and therapeutic approaches 
for patients with rare and chronic conditions. She urged 
clinicians to never give up on making their patients’ lives 
better. 

LESSONS TO BE LEARNED
Of course, these lessons don’t only apply to healthcare 
professionals working in the field of a rare disease. A 
general practitioner can be a lifeline to someone living 
with a chronic condition by taking responsibility for 
creating sustainable care plans, co-ordinating care, and 
building life-long relationships with the patient and 
their family. Healthcare provision is changing from 
using a largely biomedical model to a more holistic 
one. The modern doctor can’t regard a body system in 
isolation, just as the patient can’t separate their physical 
and mental health. Someone’s physical wellbeing can 
no longer be isolated from their mental wellbeing and 
it is a clinical responsibility to ensure that patients are 
seriously asked ‘how are you really?’ so that solutions can 
be created if needed. 
      Different facets of a person’s health can’t be tidily 
sorted into boxes or specialties and this is never more 
obvious than in rare diseases. The phenomena of the 
diagnostic odyssey shows that it requires a curious and 
compassionate clinician to keep persevering on behalf 
of their patient to get a rare diagnosis. Through the 
Student Voice Prize, future doctors can learn from 
people with rare diseases to enrich their own clinical 
practice and to start making the diagnostic odyssey a 
problem of the past.
      You can read Anna-Lucia’s full 
essay at Orphanet Journal of Rare 
Diseases and the runner-up essays 
on the Findacure website. For more 
information, visit 
www.findacure.org.uk.

The runners-up, Anneliese Ng, Sandy Ayoub 
and Muhammad Shaikh
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OUT OF THEIR 
COMFORT ZONE
Leading to plummeting confidence and persistent bloating 
and pain, too many older patients are bearing the brunt of 
constipation and its effects. Lesley Carter, AGE UK, Clinical 
Lead, Professionals and Practice, Malnutrition Task Force, 
investigates how healthcare professionals can help equip 
patients with advice and methods for improvement. 
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CONSTIPATION

On occasions, we all find it difficult to go to the 
loo to have a full bowel movement. Once in a while 
is uncomfortable enough, but when it goes on 
for several days or weeks it can begin to feel very 
uncomfortable.
      Most of us find it embarrassing to discuss bowel 
movements, even though we all have them. Quite 
a lot of individuals avoid visiting their GP if they 
have a persistent change in bowel symptoms that 
is new or unusual for them. It is important to take 
the opportunity of bowel screening when they 
are offered as bowel cancer can be successfully 
treated in most cases if it is caught early. However, 
constipation where you pass harder stools less 
often, is rarely caused by serious bowel conditions. 
Most people with these symptoms do not have 
bowel cancer.
      During this period of COVID-19 it’s just as 
important that individuals report to a healthcare 
professional if they have bowel changes or 
symptoms that concern them. The NHS is 
maintaining cancer diagnostic services. 

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

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

WHY DOES CONSTIPATION 
AFFECT OLDER PEOPLE?
There are so many reasons that 
can cause constipation. Our way 
of life, how we feel emotionally, 
how much exercise we are 
taking, and what we are eating 
and how much we are drinking, 
are all contributing factors.  
      Some reasons can be 
attributed to a change in our 
recent habits. Maybe patients 
have been furloughed or 
working from home during 
lockdown, or because 

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

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

   

WHEN LIFESTYLE CHANGES HAVE NOT HELPED
Individuals can get good information on treating constipation by talking 
to their pharmacist. Taking laxatives and bulk-forming medicines for a 
short while can help. But if the patient is taking five or more medications, 
they should ask their pharmacist to undertake a medication review and 
discuss if the combinations of medicines that they are taking could be 
causing their constipation. 
      If worries or concerns and the constipation persists it would be sensible 
for them to have a chat with their GP or healthcare professional. 

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

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

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

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

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

PROKINETIC LAXATIVES
• Prucalopride — a selective, high-affinity, serotonin (5HT4) receptor 
agonist, which stimulates intestinal motility

[NICE, 2010; Ford, 2012; Wald, 2016; BNF 73, 2017]
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In Scotland, NHS Education for Scotland are part of the ongoing 
discussions with the General Pharmaceutical Council (GPhC) with 
regard to the reforms planned for the initial education and training 
(IE&T) of pharmacists across the UK. This has become more urgent 
for the profession as a result of the lessons learned from the COVID-19 
pandemic.
      There have been ongoing discussions about planned reforms for 
the five years of IE&T in Scotland and NHS Education for Scotland 
will be ensuring that these will continue to be in line with the GPhC 
working group revised IE&T Standards for pharmacists, with phased 
implementation from July 2021.
      Student pharmacists who are applying for their fifth year of Pharmacy 
training in Scotland (currently called the pre-registration training year) 
following completion of their MPharm degree should continue to engage 
with the current Oriel recruitment process which is underway. There will 
continue to be a fully-funded fifth year of training commencing from July 
/ August 2021 within Scotland for 235 trainees which will be in line with 
the GPhC requirements for the rest of the UK.
      Professor Anne Watson, Postgraduate Pharmacy Dean, NHS 
Education for Scotland, stated, ‘The reforms planned by the GPhC are in 
the same direction of travel that we have planned for the initial education 
and training of pharmacists in Scotland. This will ensure that we upskill 
our future pharmacists as quickly as possible to be clinically competent 
professionals with independent prescribing roles within their practice.’

Scientists from the University of Dundee have announced key findings 
from two separate studies which they believe could unlock the 
development of a new type of treatment for lung conditions, including 
COVID-19.
      Researchers studied patients with the severe inflammatory lung 
conditions, bronchiectasis, where the lungs become scarred and inflamed, 
and asthma. Using specialised technology to study lung samples in high 
resolution, they found that severe lung conditions were characterised by 
an excessive type of immune response called neutrophil extracellular trap 
formation (NETs).
      The researchers revealed that the severity of respiratory symptoms and 
associated risk of death could be predicted by measuring this immune 
response and that a commonly-used antibiotic, azithromycin, could 
prevent the immune system from forming NETs. Furthermore, they 
demonstrated that reducing NETs in the lungs was then associated with 
marked improvements in asthma symptoms. 
      Similar results were found in bronchiectasis, suggesting a treatment 
target that can work for multiple lung conditions. Several studies 
have shown that NETs are key in patients suffering severe COVID-19 
symptoms. 
      Professor James Chalmers and British Lung Foundation-funded PhD 
student Holly Keir presented their work at the European Respiratory 
Society Congress, the world’s largest meeting of respiratory doctors and 
scientists. Their results will simultaneously be published in the prestigious 
New England Journal of Medicine. 
      ‘The immune system normally tries to clear infections, such as viruses 
or bacteria from the lungs, cleanly, quietly, and without damaging the lung 
tissue around them,’ explained Holly. 
      ‘Our research has shown how this goes wrong in lung conditions. 
When this happens, the key immune cells, called neutrophils, explode, 
forming NETs that damage the lungs.
     ‘Many lung conditions are caused by the immune system going too far, 
too fast, in trying to fight infections. Showing how this goes wrong is the 
key to unlocking new treatments, both for chronic lung conditions and 
perhaps also for COVID-19.’

RESEARCH UNLOCKS POTENTIAL NEW 
TREATMENTS FOR LUNG DISEASES

REFORMS TO INITIAL EDUCATION AND TRAINING FOR 
PHARMACISTS

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

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

Adverse events should be reported. Reporting forms and information can 
be found at www.mhra.gov.uk/yellowcard. Adverse events should also 

be reported to Galen Limited on 028 3833 4974 and select the customer 
services option, or e-mail customer.services@galen-pharma.com. Medical 

information enquiries should also be directed to Galen Limited.
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In light of her wealth of experience and insight, Professor Alison 
Strath has been announced as Scotland’s Interim Chief Pharmaceutical 
Officer following the recent retirement of Rose Marie Parr, with a CPO 
recruitment process expected to be carried out in the coming wmonths.
      At the end of September, Rose Marie Parr poignantly tweeted, ‘After 
over 40 years working, mostly in the NHS with a decade in academia – 
and five fantastic years as Chief Pharmaceutical Officer for Scotland – it 
is now time to retire. As CPO it has been an honour and privilege to lead 
pharmacy and pharmaceutical care for the population we serve.’

NEW INTERIM CPO FOR SCOTLAND



KEEPING IN CHECK
CoppaFeel! are dedicated to ensuring that young people are informed and 
proactive about breast health – motivated by the knowledge that early 
diagnosis saves lives. Here, Clare O’Neill, Healthcare Engagement 
Co-Ordinator at the charity, delves into how healthcare professionals 
can help facilitate opportunities for enhanced dialogue and subsequent 
awareness.

COPPAFEEL!

2020 has us all thinking about our health, and at 
CoppaFeel! we are very aware that cancer doesn’t 
stop for COVID-19. Breast cancer remains the most 
common cancer in women in the UK. Early diagnosis 
saves lives, and having been diagnosed myself at the age 
of 33, I know that all too well. I noticed symptoms, got 
diagnosed early, and I’m now in remission, so I know the 
importance of breast awareness. 

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

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

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

*CoppaFeel! Annual Research, December 2019
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HOW DIFFICULT HAS RUNNING 
YOUR PHARMACY BEEN IN THE 
LAST SIX MONTHS?
The past six months have been exceptionally 
difficult for everyone, and for workers in 
community pharmacy in particular. Since 
lockdown began, we have been the sole, freely-
available healthcare provider, and this has 
increased our workload exponentially. No-one 
foresaw this crisis lasting so long and now 
everyone is getting weary, holidays have been 
missed, and my team and I are, like everyone 
else, tired. It is a difficult situation but I know 
that, as a team, we have handled things well 
and have served our community as best as we 
possibly could.

Pauline Paterson

WHAT CHALLENGES HAVE YOU 
AND YOUR TEAM EXPERIENCED 
THROUGHOUT THE COVID-19 
PANDEMIC?
Challenges have been varied and constant. 
Initially, stock availability and acquisition 
of PPE was a huge problem. Demand from 
patients increased dramatically overnight as 
the lockdown came into play; schools closed; 
childcare for staff suddenly disappeared as 
parents and relatives started to shield. Demand 
for ordering and delivery services increased 
hugely as GP and dental surgeries became 
unavailable to patients. Minor irritations 
suddenly became significant, such as the 
constant ringing of the phone! Due to the 
hours we were all working, simple things such 
as access to the supermarket to buy the most 
basic of items suddenly became an issue as we 
were not immediately recognised as NHS staff 
and were denied access to the special shopping 
hours.

HOW HAVE EDINPHARM HELPED 
THROUGHOUT THIS TIME?
Edinpharm were nothing short of amazing 
and I can’t emphasise this enough. The team 
worked round the clock to get masks, gloves 
and hand sanitiser to members, even driving 
themselves in their own cars to drop off PPE 
and ensure our safety. They were saving our 
lives. Literally. And still we had (and continue 
to have) the benefits of optimal pricing and – 
which turned out to be priceless – support via 

the WhatsApp group from other community 
pharmacists. I have NEVER asked for advice 
from an Edinpharm colleague and not 
received an answer within minutes. One of the 
directors even rejoined the register and offered 
service in the capacity of a locum pharmacist.

WOULD YOU RECOMMEND 
EDINPHARM TO OTHER 
COMMUNITY PHARMACIES IN 
SCOTLAND?
There is no doubt that I would recommend 
Edinpharm. I am a relatively new contractor 
– just coming up on five years of ownership 
– and I have been with Edinpharm from day 
one. It's the best decision I have ever made with 
regards to my business.

WHAT IS YOUR OUTLOOK MOVING 
FORWARD INTO THE BEGINNING OF 
2021?
In time I suspect we will learn to live alongside 
COVID-19, in much the same way as we do 
with influenza. A vaccine will hopefully come 
soon. We are all beginning to adapt to the ‘new 
normal’ and I know that moving forward, we 
can continue to provide a wonderful pharmacy 
service to our patients.
      I have, however, learned some valuable 
lessons from my experiences in this pandemic. 
I could not do my job as effectively without 
the support of my team. I could not run my 
business as effectively without the support of 
Edinpharm.

PROMOTION

WWW.SCOTHEALTHCARE.COM
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Stepping up to the Challenge
Against a backdrop of pandemic-related fear and confusion, Edinpharm 
have remained a pillar of support for their members; building confidence 
and offering reassurance through essential resources and advice. Here, 
pharmacist Pauline Paterson reflects on her experience as an Edinpharm 
member and what the help has meant to her. 

Want to discuss our membership further? Get in touch…
info@edinpharm.co.uk | www.edinpharm.co.uk | 0131 441 3773 

 The buying power of a multiple, 
whilst retaining your independence. 

The Edinpharm Team would like to THANK OUR MEMBERSTHANK OUR MEMBERS 
and their teams, plus our committed suppliers, for stepping 
up in these unprecedented times. We salute you!
Our members have stayed open throughout and gone to huge lengths to Our members have stayed open throughout and gone to huge lengths to 
source and deliver vital medication. They have kept their teams safe and source and deliver vital medication. They have kept their teams safe and 
protected, and all the way through this crisis, continued to support other protected, and all the way through this crisis, continued to support other 
members in the Edinpharm group both mentally and physically.members in the Edinpharm group both mentally and physically.

We are not just a buying 
group WE ARE A FAMILY!

Who are Edinpharm? 
Edinpharm offer independent Edinpharm offer independent 
pharmacy and groups the pharmacy and groups the 
following and more:following and more:

••  One click ordering to 5   One click ordering to 5 
suppliers suppliers 

••  Independent ordering   Independent ordering 
cascade system cascade system 

••  Great pricing across a   Great pricing across a 
whole basket whole basket 

••  Exceptional value   Exceptional value 
membershipmembership

Most of all… 
we are a not for profit buying group, 
with no shareholders to answer to. 
We invest for the best interests of 
our members.

Here’s what a selection of our 
members have to say about 
being part of Edinpharm…

  Over and above the competitive   Over and above the competitive 
pricing,  one of the greatest pricing,  one of the greatest 
benefits I’ve experienced since benefits I’ve experienced since 
joining Edinpharm is access to the joining Edinpharm is access to the 
pool of knowledge and experience pool of knowledge and experience 
of other members -  There’s a real of other members -  There’s a real 
sense of community - independent sense of community - independent 
contractors willing to help and contractors willing to help and 
share advice. As an example I share advice. As an example I 
recently had issues with a fridge, recently had issues with a fridge, 
within half an hour four members within half an hour four members 
had been in touch to advise had been in touch to advise 
how they had managed similar how they had managed similar 

situations. situations.  
– Neil, Connel Pharmacy, Oban 

  I really appreciate all the work   I really appreciate all the work 
you guys at Edinpharm are doing you guys at Edinpharm are doing 
to help us through this current to help us through this current 
situation, it makes such a difference situation, it makes such a difference 

to know we have your support. to know we have your support.  
– Raz, Carmunock Pharmacy 
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EPILEPSY

PLAYING IT SAFE
Despite increased efforts to ensure that all women and girls of childbearing 
age are aware of the risks involved in taking sodium valproate during 
pregnancy, a worrying number of people are still not having a conversation 
with their pharmacist at the time of dispensing. The Epilepsy Society highlight 
the possible hazardous nature of taking the medicine and explain why greater 
communication must be cultivated by the healthcare community.

Pharmacists – particularly those on the high street – 
can be a great ally for people with epilepsy. Seizures 
generate much anxiety and epilepsy medication often 
comes with a raft of side-effects. We regularly advise 
people to make a friend of their pharmacist, being 
one of the few healthcare touchpoints that does 
not require an appointment and is in easy walking 
distance. And they do. 
      We know that many have been very grateful for 
the support of dedicated pharmacists in tracking 
down medication when there have been widescale 
shortages, and for having a friendly face to consult 
when they have concerns over their prescription.
      But when it comes to one medication, sodium 
valproate, the picture is not quite so healthy.
      Sodium valproate is a widely-prescribed 
medication for epilepsy and it is a very effective drug. 
Indeed, for some people it is the only drug that will 
control their seizures. A critical point as, in extreme 
circumstances, seizures can be life-threatening.
      But for women of childbearing age, the 
medication poses a very real danger. It is teratogenic. 

CALLS FOR GREATER CAUTION
Around 10 per cent of babies born to women 
who take valproate during pregnancy are born 
with birth defects. Up to 40 per cent are at risk 
of developmental issues that can lead to learning 
difficulties. In spite of this, 17,000 women of 
childbearing age in the UK are prescribed the drug 
each year.
      In 2018, the Medicines and Healthcare products 
Regulatory Agency introduced mandatory 
regulations around its prescription. The medication 
can no longer be prescribed for women and girls 
who are able to become pregnant unless there is a 
Pregnancy Prevention Plan in place. This systemic 
intervention is designed to ensure that women are 
fully aware of the risks of valproate use in pregnancy 
and the need to avoid becoming pregnant.
      And it requires healthcare professionals at every 
level to play their part, from GPs and neurologists, 
to specialist nurses and pharmacists. Yet in spite of 
the stringent regulations, there is still an alarming 
lack of awareness among women with epilepsy about 
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the risks associated with the drug.
      A survey* carried out by the three 
charities – Epilepsy Society, Epilepsy 
Action and Young Epilepsy – found that 
one-in-10 women prescribed valproate 
are still unaware of the possible risks of 
birth defects if taken during pregnancy. 
And one-in-five are unaware that the drug 
could cause learning and developmental 
delays in children.  
      Almost half (44 per cent) of 
participants said that they had not 
discussed the risks of taking the medicine 
with their health professionals in the 
past 12 months. And only 41 per cent 
of the respondents taking valproate said 
that they had signed an Annual Risk 
Acknowledgement Form, confirming 
that they are aware of the risks and have 
discussed options for switching treatment 
where necessary.  
      Pharmacists are seen as a key 
and regular point of contact for 
communicating vital messaging around 
valproate. Yet the survey showed that just 
under half of respondents (49 per cent) 
said they had not had a discussion with 
their pharmacist about the risks associated 
with valproate during pregnancy. Only 
14 per cent reported that they had this 
discussion every time they collected a 
prescription.

WARNING SIGNS
Regulatory changes are supported by 
smaller pack sizes of valproate and a 
pictogram / warning image on the 
valproate labelling. Pharmacists are also 
asked to ensure that a valproate Patient 
Card is provided every time the drug is 
dispensed, yet 29 per cent of respondents 
stated that when their valproate was 
dispensed in a plain package, the box 
did not have a sticker with the warning 
pictogram. And over half (51 per cent) 
of respondents said that they had 
not been given a Patient Card from 
their pharmacist when receiving their 
prescription.
      Just days after publication of the 
survey, the Independent Medicines and 
Medical Devices Safety Review, led 
by Baroness Cumberlege, published 
a damning report into three medical 
interventions: sodium valproate; the 
hormone pregnancy test, Primodos; and 
pelvic mesh implants.
      The review told heart-wrenching 
stories of lives that had been turned 

upside-down by the devastating physical 
and neurodevelopmental damage caused 
to babies and women, as a result of these 
interventions.
      No-one can put a figure on the exact 
number of babies born with life-changing 
disabilities as a result of their mothers 
being prescribed sodium valproate during 
pregnancy; it is impossible to quantify 
the number of deaths, disabilities and 
adverse impacts attributed by families to 
the hormone pregnancy test; nor is there 
reliable information on the true number 
of women who have suffered catastrophic 
complications following a pelvic mesh 
implant.
      But Baroness Cumberlege was clear, 
‘Much of the suffering was entirely 
avoidable, caused and compounded by 
failings in the health system itself… We 
owe it to the victims of these failings, and 
to thousands of future patients, to do 
better.’
      The review team have published 
nine recommendations, including 
the appointment of a Patient Safety 
Commissioner to be the patient’s 
advocate. They have also called for a task 
force to implement the recommendations.

MAKING THEIR VOICES HEARD
For those women who have vociferously 
campaigned to make their voices, and 
their pain, heard, the review was a 
milestone moment. But it can’t turn 
back the clock and restore lives that were 
stolen both from them and their children 
by what the review team described as 
a, ‘disjointed, siloed, unresponsive and 
defensive healthcare system.’
      The review goes a long way to 
addressing travesties of the past. But 
Baroness Cumberlege’s stark warning that, 
‘we owe it to thousands of future patients, 
to do better’, hands the baton and 
responsibility to those working in today’s 
healthcare system to ensure that history is 
never allowed to repeat itself. 
      By 1978, all Hormone Pregnancy Tests 
had been withdrawn in the UK. The use 
of mesh in treating urinary incontinence 
has been paused in England and increased 
restrictions imposed on its treatment 
of pelvic organ prolapse, both in the 
UK and abroad. But sodium valproate 
continues to be prescribed to over 17,000 
women with epilepsy of childbearing age 
in the UK. It is also used as a psychiatric 
treatment. Its use is far from historic.

      A sticker, a card and a conversation 
could go a long way to ensuring that 
no baby in the future is born with an 
avoidable disability because its mother 
was not warned of the dangers. Epilepsy 
is a long-term health condition that often 
comes hand-in-hand with anxiety and 
memory problems. Repeat prescriptions 
provide the opportunity for repeat 
conversations. And the chance to provide 
vital information that could save a family 
today, and in the future, from untold pain 
and suffering.
      *The survey was carried out between 
October 2019-and-January 2020. A total 
of 751 women took part, of whom 519 were 
taking valproate at the time of the survey.

ACTIONS FOR PHARMACISTS 
IN SUPPORTING GIRLS AND 
WOMEN OF CHILDBEARING AGE 
WITH VALPROATE
(From Guide for Healthcare Professionals 
approved by MHRA)
www.assets.publishing.service.gov.uk/
government/uploads/system/uploads/
attachment_data/file/860761/Booklet-
for-healthcare-professionals.pdf
• Ensure the Patient Card is provided 
every time valproate is dispensed
• Remind patients of the risks in 
pregnancy and the need for highly 
effective contraception
• Remind patients of the need for annual 
specialist review
• Ensure the patient has received the 
Patient Guide
• Dispense valproate in the original 
package. In situations where repackaging 
can’t be avoided, always provide a copy of 
the package leaflet and add a sticker with 
the warning to the outer box
• If a woman of childbearing potential is 
not aware of the need for contraception 
and has not been seen by her GP / 
specialist in the past year, dispense 
their medicine and refer them to their 
GP (including by contacting the GP if 
necessary)

EPILEPSY
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DRY SKIN CONDITIONS

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

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

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

‘The use of precautionary measures, including emollients, 
barrier creams, and moisturisers, is essential in preventing skin 
complications aggravated by preventive steps taken during the 
pandemic.’ (Darlenski, 2020)

      Emollients help reduce the clinical signs of dryness, such 
as roughness or scaling, and improve symptoms, like itching 

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

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

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

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

*References are available on request
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Zeroderma range accredited by the 
British Skin Foundation

The Zeroderma range of emollients and barrier 
creams from Thornton & Ross have recently 
received accreditation from the British Skin 
Foundation (BSF).

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

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

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

Web: www.britishskinfoundation.org.uk

Email: zeroderma@thorntonross.com 

Tel: 01484 842217

Reference
1. https://www.britishskinfoundation.org.uk/brand-accredita-
tion accessed 1st May 2020
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The work undertaken has been in 
line with the aim of reviewing all 
patients prescribed oral nutritional 
supplements and either switching 
them to formulary choice or 
discontinuing where no longer 
indicated. The project is a pharmacy 
technician-led review looking at all 
patients prescribed oral nutritional 
supplements.

      Additional goals entailed working 
with the specialised practice dietitian, 

and successfully implementing a programme for a new pathway in 
pharmaceutical care, delivering a more patient-centred service. Meeting 
local and national guidelines, changes were applied to ensure the 
delivery of a comprehensive, high quality service. 
      At all times the quality of patient care was prioritised first, while 
cost-effectiveness, waste and reducing prescription numbers within the 
practice were also reviewed.

From the outset, the team were 
motivated to reduce inappropriate 
polypharmacy in a cohort of frail, 
elderly patients – a branch of 
individuals who would benefit most 
from a decline in associated harm 
– with a focus on de-prescribing 
inappropriate or unnecessary 
medications. Further objectives 
included the development of closer 
working relationships between the 
practice clinical pharmacy team and 

the prescribers in the GP practice, and the  promoted utilisation of the 
complex patients list which is available to all practices in Ayrshire & 
Arran to enable them to identify their most frail patients.
      GPs conducted a full, holistic review of all medications and 
identified medications that could be de-prescribed using the principles 
outlined in Realistic Medicine, while patients were also invited for a 
face-to-face review or a telephone consultation.

The initiative was 
actioned following 
focus being brought 
to analgesic (and in 
particular, opioid) 
prescribing in the 
health board after 
the pain guidelines 
were updated and 
a recommended 

daily opioid milligram cap was introduced. This ceiling of 
opioid prescribing was set at 120mg oral morphine equivalent – 
prescribing above these levels was advised as incurring significant 
risk, with little or no therapeutic benefit.
      In light of this, Alan was incentivised to identify, review and 
potentially reduce the prescribing of opioids in patients prescribed 
120mg+ oral morphine equivalent.
      In total, 29 patients were identified and lettered to make an 
appointment for a medication review. Alan subsequently reviewed 
the majority of patients, but in cases where he was not available, 
they were initially seen by the GP and passed to him.

This project 
aimed to establish 
a care pathway 
in community 
pharmacy, to enable 
people who inject 
drugs to obtain a 
cure for hepatitis C 
(HCV), without 

needing to access any other healthcare facility. The team engaged 
with 56 community pharmacies and trained them to test, diagnose, 
assess for treatment and deliver a cure for HCV using direct-acting 
antiviral drugs.
      Pharmacy staff were trained to take a capillary blood sample 
from patients. This was posted to the local laboratory for analysis 
of antibodies for HCV, hepatitis B and HIV, and the pharmacies 
received back the results.
      For patients who showed antibodies for HCV, the team 
organised for a nurse to visit the pharmacy and take a further series 
of safety bloods to evaluate the patient as suitable for treatment. 

Dr Andrew Radley and Team, HCV
NHS Tayside

Jane Hall and the De-Prescribing in the 
Frail Elderly Team
NHS Ayrshire & Arran

Lyndsay McCubbin and Team Reviewing 
and De-Prescribing of ONS Products
NHS Ayrshire & Arran

Alan McGeer and the High Dose Opioid 
Reduction Project
NHS Ayrshire & Arran

INNOVATIONS IN PRESCRIBING, QUALITY 
AND EFFICIENCY IN SCOTLAND
Sponsored by Napp Pharmaceuticals 
Limited

The pharmacy technician-led 
service delivers comprehensive 
medicines support for adult 
patients residing in the 
community. This includes 
medicines reconciliation for 
patients who have recently 
come out of hospital, or who 
have been referred to the 
service. Referrals may be made 
by GPs, any member of the 

health and social care team, acute service colleagues, or patients can also 
self-refer. 
      The pharmacy technicians’ role incorporates the provision of expert 
medication advice to patients, family or carers to support them to 
manage their medicines safely and independently at home, leading to 
bolstered health and improved quality of life.
      In addition to supporting patients with the practicalities of managing 
their medicines, the technicians take the time to listen to the individuals 
– ensuring that wider issues are identified. 

Mary Ann Campbell and the East 
Renfrewshire Medication Support 
Service
NHS Greater Glasgow & Clyde



The team have been 
working with three GP 
practices to identify 
patients who are either 
on above recommended 
doses of opiate 
painkillers or over-using 
their prescribed opiates, 
and reducing their 
dose to the minimum 
required. Meanwhile, 
for people whose 

original illness has recovered, the painkiller has been discontinued 
altogether, and in the last year, the service has experienced change in 
which patients can now self-refer.
      Reflective of the team’s collaborative ethos, multidisciplinary 
working has played an integral role in the service. For example, Pain 
Scotland presented on their self-help groups. Furthermore, the local GP 
practices felt that this group of patients were better managed as a result 
of 20-to-30-minute appointments being allocated which extended the 
time in which the individuals could be seen and listened to. 
      The surgeries involved have now been able to implement good 
prescribing practice for opiates and have clear treatment strategies for 
managing these patients. 

Eleanor qualified as 
an IP just short of two 
years ago, expressing an 
interest in the area of 
substance dependency. 
Having recognised a 
local need for SDAS 
prescribing support – 
and that there was a gap 
in provision in the rural 
area – Eleanor started 
supporting people with 
substance dependency 
as an IP in March 2019, 
working one day per 
fortnight in clinic with 

SDAS. On completion of the IP course, she went on to study NES 
Common Clinical Conditions in order to run a pilot clinic from her 
community pharmacy on behalf of NHS Dumfries & Galloway.
      On developing the service level agreement between NHS Dumfries 
& Galloway and her community pharmacy, it was identified that 
Eleanor’s addition to the SDAS team would be to deliver a holistic 
approach to patient care with quicker and easier access to treatment. 
Additionally, the focus was on making the ethical care of the patient the 
top priority, promoting evidenced-based medicine, taking into account 
clinical judgement, patient preferences and relevant scientific evidence. 

Serving a very mixed demographic of individuals, Buchanhaven 
Pharmacy are consistent and compassionate in their provision of 
care to substance dependency patients. In particular, the group of 
three independent prescribers deliver assistance to a group of up to 
36 patients. 
      Over the years, the service has evolved from a supplementary 
prescribing model with one pharmacist and up to just 12 
patients to what it is today. The pharmacists eagerly take up 
every opportunity to further develop their training and skills to 
constantly improve the service which is offered to this client group.    
Examples of this are injection technique, wound management, 
consultation skills, hepatitis testing and treatment and use of 
naloxone. Additionally, the whole staff team have completed an 
emergency first aid qualification.
      Throughout the obstacles of COVID-19, the team’s robust set 
of SOPs have been reviewed and updated, while all of the staff have 
been completing a monthly training programme.

The Buchanhaven Pharmacy Team
Peterhead

Eleanor Fenton
Welcome Pharmacy, Creebridge Mill

Elizabeth Marr and Clair Smith
NHS Lanarkshire

MANAGEMENT OF SUBSTANCE 
DEPENDENCY IN THE COMMUNITY
Sponsored by Ethypharm UK
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The Superdrug pharmacy team in Glenrothes have enhanced their 
participation in substance dependency services, supporting 50 
per cent more patients in the area than they did last year, and are 
working to further increase this capacity to meet the demands of 
the local area. 
      Although not a new service to the pharmacy or team, under 
new leadership a number of changes have been made to make 
managing the service more efficient.
      Physical changes have been applied to the layout of the 
pharmacy in the last 12 months to create an appropriate area for 
supervision. This has included the installation of a new hatch with 
a specific counter where patients can receive their medication in a 
discreet area of the store, and the introduction of a methameasure 
system to ensure efficient and safe dispensing of high volume 
methadone. The team also now participate in naloxone supply and 
are proactive in ensuring that patients feel able to ask for help when 
they need it.

The Superdrug Pharmacy Team 
Glenrothes
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Prior to enrolling at Robert Gordon 
University, Jennifer was a clinical nurse 
specialist in acute pain management so 
when the IPE society (of which she was a 
member of the committee) was planning 
the Journey of the Surgical Patient event, 
her input proved hugely valuable.  

         Although unable to attend the event 
herself, Jennifer organised two face-to-face 
teaching sessions, a number of resources, 

and contributed to a group chat for the pharmacy students who would 
be delivering the presentation. The topics discussed included the 
importance of regular pain assessment, the World Health Organisation 
analgesic ladder, and analgesic adjuvants.

Jack was heavily involved in the launch of 
the BPSA’s annual mental health campaign 
at Robert Gordon University. Eager to 
positively interact with his fellow students 
and start open discussions, Jack created a 
platform on social media and organised 
a flagship event held on campus which 
consisted of a stall at the entrance to the 
university.

         In his role as administrator of the 
bpsascotland Instagram account, Jack 
successfully gained over 200 pharmacy 

student followers in a matter of days following the event; utilising the 
tool as an opportunity for signposting resources and support materials 
for those struggling.

As a result of the challenges 
encountered this year, Dima has 
strengthened her potential as a 
decision-maker. By taking risks, 
she has not only improved her 
knowledge and skills in pharmacy, 
but her character and understanding 
of other people too.

      In particular, as a national 
representative for the BPSA, and 
volunteering to do ‘lecture shout-

outs’, Dima has continued to employ her role for the benefit of her 
fellow students.
      As a member of the Social Mobility Foundation and a 
Robertson Trust Scholar, Dima has also embraced many 
opportunities to mentor and advise younger students.

During her time as leader of the 
Pharmacy Law and Ethics Group, 
Jenna has adapted to the changes 
imposed on the workings of the 
group as a result of COVID-19. 
Recognising the need for enhanced 
online communication, Jenna set 
about transitioning their annual 
debate online and strengthening 
their utilisation of technology.  

      Jenna’s responsibilities enable her to communicate effectively 
with the group; sharing ideas and discussing important ethical 
issues involving pharmacy and the wider healthcare environment. 
Showcasing the emphasis she places on teamwork, Jenna also 
ensures that all voices are heard and views considered.

Jenna Morrison
Robert Gordon University

Jack Murphy
Robert Gordon University

Jennifer Pryor 
Robert Gordon University

Dima Humoud
University of Strathclyde

STUDENT LEADERSHIP AWARD
Sponsored by The Pharmacists’ 
Defence Association
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As the BPSA representative for the 
University of Strathclyde, Sagarika was 
at the helm of three BPSA competitions.    
Throughout the process, ‘lecture shout-
outs’ were identified as an advantageous 
promotional method – in which Sagarika 
exercised her communication skills – while 
other responsibilities undertaken included 
booking the dispensary, emailing staff to help 
as volunteer patients, and allocating time 

slots to students. 
      Sagarika has also engaged in long-term mentoring through the 
Outward Bound Leadership Course, which incorporated a series 
of difficult academic and physical activities, such as gorge walking, 
mountain climbing and making boats to then sail on.

Sagarika Ojha 
University of Strathclyde

This year as the vice president and now co-
president of the Robert Gordon University 
Pharmacy Society, Vivien led the society 
in joining the union after decades working 
separately. This has allowed the society, and 
thus pharmacy students at the university, to 
access greater support and opportunities. 
While undertaking this work, Vivien 
developed all of the descriptions for each job 

role, so that those applying had a clear idea of what each post entailed.
      Additionally, as the secretary, and now current Robert Gordon 
University president, of the IPE society, Vivien designed a mock 
medicine case study, conducted a presentation, and completed a 
polypharmacy review.

Vivien Yu
Robert Gordon University



Two types of respiratory clinics are 
run within the pharmacy. Firstly, 
the team perform spirometry tests 
to aid in the diagnosis of patients 
with new respiratory problems, 
and work closely with the specialist 
respiratory nurse to analyse 
spirometry results and initiate 
appropriate treatment.

      As well as this, they conduct 
reviews for patients who have 

COPD and asthma to ensure that their conditions are being managed 
and that their medication is optimised. Patients are identified for a 
review according to whether they have used more than 12 ‘reliever’ 
inhalers in the previous 12 months. These patients’ prescriptions are 
subsequently highlighted, with the team making a point of discussing 
their treatment when they collect their medication. They explore 
the reasons for their overuse of SABAs and offer advice on inhaler 
technique, dosage etc. If appropriate, their inhalers / treatment can be 
altered by an independent pharmacist prescriber and the patient will be 
asked to return for a review to assess the impact of the change. 
      Although spirometry assessments and face-to-face clinics were halted 
due to COVID-19 restrictions, the pharmacy endeavoured to continue 
discussing patients’ respiratory medications at every opportunity that 
arose – including via telephone calls and Near Me consultations.
      With the pandemic triggering issues with sourcing certain inhalers 
due to increased demand, as a prescribing pharmacist, Sam has been 
able to recommend alternative devices and treatment options where 
necessary and counsel patients accordingly.

It was widely recognised that 
pulmonary rehabilitation is the only 
non-pharmacological evidence-based 
treatment for COPD which enhances 
the quality of life for patients along 
with improvement in self-sufficiency. 
Therefore, it was agreed that the 
transformational change be directed 
towards the pulmonary rehabilitation 
resource in NHS Ayrshire & Arran.

      A work programme was devised 
under the sponsorship of the 
Respiratory Fast-Forward Prescribing 
Group, incorporating members of 

the community pharmacy and prescribing teams, a hospital pharmacist, 
the respiratory clinical nurse specialists, physiotherapy lead, public 
health representative, respiratory consultant and MCN manager. The 
group, chaired by a GP member with interest in respiratory, commenced 
implementing a comprehensive action plan to address prescribing while 
also acknowledging and seeking to address the need to provide support 
through other therapies and interventions that would benefit the 
patient.
      The actions included targeting particular patient groups overusing 
short acting beta agonist inhalers; having prescribing teams work 
alongside nurses to ensure compliance with formulary, and appropriate 
switching and education of patients on respiratory medicines.       
      To support the primary care respiratory prescribing initiative, a 
community pharmacy respiratory project was initiated which aimed to 
improve patient outcomes through a clinical review in the pharmacy to 
assess patients’ inhaler techniques, provide targeted information about 
relevant services available to patients, and promote the use of the local 
Asthma Action Plan (where appropriate).

Bernadette continuously works to fulfill her vision of changing 
the hearts and minds of the public – gaining their trust to support 
them to look after themselves better with their long-term health 
conditions in which prevention is at the heart of her thinking.
         Bernadette works with seven GP practices, who have all 
agreed that she can look after their patients with acute asthma or 
COPD exacerbations, and support them thereafter in their long-
term management of their breathing and quality of life. 
      For example, Bernadette has lent her expert assistance to 
Alison who lives alone and, during COVID in particular, has 
been struggling, not just with her breathing, but with her mental 
health and wellbeing. As a result, Bernadette has supported her 
with checking her inhaler technique and conducting a medicines 
review; providing lessons on breathing style, and helping Alison 
practice until she was able to remember the long, slow, deep and 
steady breaths required to attain maximum benefit from these 
mist inhalers. Refill time and how long to shake the canister were 
subsequently discussed too. 
      Over the last four years Bernadette has built up a portfolio 
of case studies evidencing that what she is achieving for asthma 
patients is sustainable, and that the changes the public are choosing 
to make are life-long habits. With this in mind, a FeNO Niox 
machine was invested in and added to her asthma clinic checklist.

Bernadette Brown
Cadham Pharmacy Health Centre, 
Glenrothes

The Respiratory Fast-Forward 
Prescribing Group
NHS Ayrshire & Arran

Sam Falconer
Townhead Pharmacy, Kilwinning

RESPIRATORY PROJECT 
OF THE YEAR
Sponsored by Teva UK
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Fiona Raeburn and Lucy Skea possess 
a combined experience of almost 
30 years as specialist pharmacists 
in substance misuse, flying the flag 
for pharmacy. Their roles sit in 
the mental health pharmacy team 
but on a day-to-day basis requires 
multidisciplinary, multi-agency 
working across Grampian and 
nationally, from clinical teams to 
police, from pain to hepatology 
teams, and with people with lived 

experience in local communities. 
      They provide leadership on effective medicines management and 
service delivery to community pharmacy, clinical teams (both drug and 
alcohol and wider teams) and primary care. More importantly, as a team 
they strive to continually develop services in support of people who use 
drugs or alcohol who are often marginalised and stigmatised, and whose 
long-term health and social outcomes are poor.

Through the provision of 
secondment opportunities, 
the well-established team have 
successfully built education, 
training and research capability 
and capacity across the pharmacy 
service.

         The team has taken on a 
leadership role at a strategic and operational level across the single 
pharmacy system in NHS Lothian, in the design and delivery of 
nationally-accredited educational qualifications and programmes 
– ensuring that the infrastructure is in place to support learning 
and assessment in the workplace which meets standards of national 
professional and academic accreditation bodies. 
      Notably, they proactively lead research and service development 
programmes and collaborate with other multidisciplinary research 
teams within NHS Lothian, other partner NHS Boards and academic 
institutions, and pursue opportunities for new partnership arrangements 
that lead to improvements in patient care. 

The Critical Care 
Medicines Response Team 
was created rapidly in 
response to the predicted 
increase in critical care bed 
base from 50-to-90, with 
the potential to increase 
further, across three 
hospital sites during the 
COVID-19 pandemic. 

         The skillmix of the team 
was carefully balanced and was composed of highly specialised 
critical care pharmacists, ‘returning to practice’ pharmacists who 
had previously worked in critical care, the head of Medicines 
Procurement and Distribution, Royal Infirmary of Edinburgh, 
the lead pharmacist, Pharmacologistics Service, NHS Lothian, a 
pharmacy systems analyst and the principal pharmacist, Education 
and Training, NHS Lothian.
      The team were extremely organised, with cross-site resilience 
and business continuity planning for the pharmacy service to 
critical care units, and through their keen utilisation of video 
conferencing.

The team have significantly 
boosted health outcomes as 
a result of their involvement 
in the respiratory 
outpatients clinic at 
Ninewells Hospital in which 
the pharmacist prescribers 
have worked to enhance the 
care of patients with COPD.

      They engaged with 
pharmacy public health colleagues and Community Pharmacy 
Tayside to design a pathway whereby hospital patients would 
receive a brief intervention from their consultant, advising them to 
stop smoking. The patients were referred from the clinic to their 
local community pharmacy and provided with a starter pack of 
varenicline. It was subsequently advised that they contact their 
pharmacist before they had completed the pack and present their 
referral letter which requested that the pharmacist took over the 
care of the respiratory outpatient.

Arlene Shaw and Team Smoking 
Cessation Referral Pathway
NHS Tayside

Elaine Rankine and the Education, 
Research and Development Team
NHS Lothian

The Substance Misuse Pharmacists
NHS Grampian

The Critical Care Medicines Response 
Team
NHS Lothian

HOSPITAL PHARMACY 
TEAM OF THE YEAR
Sponsored by Ethypharm UK
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The service delivered by the 
team is managed by two 
highly experienced clinical 
pharmacists who develop the 
work to critical care, surgery 
and orthopaedics. Three band 
seven pharmacists support 
the team and together they 
provide a clinical pharmacy 
service to acute surgical 

receiving, elective surgery, trauma, gynaecology and intensive care.   
         The team distribute indispensable advice to clinicians and the full 
multidisciplinary team within these specialties, and liaise closely with 
pre-assessment, theatres and the centralised bowel screening service 
for Lanarkshire. They are also responsible for providing training to 
eight rotational band six pharmacists, pre-registration pharmacists and 
pharmacy students from Scottish universities.  
      Adapting to COVID-19, the team lent additional support to mentor 
non-surgical / ITU pharmacists and several primary care pharmacists 
who attended for refresher / upskill training.  

The Surgical and Anaesthetic Clinical 
Pharmacy Team
NHS Lanarkshire
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The healthcare offering 
in Superdrug Mearns 
Cross was enhanced 
recently as part of a 
major store extension 
and refit. There is 
an extensive range 
of healthy lifestyle 
products available and 
clearly categorised 
to make it easy for 
customers to navigate 

and these are co-located in the designated ‘Health Hub’ area of the store 
where the dispensary, pharmacy counter, consulting room and nurse 
clinic are also located. 
      The pharmacy team are fully engaged with the Scottish pharmacy 
contract and endeavour to ensure that the pharmacy is the first port-of-
call for the local community to access healthcare services, whether these 
are private or through the NHS pharmacy contract. The signage outside 
the store bears the NHS Scotland logo on the list of pharmacy services 
to ensure that patients are fully aware of the offerings available.
      Furthermore, self-care is driven through extensive participation in 
MAS / Pharmacy First in which the pharmacy had over 1,100 patients 
registered for MAS when this existed; 28 per cent higher than the local 
area average and 95 per cent above the national average. The team in 
Superdrug also have increased smoking cessation participation in the 
last 12 months by 25 per cent, as well as delivering all other contracted 
services. In terms of private services designed to keep people well, last 
year they delivered over 700 flu vaccinations via a private PGD.

Serving a small village 
who rely on the local 
pharmacy, the team 
place great significance 
on focussing on the 
needs of the community 
and seeking out ways in 
which they can better 
support them. 

         The team have 
pursued a number 

of paths for encouraging individuals to embrace self-care in light of 
the pandemic, such as their vitamin range promotion – identifying 
that securing necessary vitamin D levels during lockdown has been 
increasingly difficult. The display was therefore installed close to the 
pharmacy’s entrance, being prominent for people to see and then ask 
about. 
      Another area which they homed in on was de-stress products and 
bath salts as many patients often speak about aches and pains, but also 
because individuals have been walking more so the need was very much 
there. The team have successfully sourced both a premium brand and a 
budget brand to ensure that the community’s needs are fulfilled, while 
they also participate in conversations with patients about de-stress 
techniques and the benefits of employing meditation and music to 
further help. 
      Despite the need to social distance, the pharmacy have heavily 
promoted to patients stop smoking services during COVID-19, and in 
the build-up to the flu season have homed in on the flu service to the 
community to ensure that people are kept safe and healthy during the 
colder months.

For Bernadette and the pharmacy team, focussing on the agenda 
of self-care has been increasingly important in these challenging 
times, when access to face-to-face consultations with GPs and 
nurses is difficult for patients. In particular, the pharmacy are 
committed to promoting services that will ultimately lead to a care 
treatment plan, which will encompass advice, purchasing product, 
private prescriptions and NHS treatment dispensing on the 
presenting complaint and long-term medical condition.
      Ensuring that nobody is excluded in reaching out to the team 
for help and support has been crucial. As a result, an array of means 
for contact suitable for different age groups has been implemented, 
such as Healthera, which enables smart communication by text; 
Rocketo, messaging which even works with old phones; the Intellia 
phone system, which allows the team to change messages and 
educate the public; and an online booking system which supports 
individuals in accessing services. Three team members are also in 
place to support all enquiries that reach the pharmacy through the 
modes of communication, while more front-of-shop, face-to-face 
staff are being safely utilised. 
      Bernadette is also extremely passionate about self-care in the 
long-term disease of asthma and over a two-year collaboration 
period has had numerous case studies relating to it published on 
Let’s Talk Respiratory. Delivering care to patients, Bernadette crafts 
treatment plans with goals and regular follow-up until the patient 
achieves control and then they can do the rest.

The Cadham Pharmacy Team
Glenrothes

The Right Medicine Pharmacy Team
Balintore

The Superdrug Pharmacy Team
Mearns Cross

EXCELLENCE IN DELIVERING 
SELF-CARE AGENDA IN 
COMMUNITY PHARMACY
Sponsored by 
Johnson & Johnson
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Fiona has continuously 
expressed a focused 
commitment to 
the development of 
pharmaceutical care and 
services for patients in 
Wigtownshire, and beyond.    

    She is always seeking 
the next thing which can 
enhance the patient’s 
relationship with their 
medicines; for example, she 
has been a driving force for 
the roll-out of the Chronic 
Medication Service in the 
region and an early adopter 

of NHS Near Me for pharmacist-led patient consultations.
      Fiona completed her IP training through the University of 
Strathclyde in early September 2020, and is now planning the 
implementation of common clinical conditions clinics through the 
Pharmacy First Plus service.
      As the first community pharmacist to provide a private flu 
vaccination service in Dumfries & Galloway, Fiona continues to 
deliver this service annually and has rolled it out in other pharmacies, 
supporting her pharmacist colleagues with their training. Fiona is 
additionally keen to support the provision of the NHS flu vaccination 
service this year.

Susanne is a highly 
experienced and established 
community pharmacist 
and has been an active 
independent prescriber 
for eight years. She has a 
proven track-record as an 
exemplary pre-registration 
tutor, supporting seven 
pre-registration pharmacists 
through their final year, 
acting as a mentor for junior 
pharmacists, and being 
valued as a trusted leader 
and role-model across her 
wider business.

         Susanne has forged 
excellent working 

relationships with her surrounding general practices which has proved 
vital when developing patient pathways for services and ensuring 
optimal patient care. Some of the main services here include CMS / 
MCR. Since the MCR service started she has conducted substantial 
work with the local surgeries who have been happy to take referrals of 
patients who would benefit most from serial scripts. 
      A further key service which she has helped to bolster is the treatment 
of urinary tract infections in that her pharmacy initially participated in 
the pilot for trimethoprim.

Pamela has been the lead 
pharmacist for the Lothian 
Palliative Care Network since 
May 2010, and a participant of 
the network since November 
2000 – widely recognised for 
her dedicated and enthusiastic 
approach to her unfaltering 
work ethic.

         From the outset of the 
pandemic, Pamela ensured that 
all community pharmacies in 
the network had up-to-date 

palliative care stocklists and increased stockholding; that medicine 
supply issues were identified and resolved; and that a robust on-call 
service was available to support GPs providing out-of-hours care. 
      Pamela joined the Lothian palliative care COVID-19 
multidisciplinary group, sharing her knowledge and expertise, and 
communicating revised clinical and medicines supply guidance to 
the network of community pharmacies. Making herself available 
for peer support to the network of on-call pharmacists, Pam’s 
professionalism, organisational skills, and deep desire to care for 
patients has been clear for all to see.  

Chrishna works to the top of 
his license as a community 
pharmacist and delivers all 
the services available from 
national and local contracts. In 
addition, he is an independent 
pharmacist prescriber and 
over the past five years has 
established a busy hypertension 
clinic in his community 
pharmacy and has developed an 
excellent working relationship 
with Brooksby Medical 
Practice in Largs. 

      Chrishna has also supported contraceptive and flu vaccination 
clinics from community pharmacy and is working to enhance his 
skills to provide common clinical condition clinics as part of the 
new Pharmacy First Plus service. As well as this, he is at the helm 
of a successful smoking cessation service and has supported NHS 
Ayrshire & Arran Health Board with training events centring on 
this topic.
      Eager to see the future of the sector flourish, Chrishna is a tutor 
for the Pre-Registration Pharmacist Scheme, having assisted and 
supported 11 pharmacists over the last 12 years.

Chrishna Goyal
Boots Largs, NHS Ayrshire & Arran

Susanne Duncan
Buchanhaven Pharmacy, 
NHS Grampian

Fiona McElrea
Whithorn Pharmacy, NHS Dumfries 
& Galloway

Pamela Chisholm
Rowlands Pharmacy, NHS Lothian

COMMUNITY PHARMACIST OF 
THE YEAR
Sponsored by Scothealthcare.com
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The Superdrug Pharmacy in Mearns Cross is located in the Avenue 
Shopping Centre in Newton Mearns, and has served the local 
community seven days a week for over 20 years.
        With the pharmacy having outgrown the size of its four walls, 
it was clear that investment was needed to ensure that the premises 
were fit-for-purpose. As a result, in late 2019 a major refit of the store 
was undertaken, including expanding the total store into two shop 
units. The result of this refit was a new, purpose-built pharmacy, 
consultation room and nurse clinic, enabling the team in Mearns 
Cross to continue to meet the needs of their patients. 
      The resulting dispensary has meant that all dispensing, including 
the 200 MDS, can now be commenced from the same location. The 
additional storage and checking space also make it easier for the 
pharmacists to safely pause their checking and deliver services when 
patients need them.

Superdrug Pharmacy is long-established in the Kingdom Centre in 
Glenrothes – first opening its doors 21 years ago. Notably, over the 
past 12 months the team have flourished in their mission to improve 
the overall performance of the pharmacy in terms of physical layout 
and appearance, volume and commerciality, and, most significantly, 
patient care.
       In particular, the implementation of a few changes has made 
a huge difference to the flow of the dispensary. These measures 
have included relocating the Methameasure terminal, installing a 
hatch with a separate counter in a discreet area of the pharmacy for 
supervision services, moving and removing shelfing to change the 
position of the PMR terminals, and adding in some extra storage.    
These physical adaptions, along with implementing dispensing 
Xcellence (a tried and tested way of managing dispensary workload), 
have transformed the pharmacy, the service which the team provides, 
and their morale as a whole.

The pharmacy opened in 2013 as a new contract, with the team now 
completing 10,000 items per month – demonstrative of the strength 
of their work ethic and unwavering care for patients. 
       The pharmacy was designed with a huge dispensary and with 
the vision of being a modern setting, comprising two treatment 
rooms and four PMR systems. Both are fully equipped for all types 
of testing and an array of services are regularly carried out, including 
diabetes checks, strep throat testing, and a range of vaccinations.
      All staff duties rotate on a weekly basis which protects their 
service provision from illness and, more recently, COVID-19, and 
the potential for staff having to isolate. This is an essential part of 
the pharmacy’s continuity plan and ensures that they always have a 
skillset available to conduct every available process on a day-to-day 
basis.

Lochardil Pharmacy
Inverness

Superdrug Pharmacy 
Glenrothes

Superdrug Pharmacy
Mearns Cross

COMMUNITY PHARMACY 
PRACTICE OF THE YEAR

WWW.SCOTHEALTHCARE.COM

The pharmacy relocated from its former home to a brand-new unit 
which has not only substantially enhanced the space for dispensing, 
but also presented the ability to provide more patient services, with 
two modern consultation rooms. 
      Investment in technology for the benefit of patients has been – 
and continues to be – key to the development of Right Medicine 
Pharmacy. For example, the introduction of a 24 / 7 prescription 
collection point has increased dramatically the access to medicines 
for the wider community; allowing patients to be able to collect 
prescriptions at a time which suits them, and granting them a better 
idea as to when their prescription is ready.
      Additionally, the employment of Healthera has been 
advantageous – an off-the-shelf app which helps with managing 
regular repeats of medication, and facilitates reminders to order or 
take medicines, as well as a messaging option to allow queries to be 
sent to the pharmacy without the need to call in.

Right Medicine Pharmacy
Winchburgh
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Identifying the 
merits attained from 
developing their 
own cost-effective 
in-house solution to 
the rising needs of 
the sector, the group 
approached a UK-
based manufacturer 
to collaborate with 
in order to create 
a bespoke product 
specifically for their 
pharmacies. They 

also successfully applied for a Scottish Enterprise ‘By Design’ grant to 
support this work.
      After 12 months of development the prototype Medpoint collection 
machine was installed in their High Wycombe Pharmacy in February 
2019, with a further three machines implemented in other branches, 
and a plan currently underway to put one in place in the Kirkcaldy, Fife 
branch in early 2021. Due to demand they have prioritised external 
customers to help fund product development so have already installed 
two Medpoints in Scotland with a further three scheduled later in 2020. 
      As a result of the success, the team took the decision to set up a 
separate company to become the only UK-based pharmacy automation 
supplier to enable them to develop the product further and market the 
MedPoint machines across the UK.
      With the onset of the pandemic, the urgent need for a more rapidly 
deployable solution to take the pressure of their busier health centre 
pharmacies was recognised. Within the space of seven weeks the 
team worked with their manufacturing partner to develop an entirely 
freestanding temperature-controlled model of the MedPoint which 
could be installed on any flat area of ground – named the MedPoint 
SOLO. 

As a company with 14 branches, a warehouse and an office, 
the team recognised the value of adopting an electronic system 
that was easy to use from design to branch usage; fully GDPR 
compliant to allow them to gather and store information; and 
which allowed head office to have an end system that was fully 
auditable. Additional benefits have included the system’s utilisation 
of online cloud forms to collect the data, and the fact that it can 
be employed to create both visual and excel reports depending on 
what is required.
      Still within the trial stage, the team currently employ the system 
to evaluate understanding of health and safety training within 
a few branches by designing an assessment which is accessed via 
a link within the training. It has also been used for electronic 
online risk assessments, which can be completed in branches by 
the managers and seen by head office, which ensures compliance 
at branch level in that head office can ensure that actions raised are 
completed in a timely manner.
      A stream of efficiency improvements have been secured as a 
result of this technology, especially the reduction of the amount of 
time spent chasing branches for information, as all branches will 
submit the same data in the same format, and the system can be set 
up to send a PDF copy of the submission back to the branch.

Allana Wilson
M Farren Ltd

The Wellbeing Pharmacies Group
Kirkcaldy, Fife

INNOVATIVE USE OF 
TECHNOLOGY IN COMMUNITY 
PHARMACY
Sponsored by 
Cegedim Healthcare Solutions
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The Superdrug pharmacy app 
was launched primarily for 
use with patients in England 
alongside EPS. Quickly 
identifying the benefits to 
patients and GP practice 
colleagues, as well as the 
significant advantages to 
pharmacy operations, the 
decision was made to include 
the 10 Scottish Superdrug 
pharmacies in the initial 
roll-out. 

      This roll-out occurred at the start of the COVID-19 pandemic, and 
although this was operationally challenging, it was realised that this was 
the right thing to do in order for Superdrug to support their patients 
when they needed it most.
      The app allows patients to manage the ordering of their repeat 
medicines and book appointments with the pharmacy for a range of 
services, including flu vaccinations. It also boasts features to assist with 
compliance – including reminders to take medicines and knowing 
when it’s time to reorder – and enables patients to track the progress 
of prescription ordering; alerting them when a prescription is ready to 
collect.
      Since the introduction of the Superdrug app in April 2020, over 
1,900 users have been registered in Scotland alone. That is 1,900 patients 
(plus any registered dependents) that no longer have to interact with 
GP surgeries or pharmacies to order repeat prescriptions and no longer 
make trips to the pharmacy before their prescription is completed, thus 
supporting social distancing. In addition, that is 1,900 patients who 
are utilising the app to support compliance with medicine-taking and 
management.

The Superdrug Pharmacy Team 
Largs
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EXPRESS YOURSELF

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

A NEW NORMAL
As the COVID-19 pandemic 
spreads across the globe, resulting 
in pain services closing and primary 

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

HOW DOES IT WORK?
The benefit of this process is that 
it allows the user to answer these 
questions in their own time, without 

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

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

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



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

ACHING IT DOWN
SPR – with the help of Dr Carla 
Devlin, MB BcH BAO MDMH MRCGP 
MSc, Medicines Management 
Chair – tackles the complexity of 
pain management and how we can 
support our patients in navigating a 
suitable management route.

KEY POINTS

GOOD PRACTICE IN OPIOID PRESCRIBING 
ACCORDING TO THE FACULTY OF PAIN MEDICINE 
OF THE ROYAL COLLEGE OF ANAESTHETISTS

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

      For more information, visit www.fpm.ac.uk.

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

Dr Carla Devlin





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

‘BREAST IS BEST’
Breastmilk provides the best nourishment for a baby. (4) This 
message is not new, but the science that underpins it has 
come a long way. Observational studies show breastfed 
infants have reduced neonatal infections and non-
communicable diseases involving the immune system, 
such as asthma, eczema and allergic rhinitis. (5) The 
immune benefits of breastfeeding can be attributed to 
the dynamic, bioactive components of breastmilk. (6)

      Years of research into the complex structures and 
functions of HMOs have shown they act as specific 
prebiotics and are essential in the development of a 
healthy microbiome. (7) They also have wider and 
specific effects on the immune system. (7)

WHAT ARE HUMAN MILK 
OLIGOSACCHARIDES?
HMOs are complex soluble carbohydrates 
(glycans). (1) Around 200 have been 
characterised to date. (1) HMO 
concentrations and profiles vary 
significantly between women and over 
the course of lactation. (8)

       Varying profiles of HMOs are 
thought to be associated with 
differential risk of infectious diseases 
– for example, gastrointestinal 
diseases or urinary tract infections. 
(9) Perhaps an important survival 
strategy for human populations 
periodically confronted with 
newly emergent, virulent and 
/ or deadly pathogens may 
be that some proportion of 
the population is innately 
resistant by virtue of their 

mother’s HMO profiles. (9)

HMO METABOLISM
HMOs are resistant to gastric acids and enzyme digestion. (3) 

They reach the lower gastrointestinal tract intact. (3) Around one 
per cent of HMOs will be directly absorbed into the systemic 

circulation. (3) It is likely that HMOs reach many organs beyond 
the gut, including the liver and brain, and this provides some clues 

as to their extent of impact. (3) The majority of HMOs, though, are 
metabolised by the infant’s gut microbes to produce beneficial short 

chain fatty acids (SCFA). (3)

FUNCTIONS OF HMOS: THE GUT AND BEYOND
1. HMOs are ‘Bespoke’ Prebiotics

HMOs exert their main effects in the large intestine where they act as 
specific substrates to those bacteria that express the essential glycosidic 

enzymes. (2) The abundance of Bifidobacterium spp. in breastfed infants 
can be explained by HMOs; these bacteria have co-evolved with HMOs to 

express enzymes that use only HMOs. (3)

2. HMOs Support the Developing Gut Barrier 
The immune system of the gut – gut-associated lymphoid tissue (GALT) – is 

responsible for the mucosal layer and immune responses. (10) Isolated HMOs 
have been shown to promote differentiation and reduce proliferation of various 

intestinal epithelial cell cultures (HT-29 and Caco-2). (1) Some interesting research 
on animal models indicate that necrotising enterocolitis (NEC) may be reduced or 

inhibited by specific HMOs (such as 2’-fucosyllactose and 6’-sialyllactose). (11)

3. HMOs are Anti-Pathogenic
Most enteric bacteria and protozoan-parasitic pathogens use cell surface glycans to bind 

to their target cells – the critical first step in pathogenesis. (10) HMOs resemble some of 
the surface glycans – meaning they can act as floating ‘decoys’ that can block pathogen 

binding to receptors. (3) Group B Streptococcus – a leading cause of invasive neonatal 
bacterial infection, has been shown to be inhibited by non-sialylated HMOs. (12)

      HMOs can also help prevent viral infections by competing for binding with receptors. (7) 
Rotavirus and norovirus are examples of viral pathogens that that bind to epithelial glycans – 

this may explain the reduced incidence of these viruses in breastfed infants. (3)

4. HMOs Alter Immune Responses
HMOs can modulate cytokine production and enable a more balanced TH1/TH2 response. 

(13) In a randomised-controlled trial, the plasma concentration of 5 cytokines (IL-1ra, TNF-α, 
IL-1α, IL-1β and IL-6) were significantly lower in breastfed infants and infants fed with formula 

supplemented with the biosynthetic HMO 2'-FL than that in infants fed a control formula. (14)

SUMMARY
Breastmilk – in addition to its perfect nutrient balance – is known for its bioactive properties. Human 

milk oligosaccharides make up a significant fraction of breastmilk and recent studies indicate that they 
may explain some of the beneficial effects of breastmilk. HMOs can act locally in the intestine to shape 

the developing microbiome and have a vital role in protecting infants from infections. Their absorption 
into the blood and ability to modulate cytokines offers a promising insight into immunological outcomes 

that human milk oligosaccharides offer. 
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COVID-19

Can the novel coronavirus ‘infect’ our 
gastrointestinal tract? Alex Ruani, UCL 
Doctoral Researcher and Chief Science 
Educator at The Health Sciences Academy, 
considers the possibility. 

A GUT FEELING

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

WHAT’S THE BIOLOGICAL MECHANISM BEHIND THE VIRUS INFECTING 
THE GASTROINTESTINAL TRACT?
The COVID-19 virus uses the ACE-2 receptor in cell membranes to enter and to highjack target 
cells. ACE-2 stands for angiotensin-converting enzyme 2. The more ACE-2 receptors present in its 
membrane, the more susceptible a cell is to the virus entering it. The types of cells in the body that 
have a higher number of ACE-2 receptors in their membranes are not just respiratory cells, 
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Help them 
 face life’s 

 adventures
EleCare® is designed to help 

support the immune needsimmune needs of 
formula-fed infants with severe 

cow’s milk allergy and/or 
multiple food allergies.

EleCare is the fi rst amino acid-based formula
to contain 2’-FL*†, a major component of most 
mothers’ breast milk:1

Contact your local Abbott Account Manager to learn more 
or call Freephone Nutrition Helpline on 0800 252 882

IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. EleCare is a food for 
special medical purposes and should only be used under the recommendation or guidance of a healthcare professional. 

*The 2’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL, 
found in most mothers’ breast milk.1
††MIMS. September 2020. 
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not EleCare), compared to control formula 
without 2’-FL. 
§Studies conducted in infants fed standard EleCare formula without 2’-FL.
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but also gastrointestinal cells, in particular, small 
intestine and colonic cells, followed by oesophageal, 
gastric, and rectal epithelial cells. When SARS-CoV-2 
gains cellular entry via ACE-2 receptors and starts 
damaging a number of gastrointestinal cells, an array 
of unpleasant digestive symptoms would emerge.
     Did you know? ACE-2 receptors are 100 times 
more abundant in gastrointestinal cells than in 
respiratory cells. 
     Given the plentiful presence of ACE-2 receptors, 
gastrointestinal tissue is extremely vulnerable to the 
novel coronavirus attacking it. In fact, virologists 
suspect that the very first SARS-CoV-2 infection was 
initiated as a gut infection (and not as a respiratory 
infection) from eating contaminated food in the 
Wuhan wet market. 

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

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

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

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

SUPPORTING GUT HEALTH
The current focus in relation to COVID-19 and 
gut health is in reducing the risk of dysbiosis and in 
fomenting microbial diversity through a diet rich in 
dietary fibre and prebiotics from plant foods (like 
allium vegetables, pulses, and wholegrains) and 
probiotics from fermented foods (like yogurt and 
sauerkraut), while limiting intakes of alcohol as well as 
sugary, fatty foods (like ice cream, bakery goods, and 
fried products). 
      It is worth noting that stress-load and poor sleep 
quality and quantity can have a detrimental effect on 
our gut microbiome and lead to dysbiosis. So even if 
our diet is impeccable and optimally includes pre- and 
probiotics, poor sleep and stress on the daily might 
cancel out those dietary benefits. A peaceful mind and 
a restful night also mean a stronger gut. 
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This time last year we launched our new 
version of Pharmacy Manager and your 
feedback has been fantastic. As I promised, 
that was just the start. We are working 
together with you – pharmacy representatives 
– on this amazing journey to evolve Pharmacy 
Manager and create a solution that transforms 
day-to-day activity throughout pharmacy. 
      Over the past 12 months we have delivered 
our promised monthly upgrades, providing 
incremental changes that are making 
pharmacies more efficient. This is a continual 
evolution, gradually improving this critical 
business system without rocking your world.    
We know you need better systems – but we 
also know you don’t have time to learn a whole 
new piece of software. Gradual enhancement 
is a fundamental part of our strategy to create 
a system that supports the entire business of 
pharmacy.

DEVELOPMENT MODEL
Dispensing is the heartbeat of Pharmacy 
Manager and we are totally committed to 
making dispensing processes faster, simpler, 
and more efficient to give you more time to 
deliver exceptional patient care. We have 
listened and we know that a successful 
pharmacy business has many other needs.    
You want better stock management, help 
with centralised dispensing fulfilment, more 

PROMOTION
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A Complete IT Solution for 
Pharmacy

A complete solution for pharmacy which includes an industry 
leading PMR system, an electronic point of sale system and 
integrated FMD. With modern user interfaces and an intelligent 
dashboard, it includes everything you need to help your 
pharmacy team work smarter.

Having Pharmacy Manager alongside MedEpos at your 
pharmacy counter helps speed up the dispensing process, 
saving time for the whole pharmacy team and improving 
patient interaction, whilst ensuring you are ready to deliver and 
record NHS Pharmacy First Scotland services from your till point.

Find out more by visiting www.cegedimrx.co.uk
or calling us on 0330 303 3342

THE EVOLUTION 
CONTINUES
Tracey Robertson, Pharmacy Product Director, Cegedim 
Healthcare Solutions, sheds light on what’s next for Pharmacy 
Manager, and how the company are remaining at the forefront of 
ever-evolving technology. 

Tracey Robertson

information, and easier ways to prioritise 
workload so you can deliver enhanced 
customer service.
      To meet these business needs we have 
created several teams, each with their own 
pharmacy mission, but all working on the 
continuous evolution of Pharmacy Manager. 
For example, no pharmacy should ever be 
unable to dispense to a customer because it has 
run out of the right stock. The Stock & Order 
Management Team are focussed on helping 
pharmacies manage costs and maximise 
revenue with a fully integrated and intelligent 
stock and order management solution. 
     Our Pharmacy Intelligence and Efficiency 
Team are helping our customers to make better 
use of data to make smarter decisions. They are 
also looking at introducing more automation 
to remove mundane tasks that take up time. 
A new and dedicated Core Technology Team 
are playing their part by focussing on the 
underlying platforms that will ensure we can 
deliver scalable and robust solutions that work 
the way you want to work.

12-MONTH HIGHLIGHTS
All our Product Development Teams have 
worked tirelessly over the past 12 months to 
deliver continual enhancements – and I am 
super proud of their achievements and how far 
we’ve come. Our Pharmacy Intelligence and 
Efficiency Team delivered a dashboard for our 
Scottish customers which created actionable 
intelligence with ‘one click’ journeys to 
make life simpler, by displaying data such 
as outstanding owings and unclaimed 
ePrescriptions on the front page of Pharmacy 
Manager. This has seen our customers 
reallocating staff to ensure the workload 
is managed efficiently. We are so pleased 
these improved insights are helping you to 
change behaviour, become more efficient, 
productive and profitable. Clear signposting 
of key pharmacy metrics with ‘one click’ user 

journeys is delivering tangible benefits for 
many pharmacies. Our data is highlighting 
improvement rates as high as 85 per cent in 
preventing lost revenue. This is representing 
significant revenue improvements that can run 
into tens of thousands in just one quarter. 
      Our Dispensing Team are focussed on 
driving efficiency through the dispensing 
process to enable cost savings while delivering 
exceptional patient care; they are continuing 
to work hard on the functionality for NHS 
Pharmacy First Scotland. The development 
has already delivered additional functionality 
in two key areas: eligibility verification 
and support for the new advice, treatment 
and referral pathways. We are continuing 
to listen to our customers so that we can 
extend the functionality for NHS Pharmacy 
First Scotland and we know that Pharmacy 
Manager can support minimising the 
administrative burden and release pharmacists 
to spend more time in community and patient- 
facing activity.

SO MUCH MORE TO COME
We are so excited about the way you are using 
this smart technology to save money, be more 
efficient, and deliver an amazing patient 
service. But we also know there is so much 
more we can deliver to make your lives better 
and more effective. We are just scratching the 
surface of what we can deliver on our journey 
to creating our powerfully simple digital PMR 
solution. 
      Our commitment is we will continue to 
walk in your shoes and listen to your needs; 
we will discuss and share our ideas with visual 
prototypes; and we relish refining them with 
your feedback. Our developments are in 
collaboration with you – we want to support 
pharmacy and create innovative digital 
solutions that drive efficiency, deliver cost 
savings and revenue growth and we know you 
value being involved in that process.
      This has been an amazing journey and 
it’s only going to get better. Products must 
continually evolve to support customer needs 
and so we will continue to invest in all of 
these areas to ensure we are delivering the best 
solutions to delight you – and we have some 
very exciting plans for the next 12 months. 
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apomorphine hydrochloride
PUMP

APO-go® Apomorphine hydrochloride.  PRESCRIBING INFORMATION. 

Consult Summary of Product Characteristics before prescribing.

Indications Treatment of motor fluctuations (“on-off” phenomena) in patients 
with Parkinson’s disease which are not sufficiently controlled by oral anti-
Parkinson medication. 

Dosage and Administration Apomorphine hydrochloride is administered 
subcutaneously either as an intermittent bolus injection or by continuous 
subcutaneous infusion. Apomorphine should be initiated in the controlled 
environment of a specialist clinic. The patient should be supervised by a physician 
experienced in the treatment of Parkinson’s disease (e.g. neurologist). The 
patient’s treatment with levodopa, with or without dopamine agonists, should 
be optimised before starting APO-go treatment. The appropriate dose for each 
patient is established by incremental dosing schedules. For bolus injection it 
is suggested to start with 1 mg of apomorphine (0.1 ml) during a hypokinetic 
or ‘off’ period. If no response or an inadequate response is obtained after  
30 minutes, a second dose of 2 mg is injected and the patient is observed for 
a further 30 minutes. The dosage may be increased by incremental injections 
with at least a forty minute interval between succeeding injections, until a 
satisfactory motor response is obtained. Patients who have shown a good ‘on’ 
period response during the initiation stage of apomorphine therapy, but whose 
overall control remains unsatisfactory using intermittent injections, or who 
require many and frequent injections (more than 10 per day), may be commenced 
on or transferred to continuous subcutaneous infusion by minipump and/or 
syringe driver. Continuous infusion is started at a rate of 1 mg apomorphine 
HCl (0.1 ml) per hour then increased according to the individual response.  
Increases in the infusion rate should not exceed 0.5 mg per hour at intervals 
of not less than 4 hours.  Hourly infusion rates may range between 1 mg and  
4 mg (0.1 ml and 0.4 ml), equivalent to 0.015 - 0.06 mg/kg/hour.  Infusions should 
run for waking hours only.  Patients treated with apomorphine will usually need to 
start domperidone at least two days prior to initiation of therapy. The domperidone 
dose should be titrated to the lowest effective dose and discontinued as soon 
as possible. Before the decision to initiate domperidone and apomorphine 
treatment, risk factors for QT interval prolongation in the individual patient should 
be carefully assessed to ensure that the benefit outweighs the risk. The optimal 
dosage of apomorphine HCl has to be determined on an individual patient basis; 
individual bolus injections should not exceed 10mg and the total daily dose should 
not exceed 100mg. Do not use if the solution has turned green. The solution 
should be inspected visually prior to use. Only clear, colourless and particle free 
solution should be used. Apomorphine must not be used via the intravenous route.

Contraindications Children and adolescents (up to 18 years of age). Known 
hypersensitivity to apomorphine or any excipients of the medicinal product. 
Respiratory depression, dementia, psychotic disease or hepatic insufficiency. 
Intermittent apomorphine HCl treatment is not suitable for patients who have an 
“on” response to levodopa which is marred by severe dyskinesia or dystonia. 

Pregnancy and lactation Apomorphine should not be used in pregnancy unless 
clearly necessary. Breastfeeding: It is not known whether apomorphine is excreted 
in breast milk. A decision on whether to continue/discontinue breastfeeding or to 
continue/discontinue therapy with APO-go should be made taking into account 
the benefit of breast-feeding to the child and the benefit of APO-go to the woman. 

Ability to drive and operate machinery Apomorphine has minor or moderate 
influence on the ability to drive and use machines. Patients being treated with 
apomorphine and presenting with somnolence and/or sudden sleep episodes 
must be informed to refrain from driving or engaging in activities (e.g. operating 
machines) where impaired alertness may put them or others at risk of serious 
injury or death until such recurrent episodes and somnolence have resolved.

Interactions Patients should be monitored during initiation with apomorphine 
therapy particularly when used with other medications that have a narrow 
therapeutic window. There is potential for interaction with neuroleptic and 
antihypertensive agents and cardiac active medicinal products. It is recommended 
to avoid the administration of apomorphine with other drugs known to prolong 
the QT interval. 

Precautions Use with caution in patients with renal, pulmonary or 
cardiovascular disease, or who are prone to nausea or vomiting. Apomorphine 
may produce hypotension, exercise care in patients with cardiac disease or who 

are taking vasoactive drugs. Neuropsychiatric disturbances may be exacerbated 
by apomorphine. Apomorphine has been associated with somnolence and 
episodes of sudden sleep onset (see advice on driving above). Haematology 
tests should be undertaken at regular intervals as haemolytic anaemia and 
thrombocytopenia have been reported. Monitor patients for the development 
of impulse control disorders. Dose reduction/tapered discontinuation should 
be considered if such symptoms develop. Dopamine dysregulation Syndrome 
(DDS) is an addictive disorder resulting in excessive use of the product seen 
in some patients treated with apomorphine; patients and caregivers should 
be warned of the potential risk of developing DDS. Apomorphine may have 
the potential for QT prolongation, exercise caution when treating patients at 
risk for torsades de pointes arrhythmia. Risk factors for use with domperidone 
include serious underlying heart conditions such as congestive cardiac failure, 
severe hepatic impairment or significant electrolyte disturbance. An ECG 
should be performed prior to treatment with domperidone, during the treatment 
initiation phase and as clinically indicated thereafter to monitor prolongation 
of QT interval. Patients should report possible cardiac symptoms; palpitations, 
syncope, or near-syncope and clinical changes that could lead to hypokalaemia,  
e.g. gastroenteritis or initiation of diuretic therapy. At each medical visit, 
risk factors should be revisited. Apomorphine has been associated with local 
subcutaneous effects that can be sometimes reduced by rotation of injection sites 
in order to avoid nodularity and induration. Contains sodium metabisulphite which 
may rarely cause severe allergic reactions and bronchospasm.

Side Effects: Very common: Hallucinations and injection site reactions. Common: 
Neuropsychiatric disturbances, somnolence, transient sedation, dizziness, 
yawning, nausea and vomiting.  Rarely, injection site necrosis and ulceration 
have been reported. Severe drug-induced dyskinesias during “on” periods may 
require discontinuation. Postural hypotension is usually transient and infrequent. 
Positive Coombs’ tests, haemolytic anaemia and thrombocytopenia have been 
reported. Eosinophilia occurs rarely. Dopamine agonists, including apomorphine, 
may cause impulse control disorders such as pathological gambling, increased 
libido, hypersexuality, compulsive spending or buying, binge eating or compulsive 
eating. Rarely, allergic reactions (including anaphylaxis and bronchospasm) due to 
sodium metabisulphite. Symptoms of overdose like excessive emesis, respiratory 
depression, hypotension and bradycardia may be treated empirically.

Prescribers should consult the Summary of Product Characteristics in relation to 
other adverse reactions.

Presentation and Basic NHS Cost APO-go pens (disposable multiple dosage 
injector system) contain apomorphine hydrochloride 10mg/ml, as follows: 30mg in 
3ml – basic NHS cost £123.91 per carton of 5 pens. APO-go Pre-filled syringes 
contain apomorphine hydrochloride 5mg/ml, as follows: 50mg in 10ml – basic 
NHS cost £73.11 per carton of 5 syringes. APO-go ampoules contain apomorphine 
hydrochloride 10mg/ml as follows: 50mg in 5ml – basic NHS cost £73.11 per 
carton of 5 ampoules. 

Marketing Authorisation Numbers: 
APO-go® Ampoules: PL 04483/0072, APO-go® Pen: PL 04483/0073, APO-go® Pre 
Filled Syringes: PL 04483/0074

Legal Category POM

SmPC Revision Date January 2020

API Revision date April 2020

Marketing Authorisation Holder in the UK Britannia Pharmaceuticals, 200 
Longwater Avenue, Green Park, Reading, Berkshire, RG2 6GP

Full prescribing information and further information is available from 
Britannia Pharmaceuticals at  
Britannia@medinformation.co.uk  or 01483 920 763.

Adverse events should be reported. Reporting forms and  
information can be found at www.mhra.gov.uk/yellowcard or search 

for MHRA Yellow Card in the Google Play or Apple App Store.  
Adverse events should also be reported to Britannia 

Pharmaceuticals Ltd at   
dso@britannia-pharm.com or 01483 920 763.

Version Number: APG.PI.V28
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CUSTOMER SERVICES
Delivery of APO-go® medication within 72 hours direct 
to pharmacy. Dedicated team to answer technical 
issues and redirect HCPs, patients and carers to 
the Nurse Team or relevant HCP to assist with any 
problems relating to their APO-go® Therapy

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

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

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

EDUCATION
5 UK national Masterclass meetings in 2019
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Nurse-to-patient  
appointments
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Response tests
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Pre-assessments
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Britannia–patient  
interactions
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Designed to be used with the 
APO-go® PFS (pre-filled syringe) Rapid: clinically  

effective in  
4–12 minutes1

Reliable:  
93% response rate2

• Single flow rate
• Variable flow rates
• Bolus function
• Bolus function lock out

• Lockable
•  Replaceable Li-Ion 

battery
•  Infusion can be set to 

either a 10 or 20 ml fill



apomorphine hydrochloride
PUMP

APO-go® Apomorphine hydrochloride.  PRESCRIBING INFORMATION. 

Consult Summary of Product Characteristics before prescribing.

Indications Treatment of motor fluctuations (“on-off” phenomena) in patients 
with Parkinson’s disease which are not sufficiently controlled by oral anti-
Parkinson medication. 

Dosage and Administration Apomorphine hydrochloride is administered 
subcutaneously either as an intermittent bolus injection or by continuous 
subcutaneous infusion. Apomorphine should be initiated in the controlled 
environment of a specialist clinic. The patient should be supervised by a physician 
experienced in the treatment of Parkinson’s disease (e.g. neurologist). The 
patient’s treatment with levodopa, with or without dopamine agonists, should 
be optimised before starting APO-go treatment. The appropriate dose for each 
patient is established by incremental dosing schedules. For bolus injection it 
is suggested to start with 1 mg of apomorphine (0.1 ml) during a hypokinetic 
or ‘off’ period. If no response or an inadequate response is obtained after  
30 minutes, a second dose of 2 mg is injected and the patient is observed for 
a further 30 minutes. The dosage may be increased by incremental injections 
with at least a forty minute interval between succeeding injections, until a 
satisfactory motor response is obtained. Patients who have shown a good ‘on’ 
period response during the initiation stage of apomorphine therapy, but whose 
overall control remains unsatisfactory using intermittent injections, or who 
require many and frequent injections (more than 10 per day), may be commenced 
on or transferred to continuous subcutaneous infusion by minipump and/or 
syringe driver. Continuous infusion is started at a rate of 1 mg apomorphine 
HCl (0.1 ml) per hour then increased according to the individual response.  
Increases in the infusion rate should not exceed 0.5 mg per hour at intervals 
of not less than 4 hours.  Hourly infusion rates may range between 1 mg and  
4 mg (0.1 ml and 0.4 ml), equivalent to 0.015 - 0.06 mg/kg/hour.  Infusions should 
run for waking hours only.  Patients treated with apomorphine will usually need to 
start domperidone at least two days prior to initiation of therapy. The domperidone 
dose should be titrated to the lowest effective dose and discontinued as soon 
as possible. Before the decision to initiate domperidone and apomorphine 
treatment, risk factors for QT interval prolongation in the individual patient should 
be carefully assessed to ensure that the benefit outweighs the risk. The optimal 
dosage of apomorphine HCl has to be determined on an individual patient basis; 
individual bolus injections should not exceed 10mg and the total daily dose should 
not exceed 100mg. Do not use if the solution has turned green. The solution 
should be inspected visually prior to use. Only clear, colourless and particle free 
solution should be used. Apomorphine must not be used via the intravenous route.

Contraindications Children and adolescents (up to 18 years of age). Known 
hypersensitivity to apomorphine or any excipients of the medicinal product. 
Respiratory depression, dementia, psychotic disease or hepatic insufficiency. 
Intermittent apomorphine HCl treatment is not suitable for patients who have an 
“on” response to levodopa which is marred by severe dyskinesia or dystonia. 

Pregnancy and lactation Apomorphine should not be used in pregnancy unless 
clearly necessary. Breastfeeding: It is not known whether apomorphine is excreted 
in breast milk. A decision on whether to continue/discontinue breastfeeding or to 
continue/discontinue therapy with APO-go should be made taking into account 
the benefit of breast-feeding to the child and the benefit of APO-go to the woman. 

Ability to drive and operate machinery Apomorphine has minor or moderate 
influence on the ability to drive and use machines. Patients being treated with 
apomorphine and presenting with somnolence and/or sudden sleep episodes 
must be informed to refrain from driving or engaging in activities (e.g. operating 
machines) where impaired alertness may put them or others at risk of serious 
injury or death until such recurrent episodes and somnolence have resolved.

Interactions Patients should be monitored during initiation with apomorphine 
therapy particularly when used with other medications that have a narrow 
therapeutic window. There is potential for interaction with neuroleptic and 
antihypertensive agents and cardiac active medicinal products. It is recommended 
to avoid the administration of apomorphine with other drugs known to prolong 
the QT interval. 

Precautions Use with caution in patients with renal, pulmonary or 
cardiovascular disease, or who are prone to nausea or vomiting. Apomorphine 
may produce hypotension, exercise care in patients with cardiac disease or who 

are taking vasoactive drugs. Neuropsychiatric disturbances may be exacerbated 
by apomorphine. Apomorphine has been associated with somnolence and 
episodes of sudden sleep onset (see advice on driving above). Haematology 
tests should be undertaken at regular intervals as haemolytic anaemia and 
thrombocytopenia have been reported. Monitor patients for the development 
of impulse control disorders. Dose reduction/tapered discontinuation should 
be considered if such symptoms develop. Dopamine dysregulation Syndrome 
(DDS) is an addictive disorder resulting in excessive use of the product seen 
in some patients treated with apomorphine; patients and caregivers should 
be warned of the potential risk of developing DDS. Apomorphine may have 
the potential for QT prolongation, exercise caution when treating patients at 
risk for torsades de pointes arrhythmia. Risk factors for use with domperidone 
include serious underlying heart conditions such as congestive cardiac failure, 
severe hepatic impairment or significant electrolyte disturbance. An ECG 
should be performed prior to treatment with domperidone, during the treatment 
initiation phase and as clinically indicated thereafter to monitor prolongation 
of QT interval. Patients should report possible cardiac symptoms; palpitations, 
syncope, or near-syncope and clinical changes that could lead to hypokalaemia,  
e.g. gastroenteritis or initiation of diuretic therapy. At each medical visit, 
risk factors should be revisited. Apomorphine has been associated with local 
subcutaneous effects that can be sometimes reduced by rotation of injection sites 
in order to avoid nodularity and induration. Contains sodium metabisulphite which 
may rarely cause severe allergic reactions and bronchospasm.

Side Effects: Very common: Hallucinations and injection site reactions. Common: 
Neuropsychiatric disturbances, somnolence, transient sedation, dizziness, 
yawning, nausea and vomiting.  Rarely, injection site necrosis and ulceration 
have been reported. Severe drug-induced dyskinesias during “on” periods may 
require discontinuation. Postural hypotension is usually transient and infrequent. 
Positive Coombs’ tests, haemolytic anaemia and thrombocytopenia have been 
reported. Eosinophilia occurs rarely. Dopamine agonists, including apomorphine, 
may cause impulse control disorders such as pathological gambling, increased 
libido, hypersexuality, compulsive spending or buying, binge eating or compulsive 
eating. Rarely, allergic reactions (including anaphylaxis and bronchospasm) due to 
sodium metabisulphite. Symptoms of overdose like excessive emesis, respiratory 
depression, hypotension and bradycardia may be treated empirically.

Prescribers should consult the Summary of Product Characteristics in relation to 
other adverse reactions.

Presentation and Basic NHS Cost APO-go pens (disposable multiple dosage 
injector system) contain apomorphine hydrochloride 10mg/ml, as follows: 30mg in 
3ml – basic NHS cost £123.91 per carton of 5 pens. APO-go Pre-filled syringes 
contain apomorphine hydrochloride 5mg/ml, as follows: 50mg in 10ml – basic 
NHS cost £73.11 per carton of 5 syringes. APO-go ampoules contain apomorphine 
hydrochloride 10mg/ml as follows: 50mg in 5ml – basic NHS cost £73.11 per 
carton of 5 ampoules. 

Marketing Authorisation Numbers: 
APO-go® Ampoules: PL 04483/0072, APO-go® Pen: PL 04483/0073, APO-go® Pre 
Filled Syringes: PL 04483/0074

Legal Category POM

SmPC Revision Date January 2020

API Revision date April 2020

Marketing Authorisation Holder in the UK Britannia Pharmaceuticals, 200 
Longwater Avenue, Green Park, Reading, Berkshire, RG2 6GP

Full prescribing information and further information is available from 
Britannia Pharmaceuticals at  
Britannia@medinformation.co.uk  or 01483 920 763.

Adverse events should be reported. Reporting forms and  
information can be found at www.mhra.gov.uk/yellowcard or search 

for MHRA Yellow Card in the Google Play or Apple App Store.  
Adverse events should also be reported to Britannia 

Pharmaceuticals Ltd at   
dso@britannia-pharm.com or 01483 920 763.
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VITAMIN D

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

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

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

 

CAN YOU TELL US ABOUT YOUR 
BACKGROUND?
I came to the UK in 1991 after then leader 
of Iraq, Saddam Hussein, bomb attacked the 

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

WHAT IS VITAMIN D AND 
WHY IS SUPPLEMENTATION 
RECOMMENDED? 
Vitamin D is a key component which the body 
needs and is very important in regulating the 
amount of calcium and phosphates in the body. 
Vitamin D also plays a key part in a number of 
bodily functions. 

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

WHICH PATIENT GROUPS ARE AT 
RISK OF POOR OUTCOMES FROM 
COVID-19?
We have heard over and over again that the 
elderly population are at increased risk, as 
well as those individuals with pre-existing 
conditions, such as hypertension, diabetes and 
respiratory illness. 

WHAT IS THE POTENTIAL IMPACT 
ON THE BAME COMMUNITY 
SPECIFICALLY?
Unfortunately, the BAME population seem 
to have a high rate of mortality related to 
COVID-19. There has still not been any 
definitive answer as to why this is, however it 

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

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

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

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

Harmen Yones



Prescribing Information. Strivit-D3 800IU, 3200IU and 20,000IU Capsules, Soft Licensed 
Vitamin D Supplement. Composition: Each Capsule contains 800IU Colecalciferol (equivalent 
to 20 micrograms vitamin D3), 3,200IU Colecalciferol (equivalent to 80 micrograms vitamin D3), 
20,000IU colecalciferol (equivalent to 500 micrograms vitamin D3). Therapeutic indication: 
Prevention and treatment of vitamin D deficiency in adults and adolescents with an identified 
risk. As an adjunct to specific therapy for osteoporosis in patients with vitamin D deficiency or 
at risk of vitamin D insufficiency. (please refer to the SMPC for further details). Posology and 
method of administration: The dosage of vitamin D depends on severity of the disease, as well 
as patients’ response to treatment. Based on patient’s needs, capabilities and preferences daily, 
weekly or monthly dosing regimens can be offered. Lower dosage forms (e.g. 400 IU, 500 IU, 800 
IU and 1,000IU) are suitable for daily vitamin D supplementation, while higher dosage forms like 
20,000 IU contain amounts for weekly or monthly use, which should be taken into consideration. 
The dosage and the frequency of administration has to be established individually by a physician. 
Not all given recommended doses can be achieved with this product. Alternatively, national 
posology recommendations in prevention and treatment of vitamin D deficiency can be followed. 
Adults: Prevention of vitamin D deficiency and as an adjunct to specific therapy for osteoporosis: 
Recommended dose range is 600 IU- 800 IU per day or equivalent weekly or monthly dose [20,000 
IU (1 capsule) per month]. Treatment of vitamin D deficiency: 800 IU per day or equivalent weekly 
or monthly dose [maximum cumulative dose 20,000 IU (1 capsule) per month]. Higher doses should 
be adjusted dependent upon desirable serum levels of 25-hydroxycolecalciferol (25(OH)D), the 
severity of the disease and the patient s response to treatment. The dose should not exceed 4,000 
IU per day or equivalent weekly [20,000 IU (1 capsule) per week] or monthly dose. Adolescents: 
The dose for adolescents aged 12 years or more should be adjusted dependent upon desirable 
serum levels of 25-hydroxycolecalcif- erol (25(OH)D), the severity of the disease and the patient 
s response to treatment. The dailydose should not exceed 4,000 IU per day or equivalent weekly 
[20,000 IU (1 capsule)per week] or monthly dose. Other conditions: In obese patients, patients 
with malabsorption syndromes, and patients on medications affecting vitamin D3 metabolism, 
higher doses are required for the treatment and prevention of vitamin D3 deficiency. Method of 
administration: Oral. The capsules should be swallowed whole (not chewed) with water and may 
be taken independently from meal. Contraindications: Special warnings and precautions: 
Hypersensitivity to vitamin D or any of the excipients in the product, Hypervitaminosis D, 
Nephrolithiasis, Nephrocalcinosis, Diseases or conditions resulting in hypercalcaemia and/or 

hypercalciuria, Severe renal impairment. Paediatric population STRIVIT-D3 20,000 IU capsules 
should not be given to children under 12 years of age due to the risk of choking. Hepatic impairment. 
No dose adjustment is required. Pregnancy & lactation: The recommended daily intake for 
pregnant women is 400 IU, however, in women who are considered to be vitamin D3 deficient a 
higher dose may be required [up to 2,000 IU/ day or equivalent weekly or monthly dose (60,000 
IU (3 capsules) per month)]. There are no or limited amount of data from the use of STRIVIT-D3 
in pregnant women. Studies in animals have shown reproductive toxicity (see section 5.3). The 
recommended daily intake for pregnant women is 400 IU, however, in women who are considered 
to be vitamin D deficient a higher dose may be required. STRIVIT-D3 can be used up to 2,000 IU/day 
only in case of a Vitamin D deficiency. Breastfeeding: Vitamin D and its metabolites are excreted in 
breast milk. Overdose in infants induced by nursing mothers has not been observed, however, when 
prescribing additional vitamin D to a breast-fed child the practitioner should consider the dose of any 
additional vitamin D given to the mother. Fertility: There are no data on the effect of STRIVIT-D3 
on fertility. However, normal endogenous levels of vitamin D are not expected to have any adverse 
effects on fertility. Effects on ability to drive and use machines: None. Undesirable effects: 
(Please refer to the current Summary of Product Characteristics for further information.) NHS 
price: 800IU £2.50 per 30 capsules; 3200IU £9.32 per 30 capsules; 20,000IU £9.60 per 10 capsules 
& £13.15 per 20 capsules. Legal classification: POM. Marketing Authorisation Holder: Strides 
Arcolab International Ltd, Unit 4, Metro Centre, Tolpits Lane, Watford, Hertfordshire, WD18 9SS. 
Authorisation Number: PL 28176/0170, PL 28176/0188,PL 28176/0189. Date of Preparation: 
07/01/2016, 15/02/2019.

Adverse events should be reported. Reporting forms and information can be found at www.
mhra.gov.uk/yellowcard. Adverse events should also be reported to Strides Pharma UK Medical 
Information tel: 08708 510 207 or mail to: enquiries@medicalinformation.co.uk

 
Date of Preparation: August 2020.

References: 1. Drug tariff August price list Part VIIA products. 2. https://bnf.nice.org.uk/drug/
colecalciferol.html.
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OVER 30% WITH

Switch & save 30% + with..
•  One of the most cost effective listed licensed 

Colecalciferol brands2 in the UK. 

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

•  Nut and soya free, suitable for vegetarians.

•  Kosher and Halal certified.

•  Secure supply chain with AAH, Alliance and Phoenix.

For further information and availability please contact  
Strides enquiries on: 01923 255580
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Cost comparison 
Cost of StriVit D3 soft gel capsules compared to the leading range of licensed vitamin D3 supplement.1
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AS WE ARE NOW SIX MONTHS 
INTO THE COVID-19 PANDEMIC 
WHAT WOULD YOU SAY HAVE BEEN 
THE LARGEST ISSUES FACED BY 
COMMUNITY PHARMACY?
In England and Wales the greatest challenge 
remains the chronic underfunding of 
community pharmacy, both in terms of the 
five-year contract and more recently the lack 
of additional funding from government to 
deal with COVID. The recent lockdown and 
continuing local restrictions have highlighted 
just what an important role community 
pharmacy and independent pharmacy in 
particular has had to play in supporting the 
wider primary care network and the NHS. It 
continues to be disappointing that there is no 
further clarity regarding the advance payment 
and how this is to be treated going forward. 
      Drug availability and general market 
volatility has also been a real problem and the 
record number of lines not available below 
the drug tariff in England has continued 
throughout this year. 
      Overall, I would say the main concern of 
contractors is a lack of confidence in the future 
and a real sense of being undervalued. 
      In Scotland, thankfully, we have seen a 
different picture; the three-year funding deal 
provides certainty as well as incremental fixed 
percentage uplifts. 

THE FUTURE IS BRIGHT
Nathan Wiltshire, Group Chief Executive of Cambrian Alliance, 
shares how the company have been successfully overcoming 
the challenges of COVID-19 and equipping their members with 
indispensable support. 

Nathan Wiltshire

HOW IMPORTANT IS IT, NOW MORE 
THAN EVER, FOR PHARMACIES TO 
ENSURE THEY ARE PURCHASING 
EFFECTIVELY?
It is vital and absolutely critical for contractors 
to get right if they are to have a sustainable 
business. Of the overall pharmacy funding 
framework of £2.59 billion, over 31 per cent 
of it, a total of £800 million, still relates to 
retained margin and ultimately how much 
purchasing profit a contractor can deliver.    
Although the contract facilitates a move 
towards services, some of the remuneration 
we have seen linked to these services has been 
very disappointing and limited. The retained 
margin element is something that contractors 
can directly affect and have an impact on. 

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

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

AS WE MOVE TOWARDS THE END 
OF 2020 WHAT ARE CAMBRIAN 
ALLIANCE’S AMBITIONS FOR THE 
COMING 12 MONTHS?
That would be telling! We have another 
ambitious and aggressive development 
roadmap and have further version releases 
planned over the next few months for 
e-CASS. Several big announcements are due 
regarding new platforms and some fantastic 
new features. What I can say is that we will 
continue to do all we can to bring about 
real price transparency to the UK medicine 
supply market. You will have heard me say on 
countless occasions before that we believe the 
market is too complex and far too opaque. Our 
role, as always, is to simplify the market, ensure 
contractors achieve best value and ensure that 
there is transparency in order that contractors 
are making informed decisions.
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ACNE: ONE NAME, 
MULTIPLE FORMS
Crossing through genders, ages and lifestyles, 
acne is a source of discomfort for many 
individuals – and can be a major threat to their 
quality of life. SPR unravels the origins of the 
common skin condition and the recommended 
modes of intervention.

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

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

   

      Acne is not an infectious, but rather an inflammatory, disease. (11) 
Indeed, four processes have a critical role in the formation of acne 
lesions: release of inflammatory mediators into the skin; alteration of 
the keratinization process leading to comedones; increase and alteration 
of sebum production under androgen control (or increased androgen 
receptor sensitivity); and follicular colonisation by P. acnes.
      Acne is associated with several factors: genetics (12), occlusion of the 
skin surface with greasy products (13), medicines (14), anabolic steroids (15), 
and tropical conditions. (16)

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

FAR-REACHING EFFECTS
Skin conditions can have significant repercussions for the individuals 
experiencing them – in particular, patients with acne often believe their 
quality of life to be impacted (QQL-Visual Analogue Scale of 4.91). (19)

      In terms of this, 96.5 per cent of patients affected by acne have a 
reduced quality (20), and between 22 per cent (boys) and 25 per cent (girls) 
of adolescents with severe acne have suicidal ideations. (21) However, 
there is no correlation between objective disease severity and the level of 
subjectively perceived psychological distress.
      As a consequence, the most effective management strategies aim not 
only at curing the disease, or at decreasing skin symptoms, but also at 
improving the patient’s QoL, at the earliest possible stage. 

A HELPING HAND
The use of non-comedogenic skincare and make-up products, if well-
tolerated, could quickly improve the QoL by covering visible signs 
without deteriorating conventional treatments. (19, 22)

      There are several over-the-counter and prescription treatments 
allowing a potential combination of treatments based on acne severity and 
on whether the acne is predominantly inflammatory or non-inflammatory. 
      Dermocosmetics represent an adjunctive or an alternative management 
for patients with acne in specific conditions. Dermocosmetics can 
impact the pathogenesis of the disease: active components target the 
main pathogenic pathways (excessive sebum production, abnormal 
keratinization, bacterial colonisation). They may either be used in 
monotherapy or be combined with, or follow, a pharmacological 
treatment to preserve the level of improvement and avoid the appearance 
of new lesions.
      Dermocosmetics can also be used to treat side-effects of other 
anti-acne medications, such as irritation and dehydration. (23, 24) Indeed, 
assertive cleansing, especially with soap, exacerbates acne. (25) Also, the 
use of synthetic detergents with a pH close to that of normal skin is 
less irritating and is generally recommended. (26) Thus, by delaying and 
preventing the side-effects of medication – resulting in a lesser irritation – 
dermocosmetics enhance patients’ compliance to treatment. (27)

      For 87 per cent of patients, dermatologists found it interesting to 
combine therapeutic treatment with a dermocosmetic product in order 
to improve patient comfort and tolerance while maintaining and / or 
enhancing its efficacy.
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FROM PATIENT TO 
PARAMEDIC
Emily Snow BSc (Hons) MCPARA is a Paramedic working for a UK 
ambulance service. She has also recovered from severe myalgic 
encephalomyelitis (M.E.). With support from UK charity Action for 
M.E., Emily reflects on her personal and professional experience, 
and the potential impact of long-COVID on attitudes to M.E.

They called my name and I walked across the stage… dressed in the far-too-
hot gown and the funny hat, a piece of card was placed in my hand and there 
it was. A degree. Something that I’ve always wanted, but for a long time didn’t 
think I would ever have.  
      I came down with a viral infection on my 15th birthday and nobody 
thought anything of it. A few days off school and I’d be back to studying for 
my GCSEs. At three months they were calling it post-viral fatigue, and after a 
year they called it M.E. 
       Sometimes diagnosed as chronic fatigue syndrome (CFS, or M.E. / CFS), 
M.E. is a chronic, fluctuating, neurological condition that affects at least 
250,000 men, women and children in the UK alone.
      I had what seemed like hundreds of tests. Each time a blood test or scan 
came back normal I was informed as if I’d be pleased or relieved in some 
way. I didn’t ever want the diseases they were looking for, but I couldn’t help 
thinking that if a test showed something, I could be treated and feel better. I 
was desperate for a diagnosis. 
      Action for M.E.’s 2019 Big Survey of more than 4,000 people with M.E. 

found that only seven per cent of children and young people and 16 per cent of adults obtained a diagnosis within 
the timescale recommended by the National Institute of Health and Care Excellence, i.e. three months and four 
months respectively.
      In hindsight, the M.E. label was both helpful and terrible – a blessing and a curse if you will, but I didn’t quite 
realise this to start with. I felt empowered by knowledge and it took me by surprise when I began to encounter 
disbelief and misunderstanding. 

BEING TREATED DIFFERENTLY
You don’t think that people are going to question how you feel. You don’t think that they’ll imply that you’re 
‘making it up’ or that ‘you’d get better if you wanted to.’ You don’t think that people will dismiss your illness as 
‘just getting tired.’ You don’t expect your friends to stop talking to you or for healthcare professionals to treat you 
differently when they realise your diagnosis. 
      Action for M.E. asked their Big Survey respondents: how confident are you that your GP understands M.E.? 
Nearly two-thirds (62 per cent) said that they were not very or not at all confident. 
      As my health deteriorated, my friend gave my concert ticket to someone else because she didn’t want to sit in the 
wheelchair area with me. A paediatric neurologist stood at the end of my hospital bed and asked me if I wanted to 
go to university. When I said yes, he replied, ‘Ah, she’s a high achiever, they get very stressed’ and walked away; I was 
there because my hands wouldn’t move. An emergency department doctor told me I was fine and could go home, 
seemingly unconcerned that I could now no longer walk. 
      It wasn’t all terrible. I met some wonderful people: the nurse that bathed my hands in warm water and the 
paramedic that gave me pain relief and said, ‘I believe you.’
      I have often wondered if perhaps some healthcare professionals thought I was lying or that I was mentally ill. 

M.E.

WWW.SCOTHEALTHCARE.COM

5 6  |  S P R  |  O c t  2 0 2 0

Emily Snow



If they really did think mental health was 
the cause, I was catastrophically let down – 
not once was I referred for a mental health 
assessment. I think it’s more likely that they just 
weren’t sure, that they didn’t think it was in my 
head but couldn’t find the cause in my body. 
So, I was left to wait it out and hope I would 
improve. 
      The lack of a clear cause of M.E. has led at 
least one professional body to advise, wrongly, 
that M.E. is a functional somatic syndrome, 
and that patients should be referred to services 
for Medically Unexplained Symptoms (MUS).    
Charities such as Action for M.E. are 
extremely concerned by the potential impact 
of this, given that MUS services are entirely 
inappropriate for someone with M.E.
      My father died suddenly a few months after 
my diagnosis. It was a month after my 16th 
birthday and completely unexpected (we later 
found out that he had suffered a massive heart 
attack and died on the side of the road with his 
bicycle next to him). This trauma must have 
influenced how I was viewed by the people that 
treated me. It was truly awful, but I was getting 
sicker before it happened, and I recovered after 
it happened. 
      I don’t think it’s fair to blame how unwell I 
was on losing my dad, but it undoubtedly made 
dealing with being unwell – and how I was 
viewed by others – more difficult.

STUCK IN BED
At my worst I was in a great deal of pain and so 
exhausted by every movement that sometimes 
opening my eyes was too much. I became stuck 
in a bed downstairs and needed help to do 
everything. 
      I eventually had access to an M.E. clinic and 
saw a physiotherapist that provided guidance 
on graded exercise therapy and advised on 
managing my symptoms. 
      As my health declined, I was visited at home 
and the therapy consisted of sitting up in bed 
for 30 seconds at a time, until I was in so much 
pain I would cry. I’m sure the intentions were 
always to help me recover but I don’t believe 
this benefited me at all. 
      GET and cognitive behaviour therapy 
are symptom management approaches 
recommended by the 2007 NICE guideline for 
M.E. / CFS, now undergoing extensive review. 
A new guideline is expected in April 2021, 
amid increasing concerns about the harms 
associated with GET. 
      Action for M.E.’s Big Survey found that, 
even when supported by an M.E. specialist, 
only one-in-10 respondents said that GET 
helped manage symptoms, while nearly half 
reported a worsening effect. CBT makes no 
difference in almost half of cases and had a 
worsening effect for one-in-five.
      The symptom management approach that 

the majority of people with M.E. consistently 
say offers them the most benefit is pacing, a 
way of carefully managing energy and rest to 
avoid post-exertional malaise. 
      For more information, visit 
www.actionforme.org.uk/pacing. 

      Throughout the worst six months, when I 
turned 17, I have periods of time that I don’t 
remember. I also have vivid memories of certain 
things – some good, but mostly difficult. When 
I was discharged from a week in hospital, I 
couldn’t get up the stairs at home and had to go 
to the toilet in a washing up bowl. I remember 
my grandparents coming to visit and, as I 
walked across the room with my crutches, my 
grandmother looked horrified and whispered, 
‘She looks like she has a brain injury.’

FIGHTING FOR SUPPORT
I relied so much on my mum and her ability 
to advocate for me. She had to fight for 
everything, for years. She was told that a 
stairlift would ‘facilitate my disability’ but it 
did, as she argued, in fact facilitate my recovery. 
It gave a teenager the ability to sleep in a real 
bed, use a real toilet and have some time alone 
after four months living downstairs.
      One-in-four Big Survey respondents (26 
per cent) said that they were no longer able to 
leave home independently, while one-in-three 
(33 per cent) require full or part-time care. 
Action for M.E.’s Crisis, Advocacy and Support 
Service can support people with M.E. and their 
families to advocate for their care needs, as well 
as supporting professionals to have a better 
understanding of M.E. and its impact. 
      I don’t know what the turning point was. 
I let myself rest and trusted my body. I took 
medication for pain and to help me sleep. I had 
my mum, my sister and a friend support me 
through everything. I had a cat that sat with me 
no matter how terrible I felt. 
      Slowly I began to move a little more. 
I learned to walk again, I could write and 
think clearly. I wasn’t suddenly better or 
back to ‘normal’ (mind you, when your 
benchmark for feeling ‘normal’ is you at 15, 
you don’t really ever go back to that). I began 
taking photographs and made money as a 
photographer. I studied at the local college. I 
learned to drive and responded as a volunteer 
for the ambulance service. 
      Slowly I recovered. At the age of 23 I 
had not only achieved a degree, but also a 
professional registration as a paramedic.

ADDRESSING IGNORANCE
This gives me an unusual way of looking at 
M.E. I was a patient and now I’m a healthcare 
professional. I have heard ignorant statements 
from colleagues but now I am able to educate 
them. I have treated people with M.E., helping 

to improve their quality of life at a time of 
crisis. 
      It’s still shocking to hear the attitudes from 
some colleagues and the public, and terribly 
upsetting to hear from patients that they 
experience similar challenges as I did seven 
years ago. A patient with M.E. was recently 
talking about her experience and said, ‘I 
sometimes wish I had cancer because at least 
then people might understand and be more 
sympathetic.’ I had often thought that maybe if 
I had a ‘proper’ illness then I would be treated 
differently.
      I still get scared sometimes. If I get very 
tired (I do shifts now!) or I get pins and 
needles in my leg or feel sick for no reason, my 
brain can’t help but think, ‘Oh no, it’s back.’ 
I’m working on it and the anxiety is getting 
better, but I think it will always be a thought 
in the back of my head. It’s taken a long time 
for me to feel able to speak out about my 
experience. I have felt shame about the disease; 
it’s deep-rooted and difficult to overcome. 
      Just recently, I have noticed a strange 
thing is beginning to happen. I have seen the 
headlines about the COVID-19 patients 
that aren’t getting better and I can’t help but 
wonder if attitudes might change.
      Will COVID patients be told they’re 
making it up? That they should try harder? 
That maybe it’s psychosomatic? I just have this 
feeling that it won’t be that way, that ‘COVID-
fatigue’ will be different, special, because it’s 
related to THE virus and not some random 
one. The thought makes me angry, but we must 
use this time to educate and advocate. 
      It shouldn’t take a global pandemic to get 
the world thinking about and funding M.E. 
but we need to grasp this opportunity. 
      DecodeME, the world’s largest M.E. DNA 
study, began in September, and will recruit 
20,000 people from March 2021 to provide 
‘spit-and-post’ samples, to see whether the 
disease is partly genetic and if so, help pinpoint 
what causes it. 
      For more information, visit 
www.decodeME.org.uk. 

      Some of us get better and I truly hope that 
one day we all will. I hope every COVID-19 
patient with post-viral fatigue recovers but 
maybe it will take a change in attitude for that 
to happen. 
      Action for M.E. offer information, support 
and advocacy for patients, including working 
with the professionals supporting them. Tel: 
0117 927 9551. Web: 
www.actionforme.org.uk.

M.E.
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ALL FOR THE BEST
SPR talks to Emma Evanson, National Sales Manager, 
about how Bestway Medhub have provided support during 
the pandemic and what they can offer customers as we 
look ahead to 2021.

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

DURING THE PANDEMIC WHAT 
HAVE BESTWAY MEDHUB DONE TO 
MEET CUSTOMER NEEDS?
It is so important for us to work in partnership 
with our customers, providing them a 
consistent and seamless service with open 
and transparent pricing. We strive to offer our 

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

HOW HAVE BESTWAY MEDHUB 
ADAPTED THEIR WAYS OF 
WORKING TO SUPPORT 
COMMUNITY PHARMACY DURING 
COVID-19?
We’ve recently launched a web portal that 
introduces an additional order method for 
customers and has the extra benefits of being 
able to access past invoices and orders, creating 
a self-service element that supports pharmacies 
24 / 7. This has been really well received 
by customers, offering a proactive ordering 
method which they can use when it’s best for 
them.  

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

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

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

PROMOTION
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Emma Evanson, National Sales Manager

5 8  |  S P R  |  O c t  2 0 2 0

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

• No minimum order quantities
• Simple, transparent net pricing 
• Comprehensive range of Generics, PI and OTC
• Dedicated Account and Telesales Managers
• Range of ordering options, including our expert UK-

based telesales team, or via e-mail
• PMR cascade partners
• Payment terms of 30 days on statement
• Payment by Direct Debit, BACS, cheque, all major 

credit cards and Amex (with no additional charge)

Talk to us today

Whether you’d like to fi nd out more about our 
products and services, open an account or 
place an order, we’d love to hear from you.

Call us: Free Phone 
 0800 050 1055 
 10am – 6:30pm 

Email: sales@bestwaymedhub.co.uk

Web: bestwaymedhub.co.uk
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GORD: A SORE SUBJECT 
Left undetected and unmanaged, GORD-related complications can escalate at a 

worrying pace – particularly in older individuals. Dr Marion Sloane, a GP and member 
of the Primary Care Society for Gastroenterology, provides a glimpse into how we 

can help curb these dangers and signpost the symptoms in patients earlier.

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

LIFESTYLE CHANGES
A patient can make lifestyle changes to better 
manage their GORD symptoms, including 

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

MANAGEMENT OPTIONS
There are medical treatments for GORD, 
including the following: 

• Antacids – these neutralise the effects of 
stomach acid
• Alginates – these produce a coating that 
protects the stomach and oesophagus (gullet) 
from stomach acid
• PPIs – are a group of medicines that work 
on the cells that line the stomach, reducing the 
production of acid

      Certain patients, who are reluctant to be 
on long-term medication, or for whom the 
medication hasn’t worked, may elect to have 
anti-reflux surgery. This may be performed by 
key-hole surgery and would take place under a 
general anaesthetic.

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

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

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

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

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

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

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

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

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

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

with a specialist interest in 
cardiology; Trudie Lobban 
MBE, Founder and CEO of 
Arrhythmia Alliance; Dr 
Ruth Chambers OBE, a GP 
from Stoke-on-Trent; and 
an AliveCor representative 
– share their views on the 
current threat of AF and the 
rising prominence of mobile 
ECG technology.
WHAT IS THE SIGNIFICANCE OF 
DETECTING ADULTS LIVING WITH 
UNDIAGNOSED AF?
Dr Yassir Javaid: Too many patients have a 
stroke as the first presentation of AF. AF is 
arguably the leading risk factor for stroke with 
very effective stroke prevention treatments. We 
must try to detect and treat patients prior to 
them suffering catastrophic strokes.

Trudie Lobban: It is so important to detect 
AF. Often, there are no symptoms so people are 
walking around with a potentially fatal heart 
rhythm disorder. If left undetected, it can lead 
to heart failure and can increase the risk of 
AF-related stroke five-fold. AF-related stroke 
is more disabling, more debilitating, and, in 
many cases, fatal, compared to any other type 
of stroke. 

Dr Ruth Chambers: Aiding them to receive 
best practice clinical management i.e. 
anticoagulation if justified / prevent avoidable 
stroke.
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Sean Warren, Business Director UK/ IRE AliveCor Ltd: Underlying AF 
has a five-times greater risk of stroke if not protected with anticoagulation 
or intervened. The more people that are detected with AF, the more 
opportunity they have to receive intervention and reduce their risk of 
stroke considerably. 

WHAT ARE THE ADVANTAGES OF INDIVIDUALS BEING 
MONITORED WITH MOBILE ECG TECHNOLOGY?
Dr Yassir Javaid: Remote monitoring enables greater diagnostic yield as 
it’s possible to monitor at various times, particularly when patients get 
symptoms. It also enhances efficiency as there is fewer contact with clinics 
and almost universally a positive patient experience.

Trudie Lobban: Especially for those who have paroxysmal AF – which 
means that it comes and goes – it can be difficult for the doctor to catch 
the AF during an appointment. It is also difficult during the pandemic 
when physical appointments are being cancelled or postponed, or if 
someone has no symptoms at all. We have blood pressure monitors; we 
have scales to see how heavy we are; so why shouldn’t we have a mobile 
ECG which can tell us the rhythm of our heart?

Dr Ruth Chambers: Depending on what kit the patient has / protocol 
underpinning / the potential is enhanced for patient empowerment and 
inclusion in responsibility for healthcare and wellbeing.

Sean Warren, Business Director UK/ IRE AliveCor Ltd: Remote 
monitoring empowers patients to self-manage, reducing face-to-face 
consultation to benefit patients and healthcare professionals – freeing up 
time for healthcare professionals to support further demands and being 
cost-effective. 

HOW HAS THE ROLE OF MOBILE ECG TECHNOLOGY 
DEVELOPED DURING THE PANDEMIC?
Dr Yassir Javaid: The pandemic has triggered a much greater appetite 
for adoption of remote monitoring to reduce contact with vulnerable 
patients.

Trudie Lobban: A positive from the pandemic has been that digital 
technology is now here to stay and it has been life-saving in so many 
cases. It literally has transformed healthcare services. A paper was 
recently published in the BMJ, which I’m a co-author of with the British 
Cardiovascular Society, on the future of cardiology and how we must 
adopt, adapt, and welcome digital technology. The quality of many mobile 
ECGs is fantastic – we can all become responsible about knowing our 
heart rhythm, which can save our lives.

Dr Ruth Chambers: Very slowly / clinicians dithering if need to provide 
equipment e.g. sphyg.

Sean Warren, Business Director UK/ IRE AliveCor Ltd: Its role has 
significantly increased due to clinics being cancelled, shielded patients 
needing support, and face-to-face consultations being discouraged (for 
example, NHSX issued the first ever remote patient monitoring tender for 
COVID-19).

WHAT IS THE IMPACT OF THE PANDEMIC ON PATIENTS 
WITH CARDIOVASCULAR DISEASE (CVD)?
Dr Yassir Javaid: Sadly, clinical inertia has crept in and many CV patients 

have not been optimised as well as they were in the past and many risk 
factors have been missed.

Trudie Lobban: It has had a massive impact – anxiety and stress have 
made many conditions worse and appointments have been cancelled 
and postponed. A study out of Denmark published in the European 
Heart Journal has said that 46 per cent fewer cases of AF were detected 
between April and May this year than they were last year. We know that 
we’re going to see a lot more AF-related strokes which can leave someone 
paralysed, or lead to death, all because they’re not being diagnosed and 
then offered anticoagulation therapy which can help stop clots forming. 
It’s not just AF, it’s what comes with AF too – heart failure, stroke, 
vascular dementia, and so on.  

Dr Ruth Chambers: Not been evaluated as far as I know – expected 
reduced follow-up care for those with LTCs including CVD.

Sean Warren, Business Director UK/ IRE AliveCor Ltd: CVD is the 
biggest killer globally, and patients can’t get access to physicians currently 
in order to be monitored and / or treated. Routine appointments and 
clinics have been cancelled and patients are reluctant to visit hospitals 
with CVD symptoms. 
      Many people are having strokes and heart attacks at home and 
although hospital STEMI data may have been reduced, patients are 
having MIs at home and dying. The repercussions on mental health will 
be huge and anxiety and stress have a direct correlation to increasing risk 
factors in CVD. 

WHAT IS YOUR ROLE IN THE LONG-TERM PREVENTION 
PLAN FOR IMPROVING THE DETECTION AND 
TREATMENT OF HIGH-RISK CONDITIONS, INCLUDING 
AF?
Dr Yassir Javaid: As a frontline clinician it is my responsibility to 
screen and establish a diagnosis of AF in at-risk patients. Most of 
the management of AF also now occurs in primary care. As a CCG 
commissioner it is my responsibility to support local healthcare systems in 
the diagnosis and management of AF. AF detection and anticoagulation 
is huge part of the 10-year NHS Long-Term Plan to address variation in 
cardiovascular mortality.

Trudie Lobban: The NHS, Public Health England, NICE, and others, 
signpost both patients and doctors to our website because of the resources 
and information we provide. We sit on the NICE committees; we review 
guidelines; and we help to influence policymakers to bring about change 
to improve services and access to treatments.  

Dr Ruth Chambers: None – I’m focused on enabling clinicians to use 
digital modes of delivery of care locally / generically nationally; and 
practice teams / clinicians across staffs to utilise AliveCor after local 
workshops 2018 / 2019 or their participation in digital upskilling.

Sean Warren, Business Director UK/ IRE AliveCor Ltd: At AliveCor our 
mission is to save lives and transform cardiology – we do this by delivering 
intelligent, highly personalised heart data to healthcare professionals 
and patients anytime, anywhere. We provide technology that supports 
the NHS Long-Term Plan, ‘reducing 150,000 strokes over the next 10 
years’ by introducing technology that allows anyone to acquire a medical 
grade ECG and share it with a qualified physician, to reduce the time to 
diagnosis and provide potential interventions.



Please visit alivecor.com/quickstart for a complete listing of 
indications, warnings and precautions.

*Information on Atrial fibrillation in Scotland can be found at 
www.stroke.org.uk/sites/default/files/a_focus_on_atrial_fibrillation_in_scotland.pdf

There are more than 96,000 people in 
Scotland living with AF*. What if they 
could monitor AF from home? 

With KardiaMobile 6L, you'll receive an 
unparalleled view of your patients' heart 
activity in just 30 seconds. Get real-time, 
medical-grade ECGs sent directly to 
you—no appointment required. 

Learn more about remote patient 
monitoring in Scotland with 
KardiaMobile 6L.

alivecor.co.uk/sco

6 is be�er
than 1.
Detect atrial fibrillation remotely 
with KardiaMobile 6L, the world’s 
first and only FDA-cleared, 
CE-marked, 6-lead personal ECG.
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early identification until dialysis or renal transplantation.

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

eGFR (mL/min/1.73m2) 
or CrCl (mL/min)

Total daily dose of canagliflozin

≥60 Initiate with 100 mg. If tolerating 100 mg and needing additional 
glycaemic control, increase dose to 300 mg

45 to <60a Initiate with 100 mg. If already taking Invokana – continue 100 mg

30 to <45a, b Initiate with 100 mg. If already taking Invokana – continue 100 mg

<30a,b Do not initiate. If already taking Invokana – continue 100 mgc

a Consider addition of other anti-hyperglycaemic agents if further glycaemic control is 
needed.  b With urinary albumin/creatinine ratio >300 mg/g .  c Continue until dialysis or renal 
transplantation .  Hepatic impairment: mild or moderate; no dose adjustment. Severe; not 

studied, not recommended.  CONTRAINDICATIONS: Hypersensitivity to active substance or any 
excipient.  SPECIAL WARNINGS & PRECAUTIONS: Not for use in type 1 diabetes. Renal impairment: 
regardless of pretreatment, patients on canagliflozin had an initial fall in eGFR that attenuated 
over time. eGFR <60 mL/min/1.73 m2: higher incidence of adverse reactions associated with 
volume depletion particularly with 300 mg dose; more events of elevated potassium; greater 
increases in serum creatinine and blood urea nitrogen (BUN); limit dose to 100 mg once daily. Not 
studied in severe renal impairment. Monitor renal function prior to initiation and at least annually. 
Volume depletion: caution in patients for whom a canagliflozin-induced drop in blood pressure 
is a risk (e.g. known cardiovascular disease, eGFR <60 mL/min/1.73 m2, anti-hypertensive therapy 
with history of hypotension, on diuretics or elderly). Not recommended with loop diuretics or in 
volume depleted patients. Monitor volume status and serum electrolytes. Diabetic ketoacidosis 
(DKA): rare DKA cases reported, including life-threatening and fatal. Presentation may be atypical 
(blood glucose <14mmol/L). Risk appears higher in patients with moderate to severe decrease 
in renal function who require insulin. Consider DKA in event of non-specific symptoms. If DKA is 
suspected or diagnosed, discontinue Invokana treatment immediately. Interrupt treatment in 
patients who are undergoing major surgical procedures or have acute serious medical illnesses. 
Monitoring of (preferably blood) ketone levels is recommended in these patients. Consider risk 
factors for development of DKA before initiating Invokana treatment.  Elevated haematocrit: 
careful monitoring if already elevated. Genital mycotic infections: risk in male and female 
patients, particularly in those with a history of GMI. Lower limb amputation: consider risk 
factors before initiating. Monitor patients with a higher risk of amputation events, counsel on 
routine preventative foot care and adequate hydration. Consider discontinuing Invokana when 
events preceding amputation occur (e.g. lower-extremity skin ulcer, infection, osteomyelitis 
or gangrene).   Necrotising fasciitis of the perineum (Fournier’s gangrene): post-marketing 
cases reported with SGLT2 inhibitors. Rare but serious, patients should seek medical attention 
if experiencing symptoms including pain, tenderness, erythema, genital/perineal swelling, 
fever, malaise. If Fournier’s gangrene suspected, Invokana should be discontinued, and prompt 
treatment instituted. Urine laboratory assessment: glucose in urine due to mechanism of action. 
Lactose intolerance: do not use in patients with galactose intolerance, total lactase deficiency 
or glucose-galactose malabsorption. Sodium: essentially “sodium-free”.  INTERACTIONS: 
Diuretics: may increase risk of dehydration and hypotension. Insulin and insulin secretagogues: 
risk of hypoglycaemia; consider lower dose of insulin or insulin secretagogue. Effects of other 

medicines on Invokana: enzyme inducers (e.g. St. John’s wort, rifampicin, barbiturates, 
phenytoin, carbamazepine, ritonavir, efavirenz) may decrease exposure of canagliflozin; monitor 
glycaemic control. Consider dose increase to 300 mg if administered with UGT enzyme inducer. 
Cholestyramine may reduce canagliflozin exposure; take canagliflozin at least 1 hour before or 
4-6 hours after a bile acid sequestrant. Effects of Invokana on other medicines: monitor patients 
on digoxin, other cardiac glycosides, dabigatran. Inhibition of Breast Cancer Resistance Protein 
cannot be excluded; possible increased exposure of drugs transported by BCRP (e.g. rosuvastatin 
and some anti-cancer agents).   PREGNANCY: No human data. Not recommended.  LACTATION: 
Unknown if excreted in human milk. Should not be used during breast-feeding.          SIDE EFFECTS: 
Very common (≥1/10): vulvovaginal candidiasis, hypoglycaemia in combination with insulin or 
sulphonylurea. Common (≥1/100 to<1/10): balanitis or balanoposthitis, urinary tract infection 
(including pyelonephritis and urosepsis), constipation, thirst, nausea, polyuria or pollakiuria, 
dyslipidemia, haematocrit increased. Uncommon (<1/100) but potentially serious: necrotising 
fasciitis of the perineum (Fournier’s gangrene) (frequency not known), anaphylactic reaction, 
diabetic ketoacidosis, syncope, hypotension, orthostatic hypotension, urticaria, angioedema, 
bone fracture, renal failure (mainly in the context of volume depletion), lower limb amputations 
(mainly of the toe and midfoot). Refer to SmPC for details and other side effects.  LEGAL 
CATEGORY: POM.  PACK SIZES, MARKETING AUTHORISATION NUMBER(S) & BASIC NHS COSTS 
Invokana 100 mg film coated tablets: 30 tablets; EU/1/13/884/002; £39.20. Invokana 300 mg film 
coated tablets: 30 tablets; EU/1/13/884/006; £39.20.  MARKETING AUTHORISATION HOLDER:  
Janssen-Cilag International NV, Turnhoutseweg 30, B-2340 Beerse, Belgium. ®INVOKANA is a 
registered trade mark of Janssen-Cilag International NV and is used under licence.

Adverse events should be reported. Reporting forms and information can be found 
at www.mhra.gov.uk/yellowcard. Adverse events should also be reported to Napp 
Pharmaceuticals at drugsafetyuk@napp.co.uk.

FURTHER INFORMATION IS AVAILABLE FROM: Napp Pharmaceuticals Ltd. Cambridge Science 
Park, Milton Road, Cambridge, CB4 0AB, UK. For medical information enquiries, please contact 
medicalinformationuk@napp.co.uk    © 2020 Napp Pharmaceuticals Limited
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Protect the kidneys  Protect the heart

Invokana is indicated for the treatment of adults with insufficiently controlled type 2 
diabetes mellitus (T2DM) as an adjunct to diet and exercise. For treatment of diabetic 

kidney disease (DKD) in adults with T2DM as add-on to standard of care, a dose of 
100 mg once-daily should be used. See SmPC section 4.2 for dosing details

View the CREDENCE study results here.
 Scan the QR code with your phone camera.

LICENCE 
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100mg

100mg

For safety information please refer to the prescribing information below.
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320mcg/ml glycopyrronium equivalent
to 400mcg/ml glycopyrronium bromide

Sialanar®

Designed for Children

The only liquid glycopyrronium 
bromide approved by the SMC1

Sialanar® has been developed for children with chronic 
neurodisabilities who suffer from chronic drooling.

Concentrated solution 
(2mg/5ml glycopyrronium 
bromide) therefore relatively 
small volume to swallow

Sugar and Sorbitol free. 
Designed with minimal 
excipients

Easy to titrate the dose with 
the oral dosing syringe and 
can be used with nasogastric 
and PEG tubes

CONCENTRATED SOLUTION NON–CONCENTRATED SOLUTION

SYRINGE FOR TITRATION AND CORRECT USE

PALATABLE TASTE

TESTED AND LICENSED FOR
USE WITH FEEDING TUBES

IN USE SHELF LIFE = 60 DAYS

NO SPECIAL STORAGE CONDITIONS
STORED BELOW 25ºC AND IN THE
ORIGINAL CARTON TO PROTECTSOME HAVE A PALATABLE TASTE

CUP OR SPOON

NOT LICENSED FOR
USE WITH FEEDING TUBES

IN USE SHELF LIFE VARIES = 14–28 DAYS

DAYS
60

DAYS

14
28
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Benefits of dispensing Sialanar® for patients under your care:

Sialanar® 320 micrograms /ml oral solution 
 
Please refer to the full Summary of Product Characteristics (SmPC) before prescribing.

Presentation: Glycopyrronium oral solution in 250 ml or 60 ml bottle. 1 ml solution contains 400 micrograms 
glycopyrronium bromide, (equivalent to 320 micrograms of the active ingredient, glycopyrronium).

Indication: Symptomatic treatment of severe sialorrhoea (chronic pathological drooling) in children  
and adolescents aged 3 years and older with chronic neurological disorders.

Dosage: Start with approximately 12.8 micrograms/kg body weight of glycopyrronium per dose, three times 
per day. Increase dose weekly until efficacy is balanced with side effects. Titrate to maximum individual dose of 
64 mcg/kg body weight glycopyrronium or 6 ml three times a day, whichever is less. Monitor at least 3 monthly 
for changes in efficacy and/or tolerability and adjust dose if needed. Not for patients less than 3 or over 17  
years old as Sialanar® is indicated for the paediatric population only. Reduce dose by 30%, in mild/moderate 
renal failure. Dose at least one hour before or two hours after meals or at consistent times with respect to  
food intake. Avoid high fat food. Flush nasogastric tubes with 10 ml water.

Contraindications: Hypersensitivity to active substance or excipients; pregnancy and breast-feeding; 
glaucoma; urinary retention; severe renal impairment/dialysis; history of intestinal obstruction, ulcerative 
colitis, paralytic ileus, pyloric stenosis; myasthenia gravis; concomitant treatment with potassium chloride 
solid oral dose or anticholinergic drugs.

Special warnings and precautions for use: Monitor anticholinergic effects. Carer should stop treatment 
and seek advice in the event of constipation, urinary retention, pneumonia, allergic reaction, pyrexia, very 
hot weather or changes in behaviour. For continuous or repeated intermittent treatment, consider benefits 
and risks on case-by-case basis. Not for mild to moderate sialorrhoea. Use with caution in cardiac disorders; 
gastro-oesophageal reflux disease; pre-existing constipation or diarrhoea; compromised blood brain barrier; in 
combination with: antispasmodics, topiramate, sedating antihistamines, neuroleptics/antipsychotics, skeletal 
muscle relaxants, tricyclic antidepressants and MAOIs, opioids or corticosteroids.  

Sialanar® contains 2.3 mg sodium benzoate (E211) in each ml. Patients require daily dental hygiene  
and regular dental checks. Thicker secretions may increase risk of respiratory infection and pneumonia. 
Moderate influence on ability to drive/use machines. 

Fertility, pregnancy and lactation: Use effective contraception. Contraindicated in pregnancy and  
breast feeding. 

Undesirable effects: Adverse reactions more common with higher doses and prolonged use. In placebo-
controlled studies (≥15%) dry mouth, constipation, diarrhoea and vomiting, urinary retention, flushing and 
nasal congestion. In paediatric literature; very common: irritability, reduced bronchial secretions; common: 
upper respiratory tract infection, pneumonia, urinary tract infection, agitation, drowsiness, epistaxis, rash, 
pyrexia. The Summary of Product Characteristics should be consulted for a full list of side effects.

Shelf life: 2 years unopened. 2 months after first opening.

Prescribing Information UK

References:  1. https://www.scottishmedicines.org.uk/medicines-advice/glycopyrronium-bromide-sialanar-abbreviatedsubmission-125417/ (Accessed: October 2020) 

Adverse events should be reported. 
Reporting forms and information can be 
found at: www.mhra.gov.uk/yellowcard

Adverse events should also be reported 
to Proveca Limited. Phone: 0333 200 1866 
E-mail: medinfo@proveca.co.uk

MA number: 
Sialanar® 250 ml bottle – EU/1/16/1135/001 
Sialanar® 60ml Bottle – EU/1/16/1135/002

Legal Category: POM 

Basic NHS Price: 
Sialanar® 250 ml bottle £320 
Sialanar® 60ml bottle £76.80

Marketing Authorisation Holder (MAH): 
Proveca Pharma Ltd. Marine House,  
Clanwilliam Place, Dublin 2, Ireland 
Further prescribing information can  
be obtained from the MAH.

Date of last revision of 
prescribing information: April 2019

UK-SIA-2020-080 
Date of preparation: October 2020

Raspberry flavouring 
increases palatability 
for the patient

In use shelf 
life of 60 days
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Sialanar® requires no 
further manipulation 
and is licensed to  
be administered  
via feeding tubes
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