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Welcome to the first edition under 
our revamped title – Scottish 
Healthcare Review – now 
encompassing more health-related 
news, views and features than 
ever before!
I’m always excited about the prospect of entering a new year 
and the possibilities and promises it’s cloaked in – but more so 
this year, given that my final December days merged with the 
dreaded COVID diagnosis. Despite adhering to precautions and 
having had the fortune of receiving my booster beforehand, my 
slight headache swiftly gave way to a myriad of other symptoms 
sweeping through my body, along with a positive PCR.
      Coincidentally, my best friend – we hadn’t physically seen 
one another in a couple of months – received her COVID 
confirmation on the same day that I did, and only now do I 
realise the extent of the comfort that I drew from being able to 
call and text her during my isolation period. We compared our 
recovery progress; kept eachother informed of governmental 
updates and guidelines; recommended TV shows and films to fill 
our days as the symptoms began to lift; and shared tears over guilt 
and horror that we may have inadvertently passed the virus on to 
others. 
      Our COVID experiences were incredibly mild compared to 
so many others, yet I still appreciated the impact of this openness 
with her. It felt like a reassuring hand on my shoulder, reminding 
me that I wasn’t alone.
      That’s the power of words – speaking, sharing, and cultivating 
a community through our experiences. And that’s exactly what a 
number of healthcare professionals do in this edition of SHR. Be 
it from the helm of service delivery, or from behind-the-scenes, 
they openly share how their work has been affected and reshaped 
by the pandemic two years on. Check out these insightful 
contributions which home in on the realms of asthma (page 34), 
epilepsy (page 38), diabetes (page 24), and more.
      Also in this issue, Alison MacRobbie, Macmillan Palliative 
and Community Care Pharmacist, explores why pharmaceutical 
palliative care is an essential skill for all pharmacy staff in all care 
settings (page five), and the Royal Pharmaceutical Society share 
updates on the new vision for pharmacy in Scotland (page four). 
      Elsewhere, we look at the hidden challenges of endometriosis 
(page 12), reveal this year’s Scottish Healthcare Awards date and 
details (page 48), and check in with the latest Scottish Medicines 
Consortium advice (page 27).

Happy reading!
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 Kyron Media. 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, Kyron Media, Beck and Scott Building, Ravenhill Business Park, Ravenhill 
Road, Belfast, BT6 8AW. Subscription: £120 a year

@kyronmedia Kyron Media
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1.    

LOOKING TO 
THE FUTURE

The Royal Pharmaceutical Society in 
Scotland has unveiled Pharmacy 2030, 
which outlines an exciting new vision for 
the future of pharmacy in Scotland. It 
describes a future in which pharmacy teams 
will work together, using their expertise to 
make the best use of medicines. They will 
take a person-centred approach, providing 
care holistically, rather than by clinical 
condition. 
      Importantly, the vision was co-produced 
with pharmacists and pharmacy technicians 
working in all healthcare settings across 
Scotland, including hospitals, community 
pharmacy and GP practices, as well as 
in non-patient-facing roles. It is jointly 
published by Royal Pharmaceutical Society 
Scotland and the National Pharmacy 
Technician Group Scotland.
      A key part of the vision describes how 
achieving the right skill-mix in pharmacy 

teams through robust workforce planning 
will be essential to both increasing capacity 
of pharmacy teams and improving patient 
experience.
      Melanie Bryan, Chair of the National 
Pharmacy Technician Group Scotland, 
explained, ‘The vision sets out that in 2030, 
pharmacy technicians will lead medicines 
management processes, both in technical 
roles focused on safe and efficient supply of 
medicines, and in patient-focused roles to 
support patients’ use of medicines.’

THE JOURNEY CONTINUES
The Royal Pharmaceutical Society Scotland 
will be using the vision to communicate 
with partners across NHS, the Scottish 
government and Holyrood about advances 
that are needed to maximise the potential of 
pharmacy across the health and social care 
system. One specific change that the Royal 
Pharmaceutical Society is calling for is the 
introduction of a single shared electronic 
patient record across all health and care 
services, which would release clinicians’ 
capacity, improve safety, and enable the 
provision of better care for patients. The 
vision also outlines that most patient-
facing pharmacists will be independent 
prescribers by 2030, which would not only 
be convenient for patients, but would also 
increase much-needed capacity in the NHS.
      Commenting on the publication, 
Andrew Carruthers, Chair of the Scottish 
Pharmacy Board, said, ‘We are really 
excited to be publishing Pharmacy 2030 
today. Pharmacy teams already make a 
huge contribution to people every day, 
and a spotlight was shone on their vital 
work during the pandemic. However, we 
also know that pharmacy has the potential 
to achieve so much more, and publishing 
Pharmacy 2030 is the first step on our 

journey to achieving this. By working with 
partners across health and social care, we 
will ensure pharmacy continues to deliver 
improved health outcomes for people, 
across all care settings, long into the future.’
      The vision can be accessed by 
visiting www.rpharms.com/scotland/
pharmacy2030. 

PARLIAMENTARY MOTION 
LODGED ON PHARMACY 2030
A Parliamentary Motion has been lodged 
in the Scottish parliament to celebrate the 
publication of Pharmacy 2030, with the 
motion explaining that the vision was co-
produced with pharmacists and pharmacy 
technicians working in all healthcare 
settings across Scotland. 
      Clare Morrison, Director for Scotland 
at the Royal Pharmaceutical Society, 
reflected, ‘I am absolutely delighted that 
the publication of Pharmacy 2030 has 
been recognised in the Scottish parliament 
by a Parliamentary Motion. Pharmacists 
are already delivering so much, but the 
Pharmacy 2030 vision outlines a future 
where pharmacists will be able to achieve 
even greater professional roles. Pharmacists 
are medicines experts, so the future 
has to be around leading prescribing 
across all care settings and in medicines 
management. This will improve the patient 
experience and outcomes, so patients are 
supported to get the very best from their 
medicines.
      ‘Pharmacy 2030 outlines an exciting 
vision of the future for pharmacy in 
Scotland, but it will only become a reality 
through the Royal Pharmaceutical Society 
and our partners working together to 
achieve the aims outlined in the vision.’

The Royal Pharmaceutical 
Society in Scotland has 
published Pharmacy 2030 – 
the new vision which aims to 
support the sector’s progress 
in moving to a new level of 
professional practice. 

ROYAL PHARMACEUTICAL SOCIETY 

WWW.SCOTHEALTHCARE.COM

4 FEB 2022 SHR



WWW.SCOTHEALTHCARE.COM

5FEB 2022SHR

1.    

Alison MacRobbie, PhD Palliative Care, 
Macmillan Palliative and Community Care 
Pharmacist, NHS Highland, presents an 
insight into the complex and integral 
responsibility of supporting the 
pharmaceutical needs of patients and carers 
impacted by life-limiting illnesses.

PHARMACEUTICAL 
PALLIATIVE CARE 
IN A COVID WORLD

Palliative care can be thought of as the provision of care to those with a life-limiting condition (not just 
cancer) when this condition influences the choices made in terms of both personal and clinical care 
decisions. It can be delivered alongside treatments which aim to control or modify the disease and are 
holistic interventions aimed to optimise wellbeing.
      The needs of those experiencing life-limiting illness can be, although are not always, identified at all 
points where people access care services. The majority of palliative care is provided within the community, 
most of the time by unpaid carers. As well as patients and carers requiring pharmaceutical care support, 
professionals require medicines information and understanding of pharmaceutical service needs for home 
carers, care-home carers, and staff. 
      The COVID pandemic has increased the number of individuals desiring to be, and being, cared for in 
their own homes towards the end of life. Those working within hospital services are required to provide 
palliative care support to people in the last year of life and their families, occupying 30 per cent of beds 
at any point. Therefore, pharmacists and pharmacy staff, at all stages of their career, will be required to 

WWW.SCOTHEALTHCARE.COM
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deliver palliative care pharmaceutical services.
      Medicines are the most common intervention for symptom 
management. Pharmacists are the experts in medicines. Pharmacists 
are ideally placed, with a broad, general clinical knowledge, to 
support communities and individuals who are required to have 
the knowledge, consistent information and confidence to assist 
with the complex medicines management of symptoms through 
the hard times which can come with declining health, death, dying 
and bereavement. Pharmacy is an easy-to-access service which 
can also signpost people to appropriate services. Populations with 
palliative care needs in more difficult-to-access settings – e.g. secure 
environments, homeless, travelling populations etc. – also require 
pharmaceutical services.
      Pharmacists may lack confidence in providing support, in part 
because of lack of access to diagnostic information in some settings 
which requires addressing. Pharmacists benefit from knowing their 
patients. Implementing skills in Socratic questioning and using 
teachback can rapidly identify when people are incorrectly using or 
not understanding the appropriate way to use medicines. The burden 
that is placed on care-givers around medicines use should not be 
under-estimated at what can be emotionally, socially, and physically 
demanding times. Particular attention should be focused on strong 
opioids, which are noted as high-risk drugs and should be enquired 
about. Following the pattern of medicines prescribing and collection, 
potentials for additive side-effects, interactions, their impacts on daily 
living, and developing relationships with colleagues in other sectors 
to create a holistic approach to care, can also assist in identifying 
patient and carer pharmaceutical needs.

SCOTTISH PALLIATIVE CARE GUIDELINES    
Excellent resources are available to provide pharmacists with the 
confidence to deliver pharmaceutical palliative care. 
      The launch in 2014 of the Scottish Palliative Care Guidelines 
– with a holistic, evidence and best practice focus on symptom 
management within palliative care – provide a consistent framework 
for generalist practitioners. A tranche of medicines information 
leaflets for professionals were included as much of the medicines 
use is off-label. Some of the medicines prescribed may also be less 
familiar in some settings in comparison to others. The guidelines are 
highly recommended as a first-line information resource of palliative 
care symptom management. 
      The guidelines remain under ongoing review to ensure clinical 
relevancy. In 2020, rapid delivery of guidance for symptom 
management of those dying from COVID lung disease were added 
to the website. Additionally, recognition of the need for advice about 
alternative routes of medicines administration to enable family and 
social carers to continue to support medicines administration were 
added. 
      Alongside these resources is a number of patient information 
leaflets to support safe and effective medicines use. Each of these 
is available to print in a PDF format for pharmacists to provide to 
patients and carers as a reminder of the information provided in 
response to questions or at the time of medicines supply. Pharmacists 
are required to prompt patients and / or carers about medicines-
related issues as often people don’t know what they don’t know and 
wish to avoid looking stupid. Patients and carers have evidenced the 
need to understand how medicines relate to symptoms, how quickly 
they should expect the medicines to take effect, and roughly how long 
the effect should last for, and check for possible signs of medicines 
toxicity, especially opioids, maximum doses, and know when to seek 
help, especially during the out-of-hours period. 
      Professionals have often noticed the challenges people face when 
using both long and short-acting formulations of the same medicine 

and need support, especially if opioids are being used for different 
symptoms when confusion can easily occur. Maintaining good bowel 
function is a vital contributor to good symptom management. This 
sounds simple but can be challenging and constantly changing. 
Pharmacists are ideally placed to assist with regards to dietary, 
lifestyle and medicines advice in combination, which enable patients 
to engage in self-management and retain a sense of control.
      The key messages are: to know who your local palliative care 
specialists are and how to access them for advice, education and 
training; identify core palliative care resources and how to use them; 
know who your palliative patients are and proactively offer palliative 
pharmaceutical care support. Provision of pharmaceutical palliative 
care is an essential skill for all pharmacy staff in all care settings. 
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. Accessed: [17th Feb 2022] Short animation available at: https://
scottishcare.org/we-are-the-trees-that-bend-in-the-wind-watch-our-
animation/ 
• Feeley,D. 2021.  Adult Social Care: Independent review. Available at: 
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Strength 2.5mg, 5mg, 7.5mg, 10mg, 15mg, 20mg, 25mg Oral Capsules

Pack size / format All strengths are in packs of 21 Capsules. 2.5mg is the only strength that also comes in a pack of 7

Presentation Hard capsules

Colour of pack Teva hospital livery

Shelf life 3 years

Administration

Capsules should be swallowed whole, preferably with water, either with or without food. 
Capsule should not be opened, broken or chewed.
Take capsules at about the same time on the scheduled days.
To reduce capsule deformation or breakage, press only one end of the capsule from blister. 
Healthcare professionals or caregivers should wear disposable gloves when handling blister or 
capsule. Women who are pregnant or suspect they may be pregnant should not handle the blister or 
capsule.
Treatment should be supervised by a physician experienced in the use of anticancer therapies.

Lenalidomide from teva (lenalidomide) 2.5mg, 
5mg,  7.5mg, 10mg, 15mg, 20mg, 25mg Oral 
Capsules

-   Lenalidomide from teva provides significant associated cost 
efficiencies Vs the brand originator

- Teva is your trusted partner for stable supply

- Lenalidomide from teva does not contain lactose making it a 
suitable alternative for lactose intolerant patients1

Lenalidomide from teva is indicated for the treatment of Multiple 
Myeloma, Myelodysplastic syndromes, Mantle cell lymphoma & 
Follicular Lymphoma1 

Multiple Myeloma:
•As monotherapy for the maintenance treatment of adult patients with newly
diagnosed multiple myeloma who have undergone autologous stem cell transplantation (ASCT)

•In combination therapy with dexamethasone, or bortezomib and dexamethasone, or melphalan
and prednisone for the treatment of adult patients with previously untreated multiple myeloma
who are not eligible for transplant
•In combination with dexamethasone for the treatment of multiple myeloma in adult patients who have received at least one prior 

therapy

Myelodysplastic syndromes:

•Lenalidomide as monotherapy is indicated for the treatment of adult patients with transfusion-dependent anaemia due to low- or 

intermediate-1-risk myelodysplastic syndromes associated with an isolated deletion 5q cytogenetic abnormality when other therapeutic 

options are insufficient or inadequate.

Mantle cell lymphoma:

•Lenalidomide as monotherapy is indicated for the treatment of adult patients with relapsed or refractory mantle cell lymphoma 

Follicular lymphoma:

In combination with rituximab (anti-CD20 antibody) for the treatment of adult patients with previously treated follicular lymphoma 

(Grade 1 – 3a)

All strengths, capsules aesthetics and pack sizes match the Originator product Revlimid®▼ (lenalidomide)2 Lenalidomide teva has been 

brought to market through the route of a bioequivalence study vs Revlimid®

In order to show the essential similarity with the innovator product 
Revlimid® (Celgene Europe Limited, UK), Teva conducted  
2 bioequivalence studies with the test product Lenalidomide capsules 
(Pliva) and the reference product Revlimid® (Celgene Europe Limited, UK) 
under fasting conditions.

The 25mg dose was selected for bioequivalence testing covering lower 
dose strengths of 5mg, 7.5mg, 10mg, 15mg and 20mg (Study No. 2015-
3914), and bioequivalence of 2.5mg strength was tested in a separate 
study (Study No.: 2016-4006).

The bioequivalence between Lenalidomide Teva 2.5mg and 25mg 
hard capsules and the reference product Revlimid® 2.5mg and 
25mg hard capsules was demonstrated. 

Results from the bioequivalence study conducted with 25mg 
strength were extrapolated to the lower strengths (5mg, 7.5mg, 
10mg, 15mg and 20mg). Thus, the two drugs (Revlimid® and 
Lenalidomide Teva) are regarded equivalent in terms of efficacy and 
safety2.

Additional Risk Minimisation Measures include:
Pregnancy Prevention Programme (PPP)
Educational Healthcare Professional Kit
Educational materials for patients, including Patient Card

PPrreessccrriibbiinngg  iinnffoorrmmaattiioonn  aanndd  aaddvveerrssee  eevveenntt  ssttaatteemmeenntt  ccaann  bbee  ffoouunndd  
oovveerrlleeaaff  



Please refer to the Summary of Product Characteristics (SmPC) for full details of Prescribing Information. 

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

on 0207 540 7117 or medinfo@tevauk.com 

References:
1.1. Lenalidomide teva SmPC      2. Revlimid SmPC      3. Data on File (DOF 218)

Teva UK Limited. Ridings Point, Whistler Drive, Castleford, WF10 5HX. 
Job Code: LENO-GB-00011  Date of preparation: January 2022
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Dysphagia often occurs alongside 
other health conditions, such as being 
born prematurely, having learning 
disabilities, dementia and stroke – and 
if not treated properly, can lead to 
further health complications. Studies 
have also shown that dysphagia is 
more common in people with mental 
illness compared with the general 
population. Here, NHS Lothian 
Mental Health Specialist Speech and 
Language Therapist, Melanie Hay, 
helps us find out more about the 
identification and management of the 
condition. 

DYSPHAGIA: 
ON THE SAFE 
SIDE

WHAT SIGNS AND SYMPTOMS ARE INDICATIVE OF DYSPHAGIA?
There are many different signs and symptoms of dysphagia. Some of the main 
ones include coughing, choking, or increased shortness of breath when eating and 
drinking. Less well-recognised signs include a change in colour, poor chewing of 
food which then remains in the mouth, a gurgly or wet voice, as well as weight loss 
and recurrent chest infections.
      It’s also important to consider what is known as ‘silent aspiration’. This describes 
a situation where there are often no overt signs of difficulty when eating and 
drinking but the person presents with deterioration in their chest status. In this 
case, objective assessment, such as video fluoroscopy or Fibreoptic Endoscopic 
Evaluation of Swallowing, is indicated.

WHAT GROUPS OF PEOPLE ARE MOST SUSCEPTIBLE TO 
SWALLOWING PROBLEMS AND WHAT ARE THE KEY CAUSES? 
Dysphagia can occur in many patient groups such as: neurological conditions 
(for example, Parkinson’s disease and Multiple Sclerosis), mental health, head and 
neck cancer, ear, nose and throat conditions, developmental delay and learning 
disability. Acute medical conditions, including respiratory illness, can also lead to 
swallowing difficulties. 
      Dysphagia arises from damage to the areas of the brain responsible for 
controlling the muscles and nerves of the face, mouth and throat or causing altered 
sensation. Some medications, such as antipsychotics, may also impact swallow 
function as they can cause symptoms, such as a dry mouth or changes to how well 
the oesophagus functions. 

      Cognitive changes, such as dementia or head injury, 
can lead to other difficulties, including a fast pace of 
eating, over-filling the mouth, and reduced awareness 
of diet / fluids already in their mouth. The muscles 
used for swallowing can become weaker as we age and 
therefore prevalence of dysphagia is high among the 
elderly.

HOW PREVALENT IS THE CONDITION IN 
INDIVIDUALS WITH MENTAL ILLNESS?
The Royal College of Speech and Language Therapists 
(SLTs) states that: ‘There is a greater prevalence of 
dysphagia in acute and community mental health 
settings compared to the general population. There is 
also evidence for an elevated rate of death due to 

DYSPHAGIA 
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choking in acute mental health settings partly due to the effects 
of medication. The risk of death due to choking in people with 
schizophrenia has been reported as 30 times more likely than in the 
general population.’ Available evidence also suggests an increased 
incidence of dysphagia in patients taking antipsychotics, even if there 
are no symptoms present.
      Unfortunately, dysphagia is a common and significant cause 
of mortality in adults with mental illness. People can present with 
dysphagia because of their mental health disorder or as a result of the 
medication treatment for it. Additionally, when a person is acutely 
unwell, they may not have a physical swallowing difficulty but present 
with behaviours that increase their risk of choking when eating and 
drinking. These include a fast pace of eating, over-filling the mouth 
with food, eating non-food items and eating when lying down. The 
person’s mental state does not allow them to regulate safe eating 
behaviours or respond to other people’s requests to modify their 
eating and drinking patterns. They often need support from others to 
stay safe. SLTs can help promote safety during this time.  

WHAT RISKS DO SWALLOWING ISSUES POSE IF 
EFFECTIVE INTERVENTION ISN’T CARRIED OUT?
Following a diagnosis of dysphagia, some people will be 
recommended texture-modified foods and / or thickened drinks 
by an SLT as per the International Dysphagia Diet Standardization 
Initiative. The SLT may also give advice on modifying the 
environment to support safe eating and drinking, for example, fewer 
distractions and supervision during mealtimes. If dysphagia isn’t 
identified and managed appropriately, swallowing issues can lead to 
several different outcomes. These include avoidance of eating and 
drinking due to discomfort / anxiety, recurrent chest infections, 
malnutrition / dehydration, increased confusion and fatigue, 
ineffective wound-healing, increased length of stay in hospital, and 
even death.

WHY IS THERE IN GENERAL POOR ADHERENCE TO 
ANTIDEPRESSANT THERAPY? TO WHAT EXTENT DO 
SWALLOWING DIFFICULTIES CONTRIBUTE?
Issues around adherence to any medication is complex. People can 
have limited insight into their mental health condition i.e., they may 
not be aware of how unwell they are or how medications might help. 
Cognitive factors, such as forgetting to take tablets, or that people 
may feel ‘well’ again and therefore stop taking their medications, 
can also contribute. Dysphagia can lead to difficulty swallowing 
medications and the extent of this will depend on the format of 
the medication and the severity of dysphagia. SLTs often discuss 
these issues with the medical team and pharmacist to troubleshoot 
alternative formats where necessary. Further difficulties will arise 
when the severity of the dysphagia and the format options of the 
medication are not compatible, and risks will need to be considered.  

HOW IMPORTANT IS TITRATION DURING DOSE 
ESTABLISHMENT AND TAPERING WHEN WITHDRAWING 
FROM ANTIDEPRESSANT TREATMENT?
We know that for some medications, as the dose is changed (either 
escalated or withdrawn), there is a risk of side-effects from the 
medications that can lead to changes in eating and drinking and 
complications. Titration and tapering are important to reduce these 

risks. SLTs are not involved in prescribing medications, aside from 
recommending a thickening agent where appropriate. The medical 
team, patient and family should monitor closely for any changes in 
swallowing presentation as medication dosage changes and contact 
the SLT if concerns arise. 

WHY CAN LIQUID FORM OFTEN BE RECOMMENDED AS 
A MORE FLEXIBLE FORMAT FOR THIS?
Liquid medications are often recommended if people have swallowing 
difficulties as they can be easier to manage. This in turn can help 
healthcare professionals to feel more confident that people are taking 
the prescribed dose instead of pocketing or aspirating / choking 
on tablet form medications. Some medications can successfully 
be thickened which works well for those people who have been 
recommended to take thickened liquids. However, there are other 
medications that do not thicken well or can’t be thickened at all, and 
the pharmacist and medical team will need to discuss alternative 
options.

HOW CAN THE HEALTHCARE COMMUNITY PROVIDE 
FURTHER SUPPORT FOR PATIENTS AND THEIR 
FAMILIES?
Community mental health teams can provide support. Ensure that 
there is written advice produced about mental health conditions and 
associated symptoms, have a point of contact for different services, 
ensure a smooth transition of care, that there are person-centred 
treatment goals and close monitoring of medications and side-effects, 
with changes made in a timely way. 
      Be vigilant. Have an awareness of the signs of swallowing 
difficulties to look out for, including persistent throat clearing, 
wet voice post-swallowing, an increase in shortness of breath at 
mealtimes, coughing, recurrent chest infections or choking. Monitor 
for changes and encourage the patients and their families to monitor 
swallowing ability when new medications are introduced or indeed 
removed. Seek support if concerned and request a referral to the 
local SLT department. Contact your local SLT department for advice 
leaflets or other resources that may be helpful for your patients and 
families. 
      For more helpful resources, visit www.rcslt.org. 
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If a patient is unable to swallow their medicines, they 
are unlikely to take them.1 Poor adherence to 

antidepressant therapy has been shown to 
be particularly prevalent in patients with 
depression and a difficulty swallowing

tablets and capsules.2 

With a new liquid format that facilitates 
easier swallowing,3 Rosemont 

Venlafaxine Oral Solution has been 
developed with improved 

adherence and better treatment 
outcomes in mind.

FOR VICTORY
AGAINST POOR ADHERENCE 

IN MAJOR DEPRESSION

Venlafaxine Oral Solution

Abbreviated Prescribing Information: Venlafaxine 37.5mg/5ml and 75mg/5ml Oral Solution. Consult Summary of Product Characteristics before 
prescribing. Presentation: A clear colourless to almost colourless solution, containing 37.5mg/5ml or 75mg/5ml Venlafaxine (as Hydrochloride). Therapeutic 
Indications: Treatment of major depressive episodes. For prevention of recurrence of major depressive episodes. Posology and Method of Administration: Major 
depressive episodes: The initial 75 mg/day dose may be increased up to a maximum dose of 375 mg/day. Dosage increases can be made after clinical evaluation 
at intervals of 2 weeks or more, but not less than 4 days. Treatment should continue for at least six months following remission. Elderly patients: No specific dose 
adjustments are considered necessary. Hepatic and renal impairment: A 50% dose reduction should be considered. Withdrawal symptoms seen on discontinuation of 
venlafaxine: The dose should be gradually reduced over a period of at least one to two weeks. For oral use, taken with food the same time each day. Suitable for 
administration via nasogastric (NG) or percutaneous endoscopic gastrostomy (PEG) tubes. Paediatric population: Not recommended for use in children and 
adolescents under the age of 18 years. Contra-indications: Hypersensitivity to the active substance or to any of the excipients, concomitant treatment with irreversible 
monoamine oxidase inhibitors (MAOIs). Must not be initiated for at least 14 days after discontinuation of treatment with an irreversible MAOI, must be discontinued 
for at least 7 days before starting treatment with an irreversible MAOI. Excipient warnings: Contains sodium methyl and sodium ethyl parahydroxybenzoate, liquid 
maltitol and less than 1 mmol sodium per 5 ml. Drug interactions: MAOI’s, triptans, SSRIs, SNRIs, lithium, sibutramine or St. John's Wort,  fentanyl and its 
analogues, dextromethorphan, tapentadol, pethidine, methadone and pentazocine, medicinal agents that impair metabolism of serotonin, serotonin precursors or 
antipsychotics or other dopamine antagonists, CNS-active substances, ethanol, drugs that prolong the QT Interval, CYP3A4 inhibitors, lithium, diazepam, imipramine, 
haloperidol, risperidone, metoprolol, indinavir and oral contraceptives. Special Warnings and Precautions for use: Increased risk of suicide/suicidal thoughts or 
self-harm especially in early treatment and following dose changes. Should not be used in the treatment of those under the age of 18 years. Serotonin syndrome may 
occur, particularly with concomitant use of other serotonergic agents. Narrow-angle glaucoma patients should be closely monitored. Blood pressure should be 
monitored, especially after dose increases. Heart rate increases can occur. Should be used with caution in patients with cardiac disease and risk of arrhythmia. QTc 
prolongation and Torsade de Pointes, ventricular tachycardia and fatal cardiac arrhythmias have been reported. Treatment should be discontinued in any patient who 
develops seizures. Cases of hyponatraemia and/or the Syndrome of Inappropriate Antidiuretic Hormone (SIADH) secretion may occur. The risk of haemorrhage and 
the risk of skin and mucous membrane bleeding may be increased. Serum cholesterol levels may increase. Co-administration with weight loss agents is not 
recommended. Mania/hypomania or aggression may occur. Akathisia and dry mouth may develop. In patients with diabetes, venlafaxine may alter glycaemic 
control. May cause symptoms of sexual dysfunction. False-positive urine immunoassay screening tests for phencyclidine (PCP) and amphetamine have been reported. 
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administered to pregnant women if the expected benefits outweigh any possible risk. As with other serotonin reuptake inhibitors (SSRIs/SNRIs), discontinuation 
symptoms may occur in the newborns if venlafaxine is used until or shortly before birth. Venlafaxine is excreted into breast milk. Therefore, a risk to the baby cannot 
be excluded. A decision must be made to breast feed or treat according to risk and benefit to both parties. Reduced fertility has been observed in rats. Effects on 
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Ability to Drive and Use Machines: Any patient receiving venlafaxine should be cautioned about their ability to drive or operate hazardous machinery. Undesirable 
Effects: Very common: Dizziness, headache, nausea, dry mouth, hyperhidrosis. Common: Serum cholesterol increased, weight loss, decreased appetite, confusional 
state, depersonalisation, anorgasmia, libido decreased, nervousness, insomnia, abnormal dreams, paraesthesia, sedation, tremor, somnolence, hypertonia, 
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blood cholesterol increased. Uncommon: Ecchymosis, weight gain, hallucination, derealisation, agitation, orgasm abnormal (female), apathy, hypomania, bruxism, 
myoclonus, agitation, coordination abnormal, balance disorder, akathisia/psychomotor restlessness, syncope, dysgeusia, tachycardia, orthostatic hypotension, 
postural hypotension, dyspnoea, gastrointestinal haemorrhage, angioedema, photosensitivity reaction, rash, alopecia, urinary retention, weight increased, weight 
decreased. Rare: Mania, convulsion, manic reaction, urinary incontinence. Not known: Prolonged bleeding time, thrombocytopaenia, blood disorder, anaphylactic 
reaction, SIADH, abnormal liver function tests, hyponatraemia, hepatitis, prolactin increased, suicidal ideation and suicidal behaviours, delirium, aggression, NMS, 
serotonergic syndrome, delirium, extrapyramidal reactions, tardive dyskinesia, angle-closure glaucoma, vertigo, ventricular fibrillation, ventricular tachycardia, 
hypotension, bleeding, pulmonary eosinophilia, pancreatitis, hepatitis, liver function test abnormal, erythema multiforme, toxic epidermal necrolysis, Stevens-Johnson 
syndrome, urticaria, rhabdomyolysis, electrocardiogram QT prolonged, bleeding time prolonged, blood prolactin increased. Paediatric population: In general, the 
adverse reaction profile of venlafaxine (in placebo-controlled clinical trials) in children and adolescents (ages 6 to 17) was like that seen for adults. Particularly, the 
following adverse reactions were observed in paediatric patients: abdominal pain, agitation, dyspepsia, ecchymosis, epistaxis, and myalgia. Overdose: General 
supportive and symptomatic measures are recommended; cardiac rhythm and vital signs must be monitored. Gastric lavage may be indicated if performed soon after 
ingestion or in symptomatic patients. Administration of activated charcoal may also limit absorption of the active substance. No specific antidotes for venlafaxine are 
known. Shelf Life and storage: 24 months. Use within 30 days of opening the bottle. Does not require any special storage conditions. Legal Category: POM. Pack 
Size and NHS Price: 37.5mg/5ml x 150ml - £158.76, 75mg/5ml x 150ml - £207.37. Marketing Authorisation Number: Venlafaxine 37.5mg/5ml Oral 
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Whether it’s a colleague, friend, 
relative or patient / customer, you 
almost certainly know someone 
with endometriosis – probably 
more than one – yet many of 
those living with endometriosis 
continue to face silent, unseen 
battles against the disease. 
Endometriosis UK sheds light 
on the condition and the action 
required to ensure that individuals 
receive fast, appropriate care, 
support and treatment. 

ENDOMETRIOSIS: 
MAKING THEIR 
VOICES HEARD

Endometriosis affects around one-in-10 women and those assigned 
female at birth from puberty to menopause – although the impact 
may be felt for life. That’s around 1.5 million in the UK. But due to 
an historic lack of medical research, as well as a lack of public and 
healthcare professional awareness of the condition, it takes an average 
of eight years to get a diagnosis in the UK. The cause is not known, 
there is no cure, and the available treatment options do not work for 
everyone.
      At Endometriosis UK, we provide a multi-channel support 
network for those living with endometriosis across the UK, including 
two support groups in Wales. We work with health services, 
healthcare professionals, Royal Colleges, other charities, and 
politicians both in Westminster and the devolved administrations, to 
improve services for those with the condition.

WHAT IS ENDOMETRIOSIS?
Endometriosis is a disease where cells similar to the ones in the lining 
of the womb (uterus) are found elsewhere in the body. Each month, 
these cells react in the same way to those in the womb, building up 
and then breaking down and bleeding. Unlike the cells in the womb 
which leave the body as a period, this blood has no way to escape, 
potentially leading to inflammation, pain and the formation of scar 
tissue. Symptoms include chronic pelvic pain, painful periods, painful 
bowel and bladder movements, pain during or after sex, fatigue and 
difficulty getting pregnant. Symptoms may occur at different stages of 
the menstrual cycle, not just during the period.
      Endometriosis can impact on all aspects of life, including 
problems with sex and intimacy; difficulties conceiving; and 
difficulties in fulfilling work and social commitments. This can have 
a serious mental health impact – in a major 2019 survey by the BBC, 
half the respondents said that endometriosis had contributed to them 
having suicidal thoughts. We know that the condition costs the UK 
economy around £8.2 billion per year through treatment, healthcare 

ENDOMETRIOSIS

costs and the impact on work and employment. 1

      Endometriosis affects everyone differently, depending on where it 
is growing. Some with endometriosis will have mild symptoms, while 
for others symptoms may be severe and debilitating, resulting in 
leaving jobs, suffering relationship breakdowns and mental ill health. 
An historic lack of research into the condition means that we don’t 
know the cause and treatment options are limited.

HOW IS IT TREATED?
Currently, there are no cures for endometriosis – although the myths 
that pregnancy or hysterectomy may cure the condition still linger. 
Instead, the different treatments available for endometriosis aim to 
reduce the severity of symptoms and improve the quality of life for 
those living with the condition.
      Treatments fall into three main categories:
• Surgery – generally done via laparoscopy (keyhole surgery), with 
the endometriosis cut out, or destroyed using heat or laser. While this 
can provide relief from symptoms, for some they recur
• Hormone treatment – hormonal treatments put an individual with 
endometriosis into either pseudo-pregnancy or pseudo-menopause. 
All of the hormonal drugs carry some side-effects, so it’s often the 
side-effects that will dictate the choice of drug
• Pain relief or pain management – the types of pain relief offered will 
depend on the pain experienced

DIAGNOSIS
There is no simple test, the only definitive way to diagnose 
endometriosis is by a laparoscopy (keyhole surgery) with biopsy. 
While it may show on scans, it does not always, and a normal scan 
can’t rule out endometriosis. It generally takes many years from onset 
of symptoms to getting a diagnosis. A report released by the All-Party 
Parliamentary Group (APPG) on endometriosis in late 2020, which 
surveyed more than 10,000 people with endometriosis prior to the 
COVID-19 pandemic, found that diagnosis times for endometriosis 
have not improved in over a decade. 2, 3

       The report also noted that during those eight years, 58 per cent 
of respondents visited their GP more than 10 times, and 53 per cent 
visited A&E, due to their symptoms. With the survey having closed 
the day after the UK’s first lockdown was announced, the picture will 
have become even more complicated both for those already having 
an endometriosis diagnosis, and those waiting for one. Endometriosis 
UK is aware of individuals waiting for 18 months or longer for 
surgery due to the pandemic-related backlog.

ACTION NEEDED
That APPG report, which was supported by Endometriosis UK, called 
on all UK governments to commit to measures including:
• Working to reduce average diagnosis times with a target of four 
years of less by 2025, and a year or less by 2030
• Implementing the NICE Guideline NG73 Endometriosis: Diagnosis 
and Management (2017), which has been adopted by all four UK 
nations, but not fully implemented by any
• Investigation into the barriers faced in accessing care for those 
from black, Asian and minority ethnic backgrounds and ending the 
ethnicity and gender gaps in medical research
• Invest in research to find the cause of endometriosis, better 
treatment, management and diagnosis options, and one day a cure
• Ensuring menstrual wellbeing education is made compulsory in the 
school curriculum 

      Endometriosis UK and our Parliamentary supporters have 
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continued to push for these measures in conversations with 
politicians in Westminster and the devolved administrations, since 
the report was released.
      Published in 2021, the new Women’s Health Plan in Scotland 
commits to an average diagnosis of a year, rather than 8.5 years as at 
present; implementation of NICE guidance; improving awareness of 
endometriosis among healthcare professionals; and implementing 
menstrual wellbeing education for all Scottish primary and secondary 
schools.
      Endometriosis UK, which was involved in a sub-group created 
to help develop the plan, sees this as a very positive step forward 
if implemented, and will continue to work with the Scottish 
government, NHS Scotland, and other stakeholders. In November 
2020, Endometriosis UK and the polycystic ovary syndrome 
(PCOS) charity, Verity, worked together to lobby Westminster 
parliamentarians ahead of a debate on funding for research into the 
two conditions. Endometriosis and PCOS can co-exist, both can 
have a huge impact on quality of life, and both are linked to fertility 
problems. In total, nearly 6,000 supporters of the charities wrote to 
their MPs – with every MP in the UK receiving at least one letter – 
and more than 20 MPs attended the debate.
      Emma Cox, CEO of Endometriosis UK, said, ‘There has been an 
increase in public awareness and understanding of endometriosis 
in recent years – while this is to be welcomed, it only goes so far. 
Among other things, proper investment in funding for research 
into endometriosis is desperately needed in order to ensure better 
treatments, and eventually a cure, can be found for this cruel, painful 
condition.’

MY ENDOMETRIOSIS 
EXPERIENCE

It was around Britt Gibson’s first period, aged 11, that her 
endometriosis symptoms began. They got worse and worse – by 15, 
she was often either missing school because of the pain, or hiding 
in the bathrooms at school being sick because of both the pelvic 
pain and hormonal migraines that came with her periods. She spent 

Britt Gibson
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years being told to try different forms of birth control, or that the 
pain she was going through was just stress-related, or having doctors 
insinuating that she was just being overdramatic. She was eventually 
diagnosed in 2020, a month before turning 30, after 18 years of 
symptoms.
      Britt said, ‘While my diagnosis was a relief, it has certainly 
not meant closure. I’ve since had multiple surgeries, which isn’t 
something to relish at the best of times, not least in the middle of a 
pandemic, and I’ve been diagnosed with another related condition, 
adenomyosis. I’ve been given injections to reduce my pain, but these 
have resulted in temporary menopause – not something I expected in 
my early 30s.’
      Britt, who works in marketing, has since become a volunteer with 
Endometriosis UK, leading its Glasgow support group. 
      ‘It's certainly rewarding to be able to support others with 
endometriosis,’ she added, ‘but it's also frustrating to hear how 
many other women have had their symptoms ignored, or been 
misunderstood or not listened to over the years. It needs to stop.’

ENDOMETRIOSIS FRIENDLY 
EMPLOYER SCHEME
In 2019, Endometriosis UK launched the Endometriosis Friendly 
Employer scheme, helping employers to improve support for those 
with the condition. Among those who have since signed up are 
Standard Life, News Scotland, BBC Scotland, Glasgow Caledonian 
University and a range of public, private and non-profit organisations 
of all sizes.

ABOUT ENDOMETRIOSIS UK
Endometriosis UK is a small charity, striving for big results. We 
are the UK’s largest charity focused on endometriosis and we want 
to improve the lives of those affected by endometriosis and work 
towards a future where it has the least possible impact on those living 
with the condition. As well as campaigning for improved services for 
those with endometriosis, we provide a Support Network consisting 
of a telephone helpline, online community and local support groups, 
all of which are led by volunteers. This reaches around 50,000 people 
each year.
      Find out more about us at:
• www.endometriosis-uk.org
• Twitter: @EndometriosisUK
• Instagram: endometriosis.uk
• Facebook: endometriosis.uk.org
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HOW CAN EDINPHARM HELP YOU RUN 
AND IMPROVE YOUR BUSINESS?
Pharmacy is not getting any 
easier in terms of workload. 
The importance of ensuring 
your community is looked 
after to a high standard is 
paramount to your success. 
To do this, you need to have 
a robust operational process, 
but how, when there is so 
much to do, just to meet the 
general day-to-day demand? 

Edinpharm are here to support you… almost 
like your own virtual support office! We have 
a team of people who are on hand to support 
you day-to-day when needed, but more 
importantly, we can also help to improve 
your profitability. 

HOW MUCH TIME DO YOU SPEND 
SPEAKING TO WHOLESALERS TO 
NEGOTIATE PRICE, OR LOOKING 
THROUGH ENDLESS PAGES OF PRICES? 
Our order management system is designed 
to make it a breeze to order. Build your order 
throughout the day and send when you are 
ready. The order then transmits to each of 
our five main suppliers in order of best price, 
until it finds the items in stock. You receive 
an order response detailing where all your 
items will arrive from. It is that simple! 
      We negotiate pricing on a monthly basis 
using our trusted suppliers, so you don’t have 
to! 

ORDERING OF PI PRODUCTS?
We also negotiate pricing for PI products on 
your behalf. Our system will check to ensure 
that if a PI is available as part of a brand 
support rebate, that it will only send a PI 
in place of a branded product if it is in fact 
cheaper. 

DO YOU FIND BRANDED PRODUCT 
DISCOUNTS CONFUSING AND NOT 
ALWAYS AS THEY SEEM?
We work with all three mainline wholesalers 
who supply branded products. This allows 
us to ensure that, when a branded product 
is ordered via the cascade system, it will go 
to the wholesaler offering the best discount. 
We also ensure that this discount is available 
from pound one, so no minimum spend 
thresholds are in place from our trusted 
wholesalers. 

ARE YOU FOCUSED ON YOUR HEALTH AND 
BEAUTY SPACE?

We work with a host of suppliers to bring 
you the best price on these lines. We tender 
monthly on key P/GSL lines that you 
sell daily to ensure best pricing. We also 
have specific terms in place with Alliance 
Healthcare to give you a standard discount 
on outers and singles. On top of this, we 
also deal with several other suppliers across 
health and beauty products.

MEMBER OF NUMARK, OR WOULD YOU 
LIKE TO BE?
We work closely with Numark to ensure our 
members have full access to all that Numark 
has to offer. Edinpharm deal directly with 
Numark for your membership, taking the 
hassle out of admin for you. We calculate the 
rebate due from your brand support deals, 
deduct your membership fee from this and 
return the difference to you. In the unlikely 
event your rebate amount doesn’t cover your 
membership we roll this on each month. At 
the end of the financial year currently any 
shortfall is covered by Edinpharm, as we 
believe the benefits that come from Numark 
membership are critical to your day-to-day 
operations.

QUERIES, QUESTIONS AND SUPPORT
We act as your voice to the wholesalers when 
something isn’t right. The majority of the 
queries you have could be solved by a quick 
call, but when you have something a bit 
trickier, we can assist with getting it resolved, 
due to our strong relationships with the 
wholesalers and suppliers that we deal with.
      We also have a network of members in a 
WhatsApp group who are on hand for those 
queries where someone in another pharmacy 
may be able to provide a quick answer. This 
network is made up of members across 
many areas of community pharmacy and has 
proven to be amazingly helpful during the 
pandemic and beyond. 

WHAT ELSE DO WE DO TO HELP REDUCE 
YOUR DAY-TO-DAY COSTS? 
We work with a variety of partners to 
help reduce your day-to-day costs in the 
pharmacy. This includes preferential rates 
with many key suppliers. Here’s a sample of 
some of those:
 Global 4 – telephones / broadband / energy 
costs;
 EMT Healthcare – bags / bottles / skillets / 
pharmacy labels and much more;
 Healthera – prescription re-ordering app;
 MethaMeasure – methadone dispensing and 
online CD registers;
 Locate a Locum – workforce management 

tools to manage holidays and rota plans, 
while also assisting in finding locums

ARE YOU LOOKING TO DELVE INTO THE 
WORLD OF ROBOTICS? 
The pandemic has seen the way we all 
work change significantly. More and more 
people are turning to automation as a way 
of working. We have partnered with some 
trusted providers and members can get an 
exclusive deal if you do decide to make a 
purchase of this scale. 
 MedPoint – a collection robot that allows 
patients to collect 24 / 7, 365 days a year! It’s 
especially useful at a time when you want to 
have fewer people in the pharmacy, or just 
to allow your teams to focus on services and 
other tasks without the disruption of patient 
collections
 PillPacPlus – automate the filling of simple 
tear-off sachets for repeat prescriptions 
and organise them by day and time for the 
patient

DON’T JUST TAKE OUR WORD FOR IT
Our members are at the forefront of 
everything we do day-to-day. We encourage 
feedback from members so we can keep 
improving.
      Here is what one member in Scotland had 
to say about their experience of Edinpharm:
     ‘Being a member of Edinpharm gives 
me the peace of mind that I will receive the 
products that I need, at a competitive price. It 
simplifies the ordering process, allowing me to 
maintain consistency across my branches and 
removing the worry of bad ordering habits, 
allowing me to focus my time on other areas of 
my business. It’s more than just pricing though, 
there’s also professional and commercial advice 
and support via both the Edinpharm team 
and a network of like-minded, independent 
pharmacists.’
      Keith Willis, Managing Director, Willis 
Pharmacy
      For more information, visit www.
edinpharm.com. 

PROMOTION
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1.    

SEPSIS: A CHAIN 
REACTION 
Despite attaining a long-
time record of risks, 
lack of understanding 
and treatment of sepsis 
continue to scupper it 
receiving the appropriate 
attention it warrants. 
Sepsis Research FEAT 
overviews the potentially 
dangerous condition, and 
shares why efforts to raise 
awareness of it among 
medical professionals and 
members of the public must 
charge on.

Sepsis is caused by the body’s response to an infection. Your 
immune system protects you from illnesses and infections 
but sometimes it can overreact, triggering widespread 
inflammation which can lead to shock, multiple organ failure 
and death.
     Sepsis can be hard to recognise and diagnose. In their 
early stages, sepsis, flu and a chest infection can have similar 
symptoms.
      Sepsis Research FEAT is working to raise awareness of 
the five key symptoms of sepsis. If people can recognise these 
signs and symptoms, they can quickly seek the correct medical 
help and improve their chances of recovery. Treatment of 
sepsis requires the administration of antibiotics, fluids and 
oxygen in hospital, and for every hour treatment is delayed, a 
person’s chance of survival reduces by over seven per cent.
      The five key symptoms of sepsis are:
• Very high or low temperature
• Uncontrolled shivering
• Confusion
• Passing little urine 
• Blotchy or cold arms and legs

      On their own, these symptoms can be an indication of 
other health problems, but a combination of two or more of 
these symptoms, becoming progressively or rapidly worse, 
indicates sepsis and urgent medical attention should be 
sought.
      Additionally, someone with sepsis might not show all of 
these symptoms at once and other symptoms they could have 
include:
• Difficulty breathing
• Rapid heartbeat 
• Feeling dizzy or faint

SEPSIS IN CHILDREN
The signs and symptoms of sepsis in children can be slightly 
different to the symptoms in adults. Other symptoms in 
children can include:
• Nausea and vomiting, especially bile-stained (green), bloody 
or black vomit / sick
• Severe muscle pain 
• Severe breathlessness
• Loss of consciousness
• Very lethargic or difficult to wake
• Breathing very fast 
• Fit or convulsion
      Similar to adults, children may not have all these 
symptoms.

SEPSIS

SYMPTOMS IN THE 
SPOTLIGHT
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University of Edinburgh Roslin Institute 
Lab (L to R) Craig Stobo (Sepsis Research 

FEAT Founder and Chairperson), Professor 
Kenneth Baillie, and Colin Graham (Sepsis 

Research FEAT Chief Operating Officer)

THROUGH EXPERT 
EYES
Dr Colin Begg, Sepsis 
Research FEAT Trustee 
and Consultant Paediatric 
Intensivist at the Royal 
Hospital for Children in 
Glasgow, explains why 
improved outcomes and 
actions for sepsis patients 
and their families are crucial.

Sepsis remains a major cause of serious illness and 
death in the UK and across the globe. Its main impacts 
are on the very young and the very old, but it still 
remains one of the few disease processes that can kill a 
healthy young adult in hours.
      Sepsis arises when the body’s normal response to 
an infection injures and overwhelms its own tissues 
and organs. It may lead to shock, multi-organ failure, 
and death – especially if not recognised early and 
treated promptly. Sepsis is the final common pathway 
to death from most infectious diseases worldwide, 
including viral infections like SARS-CoV-2 (the virus 
that causes COVID-19).
      20 per cent of all deaths worldwide are associated 
with sepsis. Depending on the country, mortality 
varies between 15 per cent (e.g. developed countries 
like the UK) and over 50 per cent in poorer nations.
      Many surviving patients suffer from the 
consequences of sepsis for the rest of their lives.
      Acting fast and seeking early medical treatment 
can save lives, particularly for primary sepsis in 
otherwise healthy people. Sepsis usually begins with 
an infection (e.g. chest, skin, urine, meningitis), but in 
the early stages symptoms can be vague and hard even 
for doctors and nurses to recognise.

      Things to look out for are confusion, 
very high or low temperature, shivering, 
ice-cold or flushed and warm hands and 
feet, fast pulse, reduced urination, nausea 
and extreme fatigue. Some people describe 
it as feeling ‘like being hit by a bus’. Often 
people can confuse it with bad flu-like 
symptoms.
      I work in a tertiary intensive care 
unit with all sorts of diagnostic bells 
and whistles at my disposal. By the time 
a patient gets to me, the diagnosis of 
sepsis has usually been made or is easy 
for me to make. But I’m well-aware that 
colleagues in primary care or in the 
community setting face greater challenges 
in separating sepsis patients out from 
those with a simple infection. I think the 
key is risk assessment and good basic 
observations. Gut feeling plays a big part.    
If a patient looks seriously ill, think ‘could 
this be sepsis?’ and voice your concerns 
when referring on. Early administration 
of parenteral antibiotics, IV fluids and 
oxygen will save lives and can prevent 
organ failure, requiring ICU admission.

SEPSIS FACTS 
AND FIGURES
• Sepsis kills an estimated 50,000 people in 
the UK each year
• Five people die every hour from sepsis 
in the UK
• Globally, it kills 11 million people, 
making it a bigger killer than cancer
• Sepsis is the primary cause of 
preventable death in the world
• 246,000 people are affected by sepsis in 
the UK each year
• 49 million people worldwide are affected 
by sepsis every year
• In the UK, there are 25,000 cases of 
childhood sepsis every year
• Up to half of those who survive sepsis are 
left with devastating consequences, such 
as having limbs amputated or long-term 
mental trauma

ABOUT SEPSIS 
RESEARCH FEAT
Sepsis Research FEAT is the UK’s only 
sepsis charity dedicated to research. It 
also raises awareness of sepsis among the 
public and the medical community. The 
charity was founded by Craig Stobo in 
memory of his wife, Dr Fiona Agnew, and 

their unborn daughter, Isla, who died from 
sepsis in 2012. 
      Sepsis Research FEAT’s main aims 
are funding research, awareness-raising, 
campaigning and shaping policy. The 
charity receives no government funding 
and relies on legacies and donations to 
support this vital work.
      Sepsis Research FEAT is currently 
helping fund the Genetics of Mortality 
in Critical Care (GenOMICC) study 
at the University of Edinburgh’s Roslin 
Institute which is being led by Professor 
Kenneth Baillie. This world-leading 
study researches the ways our genes can 
influence how vulnerable our bodies are to 
serious conditions such as sepsis. 
      The biological processes that cause 
sepsis aren’t understood and that’s why 
research is needed – it’s the only way to 
develop new treatments which doctors and 
health professionals can use to treat sepsis 
in the future and save more lives.

Telephone: 0737 998 9191 
Email: info@sepsisresearch.org.uk
Website: www.sepsisresearch.org.uk

Dr Colin Begg
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APO-go® (apomorphine) therapies – supporting healthcare teams 
and Parkinson’s patients to optimise outcomes

Introduction
Injection or infusion of subcutaneous apomorphine are well-known 
and established therapeutic options for Parkinson’s patients  
who develop motor fluctuations despite taking optimised oral  
or transdermal treatment regimens. 
This article reviews the clinical benefits that the subcutaneous 
apomorphine products, APO-go® PEN injection and APO-go® 
INFUSION, can provide for suitable patients and explores 
some of the key considerations prescribers should be aware of 
when selecting therapy, beyond the medication itself. How can 
healthcare teams ensure that they can deliver optimal care to 
patients who are prescribed APO-go® therapies, while making 
the most of their limited resources?
Britannia Pharmaceuticals Limited (BPL), manufacturer of 
APO-go®, has a 30-year heritage and extensive experience in 
developing and delivering device-aided Parkinson’s therapies that 
will improve the quality of life of Parkinson’s patients. Recognising 
that device-aided therapies like APO-go® are more complex and 
resource-intensive than oral therapies, BPL’s goal is to ensure that 
healthcare teams are supported in the delivery of care and that 
patients have the help they need to feel confident in using this 
therapy. As a result, all patients receiving APO-go® treatment, as 
well as the healthcare teams delivering that care, have access to 
free, comprehensive support services.

APO-go® therapies – effective Parkinson’s  
treatment backed by a comprehensive support 

service for healthcare teams and patients. 

Considerations when selecting a device-aided therapy for 
Parkinson’s disease
When selecting a device-aided therapy (DAT) for Parkinson’s 
patients, in addition to the choice of particular therapy, there are 
practical considerations that have an impact on care delivery by 
the healthcare team, on the patient’s treatment experience, and on 
their likelihood of continuing with the treatment. 

 Currently available DAT options for advanced PD management 
comprise subcutaneous apomorphine (PEN injection or continuous 
infusion), deep brain stimulation or continuous infusion of levodopa 
(directly into the upper jejunum). Subcutaneous apomorphine is the 
least invasive option of the available DATs and currently the only 
non-surgical option.

APO-go® therapies – effective evidence-based treatments

Both APO-go® therapies have proven efficacy and tolerability  
in suitable PD patients, but each is targeted to a different type  
of patient and symptom profile. Both products are indicated  
for the treatment of motor fluctuations (‘ON-OFF’ phenomena)  
in PD patients which are not sufficiently controlled by oral  
anti-Parkinson medication.2,3 They have also been shown to have 
an acceptable safety profile in short- and long-term use and to be  
well tolerated by patients.4,5

ADVERTORIAL FEATURE FROM BRITANNIA PHARMACEUTICALS LIMITED

Does the treatment  
have proven efficacy  

and safety?

What about the patient’s  
ability to use the therapy:  

is there support for patients  
and carers at home?

Factors that influence optimal  
treatment delivery & patient outcomes

Is there technical  
support for the device if  

there are queries?

Is there support for  
healthcare teams to deliver  

treatment? Can they  
access the product and  

ancillary equipment?

Disease Progression
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pt
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APO-go® 

INFUSION

Oral 
Optimisation

APO-go® PEN

Deep Brain
Stimulation

SURGICAL

INTERVENTION

BEST MEDICAL THERAPY

FIRST LINE

Transdermal Patch

LCIG*

*Levodopa-carbidopa intestinal gel 

When considering prescribing APO-go® therapies, it is 
important to have a clear understanding of where they fit 
in the overall treatment pathway for advanced Parkinson’s 
disease (PD) and which patients would benefit most. The 
NICE guidelines for PD treatment consider subcutaneous 
apomorphine as an option for “best medical therapy”, and  
it should be used before offering deep brain stimulation.1

APO-go® PEN
APO-go® PEN is an adjuvant medication given by 
intermittent injection and is intended to be used  
‘on demand’ alongside oral levodopa and other  
oral/transdermal PD medications. 

It can be used in patients who are experiencing ‘OFF’ 
episodes and who wish to return to the ‘ON’ state quickly – 
something that would not be possible by giving additional 
oral medication. 
Clinical studies have shown that APO-go® PEN acts  
rapidly – a clinical effect can be observed in 4–12 minutes.6 
APO-go® PEN also reliably reverses ‘OFF’ episodes, so 
patients can get on with their usual daily activities.4,6 
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Britannia’s package of care supports both patients and 
healthcare teams
Device-aided therapies are more complex than oral/transdermal 
medications and therefore require a well-planned and supported 
delivery system to ensure that the patient gets the most from their 
chosen treatment. 

Patients who are prescribed  APO-go®  
therapies are able receive much more than just 

apomorphine to manage their PD symptoms. 

Britannia has 15 dedicated PD Specialist Nurses 
covering all regions of the UK to help healthcare 
teams and also patients in their homes.

A 24-hour Technical Support telephone line can 
answer any technical issues relating to APO-go® 
devices immediately. Anything that cannot be dealt 
with on the phone is redirected to one of the PD 
nurse team the next working day.

Britannia provides training and education 
resources for healthcare teams, and a full range 
of helpful support materials for prescribers  
and patients.

There is also a dedicated Customer Services Team 
who aim to ensure delivery of APO-go® medication 
within 72 hours direct to the pharmacy. Homecare 
delivery can also be provided to the patient’s home, 
if needed.

Economic costs associated with advancing PD 
There are substantial economic costs associated with PD at all 
stages. These are not just the expected medical costs, but also 
include non-medical costs, such as the cost of care provision, 
and also indirect costs including the impact on the person’s 
ability to work.
As PD advances and motor symptoms become more severe, 
this economic burden increases, particularly if symptoms are 
not optimally controlled and patients are spending a significant 
amount of time in the ‘OFF’ state. A study undertaken in the UK 
showed that the mean total annual costs of PD management 
increase in direct proportion to the time the patient spends in an 
‘OFF’ state.9 
These findings highlight the importance of timely and effective  
PD symptom management to reduce the overall burden on not 
only the patients but also the healthcare system.

A patient satisfaction survey found that  
92% of patients felt confident continuing their  

APO-go® treatment, knowing appropriate support 
was available to them.8

APO-go® therapies provide cost-effective PD treatment during 
the patient’s journey
When prescribing APO-go® PEN or infusion, while there is a cost 
for the drug itself, Britannia provides the devices (APO-go® PEN 
and Crono® APO-go® III pump) and the ancillaries needed for set-up 
(Crono® syringe, syringe connector, and set-up tray) free of charge. 
Infusion lines need to be prescribed separately, and the normal 
prescription charges will apply. Batteries for the Crono® APO-go® III 
pump need to be changed every six months so a free spare battery 
is supplied when the pump is issued. Normal prescription charges 
will apply to subsequent batteries.

This article is sponsored by Britannia Pharmaceuticals Limited.
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Prescribing information can be found on the following page

APO-go® INFUSION
APO-go® INFUSION provides continuous dopaminergic 
therapy. It can be considered when disabling motor 
complications (‘OFF’ periods and dyskinesias) can no 
longer be effectively controlled with oral/transdermal 
medication and are having a significant negative 
impact on the patient’s quality of life, or if APO-go® PEN 
injections are needed too frequently.

The TOLEDO study was the first randomised, double-blind 
controlled trial of APO-go® INFUSION in patients with 
persistent motor fluctuations despite taking optimised oral 
medication. Compared to placebo, APO-go® INFUSION 
provided a significantly greater improvement in ‘OFF’ time 
from baseline and this was mirrored by a similar increase 
in good ‘ON’ time without troublesome dyskinesia.5,7
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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. 
This prescribing information applies to APO-go® Ampoules 10 mg/ml solution for injection or 
infusion, APO-go® Pen 10 mg/ml solution for injection, APO-go® 5 ml Solution for Infusion in 
Pre-filled Syringe.
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. 
The choice of which minipump and / or syringe-driver to use, and the dosage settings required, 
will be determined by the physician in accordance with the particular needs of the patient. 
Alterations in dosage may be made according to the patient’s response. The optimal dosage of 
apomorphine hydrochloride varies between individuals but, once established, remains relatively 
constant for each patient.
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 
10 mg and the total daily dose should not exceed 100 mg. 
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.
APO-go® Ampoules
1 mg of apomorphine HCl, that is approximately 15–20 micrograms/kg, may be injected 
subcutaneously during a hypokinetic or ‘OFF’ period and the patient is observed over 30 minutes 
for a motor response. If no response, or an inadequate response is obtained, a second dose of 
2 mg of apomorphine HCl is injected subcutaneously and the patient observed for an adequate 
response for a further 30 minutes. The dosage may be increased by incremental injections with 
at least a 40 minute interval between succeeding injections, until a satisfactory motor response is 
obtained. Once the appropriate dose is determined a single subcutaneous injection may be given 
into the lower abdomen or outer thigh at the first signs of an ‘OFF’ episode. It cannot be excluded 
that absorption may differ with different injection sites within a single individual. Accordingly, 
the patient should then be observed for the next hour to assess the quality of their response 
to treatment.  Alterations in dosage may be made according to the patient’s response. 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. For continuous infusion 
the ampoules should be diluted to a concentration of 5 mg/ml using sterile saline. Continuous 
infusion is started at a rate of 1 mg apomorphine HCl 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, equivalent 
to 0.015–0.06 mg/kg/hour.  Infusions should run for waking hours only.  Unless the patient is 
experiencing severe night-time problems, 24 hour infusions are not advised. Tolerance to the 
therapy does not seem to occur as long as there is an overnight period without treatment of at 
least 4 hours. In any event, the infusion site should be changed every 12 hours. Patients may need 
to supplement their continuous infusion with intermittent bolus boosts, as necessary, and as 
directed by their physician. A reduction in dosage of other dopamine agonists may be considered 
during continuous infusion.
APO-go® Pen
1 mg of apomorphine HCl, that is approximately 15–20 micrograms/kg, may be injected 
subcutaneously during a hypokinetic, or ‘OFF’ period and the patient is observed over 30 minutes 
for a motor response. If no response, or an inadequate response is obtained, a second dose of 
2 mg of apomorphine HCl is injected subcutaneously and the patient observed for an adequate 
response for a further 30 minutes. The dosage may be increased by incremental injections with 
at least a 40 minute interval between succeeding injections, until a satisfactory motor response is 
obtained. Once the appropriate dose is determined, a single subcutaneous injection may be given 
into the lower abdomen or outer thigh at the first signs of an ‘OFF’ episode. It cannot be excluded 
that absorption may differ with different injection sites within a single individual. Accordingly, 
the patient should then be observed for the next hour to assess the quality of their response to 
treatment.  Alterations in dosage may be made according to the patient’s response.
APO-go® Pre Filled Syringes
APO-go® PFS 5 mg/ml Solution for Infusion in Pre-filled Syringe is a pre-diluted pre-
filled syringe intended for use without dilution as a continuous subcutaneous infusion 
by minipump and / or syringe-driver. It is not intended to be used for intermittent 
injection. 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 per hour then increased according to the individual response each 
day. Increases in the infusion rate should not exceed 0.5 mg at intervals of not less 
than 4 hours. Hourly infusion rates may range between 1 mg and 4 mg, equivalent to  
0.014 – 0.06 mg/kg/hour. Infusions should run for waking hours only. Unless the patient is 
experiencing severe night-time problems, 24 hour infusions are not advised. Tolerance to the 
therapy does not seem to occur as long as there is an overnight period without treatment of at 
least 4 hours. In any event, the infusion site should be changed every 12 hours. Patients may need 
to supplement their continuous infusion with intermittent bolus boosts, as necessary, and as 
directed by their physician. A reduction in dosage of other dopamine agonists may be considered 
during continuous infusion.
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 
Caution in patients with renal, pulmonary or cardiovascular disease and persons prone to nausea 
and vomiting. Extra caution recommended during initiation of therapy in elderly and/or debilitated 
patients. Since apomorphine may produce hypotension, even when given with domperidone pre-
treatment, care should be exercised in patients with pre-existing cardiac disease or in patients 
taking vasoactive medicinal products such as antihypertensives, and especially in patients with 
pre-existing postural hypotension. Since apomorphine, especially at high dose, may have the 
potential for QT prolongation, caution should be exercised when treating patients at risk for 
torsades de pointes arrhythmia. When used in combination with domperidone, risk factors in the 
individual patient should be carefully assessed. This should be done before treatment initiation, 
and during treatment. Important risk factors include serious underlying heart conditions such as 
congestive cardiac failure, severe hepatic impairment or significant electrolyte disturbance. Also, 
medication possibly affecting electrolyte balance, CYP3A4 metabolism or QT interval should be 
assessed. Monitoring for an effect on the QTc interval is advisable. An ECG should be performed: 
prior to treatment with domperidone, during the treatment initiation phase and as clinically 
indicated thereafter. The patient should be instructed to report possible cardiac symptoms 
including palpitations, syncope, or near-syncope. They should also report clinical changes that 
could lead to hypokalaemia, such as gastroenteritis or the initiation of diuretic therapy. At each 
medical visit, risk factors should be revisited.
Apomorphine is associated with local subcutaneous effects. These can sometimes 
be reduced by the rotation of injection sites or possibly by the use of ultrasound  
(if available) in order to avoid areas of nodularity and induration. Haemolytic anaemia and 
thrombocytopenia have been reported in patients treated with apomorphine. Haematology tests 
should be undertaken at regular intervals as with levodopa, when given concomitantly with 
apomorphine.
Caution advised when combining apomorphine with other medicinal products, especially those 
with a narrow therapeutic range.
Neuropsychiatric problems co-exist in many patients with advanced Parkinson’s disease. 
There is evidence that for some patients neuropsychiatric disturbances may be exacerbated by 
apomorphine. Special care should be exercised when apomorphine is used in these patients.
Apomorphine has been associated with somnolence and episodes of sudden sleep onset, 
particularly in patients with Parkinson’s disease. Patients must be informed of this and advised 
to exercise caution whilst driving or operating machines during treatment with apomorphine. 
Patients who have experienced somnolence and/or an episode of sudden sleep onset must refrain 
from driving or operating machines. Furthermore, a reduction of dosage may be considered.
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HITTING A HIGH NOTE
The impact of having hypercholesterolaemia can 
present far-reaching consequences, including 
increasing the risk of heart and circulatory diseases, 
such as a heart attack, stroke and vascular 
dementia. The British Heart Foundation delve into 
the details which your patients should be aligned with 
– from causes and symptoms, to the importance of 
early detection and medical assistance. 

WHAT IS FAMILIAL HYPERCHOLESTEROLAEMIA (FH)?
FH is an inherited condition that is passed down through 
families and is caused by one or more faulty genes.
      It’s caused by a genetic mutation that means that your 
patient’s liver is unable to remove excess ‘bad’ cholesterol, 
known as LDL. This means that the LDL level in their blood 
remains high.
      If the individual has very high cholesterol levels, or if 
they’ve had high cholesterol from birth, they may have FH. 
Having FH means that the individual is at a greater risk of 
getting heart and circulatory disease at an early age if the 
condition is left untreated. Around one-in-250 of the UK 
population has the condition, although many people are 
unaware that they have it.

WHY IS HIGH CHOLESTEROL BAD FOR THE PATIENT?
Having high cholesterol causes a gradual build-up of fatty 
material in your patient’s coronary arteries, otherwise known 
as atheroma. Other risk factors – like high blood pressure or 
smoking – can also contribute to atheroma build-up. A build-
up of atheroma means that their arteries become thinner and 
blood can’t flow to their vital organs easily. This puts them at 
higher risk of having a heart attack or stroke.

WHAT ARE THE SIGNS AND SYMPTOMS OF FH?
FH is not easy to diagnose. Patients should be suspected of 
FH if:
• A routine blood test shows that they have a high cholesterol 
level
• They have a heart attack or stroke, especially if it happens at 
a young age
• Other members of their family have a history of premature 
heart disease or stroke 
• Other members of their family have been diagnosed with 
FH

      Patients may also notice physical changes to their body 
that suggest that they have FH. Their doctor will perform a 

simple physical exam to check for these symptoms. These can 
include:

• Tendon xanthomata: these are swellings made from 
cholesterol on the patient’s knuckles, knees or their Achilles 
tendon at the back of their ankle  
• Xanthelasmas: these are small lumps of cholesterol near the 
inner corner of their eye. They are usually yellow in colour
• Corneal arcus: this is a pale white ring around the 
individual’s iris, the coloured part of their eye. If the patient is 
under 50 years old and has corneal arcus, it’s a strong sign that 
they have FH  

HOW IS FH TREATED?
There isn’t a cure for FH but it can be treated. Treatment 
can reduce the patient’s risk of getting heart disease, having 
a heart attack or stroke, or needing other treatment. They 
should speak with their doctor about the best treatment plan.
      People with high cholesterol often find that they can 
bring their levels of cholesterol down by changing their diet.    
Unfortunately, FH can’t be cured through diet alone but your 
patient should still be advised to:
• Eat a healthy, balanced diet
• Maintain a healthy weight
• Do plenty of exercise

      The individual will be prescribed statins which will help 
regulate their levels of LDL cholesterol. If the patient can’t 
take statins, then other medications, like ezetimibe, may be 
prescribed to them.

TESTING FOR FH
The first step to finding out whether your patient has FH is 
for them to visit their GP to have their cholesterol checked.    
Their doctor will also ask whether they have a history of high 
cholesterol or heart conditions in their family.
      If their results come back high, or if the physical symptoms 
listed above are noticed, they will be referred to a lipid clinic 
or FH service. This is likely to include genetic testing.
     If your patient is diagnosed with FH, their first-degree 
relatives should also be tested as soon as possible. FH is an 
inherited condition which means that if a parent has FH, their 
child has a 50 per cent chance of inheriting it.
      If one of your patient’s family members has FH, it’s 
imperative that they get tested as well. Early detection and 
preventative treatment is key to effectively treating FH.  
      For more information, visit www.bhf.org.uk. 
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ALL IN 
A DAY’S 
WORK
As a Specialist 
Pharmacist 
in Substance 
Misuse in NHS 
Lanarkshire, 
Duncan Hill’s 
daily to-do list 
is anything but 
predictable. 
He tells SHR 
more about the 
varied nature 
of his role and 
the widespread 
impact of this 
work.
As a specialist pharmacist working for 
a health board, my job is varied and 
constantly differing – and this is an aspect 
I enjoy.
      It is a mix of strategic and longer-
term planning, as well as responding 
to questions and queries rapidly when 
patients are involved. The questions and 
queries can come from within the team 
I work in (multidisciplinary pharmacists 
and GP prescribers), the wider service (a 
wider mix of professionals, nurses, social 
work, psychiatry, psychology, hospitals etc. 
and patients), and even wider (e.g. other 
services and professionals).
      The immediate team is small, with 2.5 
full-time senior clinical pharmacists and 
four sessional pharmacists, but linking 
with six part-time GPs with special 
interest. However, between everyone in the 
team, there are over 600 patients who are 
case-managed. Until recently I had three 

caseloads but due to other pressures on my 
role I have had to transfer these to others 
in my team, but I hope to return to having 
my own caseload at some point in the 
future when things settle again. 
      Recently due to the pandemic we 
have been ‘firefighting’ more and had to 
provide additional urgent cover for the 
service by using a covering clinic from a 
central location. Over the last two years 
we have had to change practices, develop 
guidelines (rapidly) and monitor the 
services (including consideration of how 
we can help pharmacies) to a greater 
level than before, including changing 
(stepping up and down) as restrictions 
changed based on specialist advice / 
government advice, and as things start 
to return to a more ‘normal’ model, we 
need to think and reflect on some of the 
changes introduced and not necessarily 
return to the same guidance as we had 
pre-pandemic.
      Another part of the role is the link 
between pharmacies and the addictions 
services – this can be in relation to 
individual patients, but it can also be wider 
and more general e.g. changes due to the 
pandemic. And this means linking with 
local pharmacy contractors at individual 
levels or wider committee levels, and also 
feedbacking issues to the addictions teams 
that the pharmacies are experiencing. 
With this in mind, it means that the role 
is linked to the pharmacy team at board 
level to ensure smooth delivery and that 
agreements are in place. 
      Team line management and links to 
sessional pharmacist prescribers, plus 
other wider teams delivering services 
to patients with substance misuse 
issues, is important. The support and 
advice for the team and other services 
can be straightforward – such as new 
formulations – but some require much 
more specialist advice, like hospital 
services and specialists (e.g. consultant 
anaesthetists and pain management when 
considering the use of the long-acting 
injectable buprenorphine). 
      Another part of the line management 
is the support for the team and the 
associated administration, including 
recruitment and reviews. I am responsible 
for the reports generated by the NEO360 
system with regards to patient numbers 
attending the community pharmacies and 
I deal with all the enquires about the ORT 
module of this programme, including 
resetting passwords, monitoring returns, 
and ensuring that the claims are sent to the 
finance department so that the contractors 

are paid appropriately for this service.
      I regularly look to the horizon and 
keep links with pharmaceutical companies 
that might be bringing new treatment 
options to the limited range of treatments 
we have available, and try to think where 
these options will fit with the patient 
groups. Along with the planning for 
treatments, I am continually looking at 
how services are being delivered and if 
there are potential ways we can look at 
improving the service delivery. This has 
recently included how the service adapts 
and develops to meet the new Medication 
Assisted Treatment (MAT) standards being 
introduced by the Scottish government 
(www.gov.scot/publications/medication-
assisted-treatment-mat-standards-
scotland-access-choice-support/). These 
new standards are not just about quick 
access to treatment, making treatment 
more attractive for individuals to access, 
increasing psychosocial interventions and 
developing trauma-informed care, but also 
increasing patient choice and the range 
of medications available. I am currently 
seconded to the MAT Implementation 
Support Team, one session a week, 
to provide advice from the pharmacy 
perspective. 
      The role also has some more 
challenging aspects and I have been 
involved in reviewing drug-related 
deaths that have happened within the 
health board area. These are never easy 
and always bring a sense of realism to 
the dangers of substance use. I also have 
a teaching and research component to 
my role and this is an element I enjoy 
greatly – with it being both within the 
addictions services, as well as pharmacists 
(both undergraduate and post-graduate, 
including foundation post-graduate levels). 
I have been involved with the Pharmacist 
Independent Prescribing Course at 
Strathclyde University for a number of 
years and substance use is a therapeutic 
topic offered on the course there. The 
research element / evaluation is something 
I have been involved with for a number 
of years and I am currently back studying 
to further my educational and research 
role. This has also offered the opportunity 
to meet and work with academics, as well 
as substance use practitioners and people 
with lived experience and involvement 
with the Drug Research Network Scotland.  
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DIABETES 
AND THE 
NEW 
NORMAL 
What obstacles and 
adjustments to diabetes 
care has the continuation 
of the pandemic yielded – 
and how have these been 
steered by the healthcare 
sector? SHR takes a look 
at the COVID-19 transition 
through expert eyes. 

PHILIP BAILEY, 
PRACTICE 
PHARMACIST
Managing patients with T2DM can present 
a challenge at the best of times; throw 
a global pandemic into the mix and the 
task begins to look all the more daunting. 
And so it was in early spring of 2020, the 
pandemic hit and we in primary care 
were left scrambling to develop new ways 
of serving our patients in a manner that 
would not jeopardise their safety. The 
warning was brief and time was of the 
essence. 
      This took on extra significance for the 
diabetic population, as early indications 
seemed to suggest that this group of 
patients were being disproportionately 
affected in terms of the severity of illness 
associated with COVID-19 infection.             
      Remote telephone consultations 
quickly became the new norm, but for 
patients with diabetes, that in itself still 
posed a problem: these discussions are 
usually informed by the results of those 
essential elements of diabetes care, such 
as blood monitoring, retinal screening, 
footcare, blood pressure monitoring, and 
structured education, all of which involve 
face-to-face contact. Was it inevitable 
that continuity of care would have to 
be sacrificed for the ‘greater good’ of 
preventing COVID infection?  
      For those working in primary care, The 
Royal College of Physicians, Association 
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of British Clinical Diabetologists and NHS issued guidance 
recommending virtual delivery of diabetes care in the broader context 
of long-term condition management and prioritisation, taking into 
account individual risk factors and clinical needs. Likewise, Diabetes 
UK advised people with diabetes to access medical assistance 
remotely wherever possible, and to speak to healthcare professionals 
to consider whether appointments could be postponed. They stated 
that regular check-ups, including annual review, retinal screening, 
and routine foot checks, would not be available but that patients 
‘should be able to reschedule when things return to normal’.
      For our part, discussions at practice level yielded the unanimous 
decision that patients would indeed be prioritised for telephone 
review based on risks, such as elevated A1c, CKD, BMI >40, and poor 
cardiovascular disease risk profile. It was agreed that there would be 
a strong emphasis on encouraging self-management through diet, 
exercise, and footcare – what should ordinarily be at the very core 
of diabetes management was about to take on extra significance. For 
those on insulin or sulphonylurea, increased frequency of SMBG was 
recommended. Home blood pressure monitoring was encouraged 
where possible.
      In general, where treatment had to be altered it was possible to 
facilitate this remotely. Unfortunately, however, we were unable to 
initiate GLP-1 agonist therapy for patients in whom it was deemed 
appropriate because a face-to-face appointment to demonstrate the 
use of device and injection technique was considered too hazardous. 
      What then of the issues associated with lockdown – overeating, 
lack of physical activity, comfort eating, depression, and isolation? All 
of these issues can dramatically affect a person’s ability to self-manage 
their condition. Our fear was that we would encounter a general 
decline in glycaemic control among the diabetic population as a 
direct result of lockdown for these very reasons. I would say, however, 
that our worst fears have not been realised, and this can, in many 
respects, be attributed to the good work being undertaken in the 
practice at aggressively promoting self-management strategies.
      As time has progressed and restrictions around lockdown 
have receded, work has begun at trying to deal with some of the 
backlog. Routine blood monitoring is now generally permitted and, 
where appropriate, face-to-face appointments can occur subject to 
requirements around social distancing and PPE. 
      It has been a steep learning curve, but as always in primary 
care, we have shown a tremendous resolve to persevere in the most 
challenging of circumstances, and succeed.
 

DR HEATHER BELL, GP
I have worked as a GP for over 14 years. I love my job, or at least 
I used to. I love being such an integral part of my community and 
sharing in all aspects of my patients’ lives.
      In recent years general practice has been attacked by the media; 
our hard work goes unnoticed under the bright lights of explosive 
headlines. Our entire health service is struggling, but we GPs are 
taking the brunt of the criticism.  
      There was a small hiatus when the pandemic hit. Suddenly there 
was resounding appreciation for all frontline staff and I was proud 
to travel into work each day. Sadly, this appreciation did not last and 
we found ourselves once again on the front page of all newspapers as 
‘refusing to see our patients’.  

      I am constantly asked when will I start seeing patients ‘face-to-
face’ again. I can confirm that we GPs have never stopped seeing 
patients face-to-face. Yes, our service looks different but we have had 
to adapt to this current crisis in order to offer a safe environment for 
all our patients.
      I remain proud of our work in general practice. We have risen to 
the challenge of staffing our Community COVID Centres, at a cost 
to our workforce. We have set up vaccination clinics with only weeks’ 
notice, while continuing to try to provide routine and urgent medical 
services for all our patients.
      As a GP with an interest in diabetes, my role has changed 
significantly. Our patients living with diabetes are at increased 
risk from this virus and must be protected. It’s for this reason that 
our patients are screened for symptoms before being offered an 
appointment in this practice. Such screening leads to unending 
criticism but I am unapologetic in this matter. 
      We have continued to offer routine reviews for our patients living 
with diabetes but these reviews look a little different these days. We 
have streamlined our service so that our patients only need to attend 
one appointment for bloods and review (instead of two separate 
visits). This is definitely a more efficient service and perhaps one 
positive outcome from the COVID pandemic.
      We, of course, have a backlog of patients living with diabetes 
who are awaiting review. It can be a very daunting prospect trying 
to decide who to call in first. My answer is one step at a time. My 
colleagues Dr Pam Brown and Jane Diggle of the Primary Care 
Diabetes Society have produced an amazing article on ‘How to 
Prioritise Primary Care Services During and Post-COVID-19 
Pandemic’. I have found this really useful when risk-stratifying my 
patients.
      As general practitioners we have a vast range of skills and 
knowledge. We are sometimes described as ‘just a GP’, however I 
would like to challenge this description. We are experts in family 
medicine. We are skilled in dealing with paediatric medicine, general 
medicine, gynaecology, family planning, antenatal care, minor 
surgery, orthopaedics, dermatology, palliative care, to name a few. 
Our skills have never been more useful, we have never worked harder, 
and we should all be very proud of the part we have played in this 
pandemic.
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FIREFIGHTERS TO 
CARRY LIFE-SAVING 

NALOXONE
Firefighters are being offered the chance to become trained and 
equipped to help prevent drug deaths. They will be able to volunteer 
to carry naloxone – a nasal spray which can reverse the effects of an 
opioid overdose – as part of a £90,000 project funded by the Scottish 
government.
      The Scottish Fire and Rescue Service (SFRS) will join the Scottish 
Ambulance Service and Police Scotland in recognising the role the 
medication can play in saving lives.
      A naloxone information pack will be available to all SFRS staff. 
Firefighters who volunteer to undergo training to carry and deploy 
naloxone will be given guidance on how to identify the signs and 
symptoms of an opioid overdose and how to use the medication to 
reverse these effects.
      The service will seek volunteers from around the country to create 
a wide network of staff who are able to administer naloxone.
      During a visit to Bathgate Community Fire Station, First Minister 
Nicola Sturgeon said, ‘I want to thank SFRS for the incredible job they 
do every day to save lives.
      ‘SFRS staff regularly interact with the public during operational 
incidents, prevention and protection work and community 
engagement and it is reassuring to know that if they come across a 
situation involving an opioid overdose that volunteers will be able to 
administer naloxone while they wait for an ambulance to arrive.
      ‘Naloxone is one of a wide range of measures being used to 
address the public health emergency of drugs deaths, but it plays an 
important role and allows those administering the kits to connect 
people who use drugs and their families with appropriate local 
services.
      ‘Of course, we want to help people long before they get to the 
point of a life-threatening overdose and we are working hard to 
increase the number of people in treatment backed by a total funding 
of £250 million over five years.’

MORE FUNDING TO 
IMPROVE PATIENT 

SERVICES
To improve services for patients, £82.6 million has been allocated to 
health boards to expand teams within GP practices and modernise 
systems. The funding will allow healthcare professionals to be 
established in every GP practice, including increased:
• Pharmacy support for repeat prescriptions and medication reviews
• Nursing support for routine tests and wound treatment
• Access to physiotherapy services
      These measures will ensure that patients can see the right 
healthcare expert at the right time, while giving GPs more time with 
patients most in need of their skills and allowing doctors to focus on 
complex diagnoses, such as suspected cancer cases.
      A further £2 million has also been allocated to modernise 
telephone systems within practices, which will improve call waiting 
times for patients.
      This investment is part of £360 million allocated under the 
2018 GP contract to health boards over four years to ensure that all 
patients get the support they need from an extended community 
healthcare team. This announcement of £77.5 million is the final 
allocation of the four-year fund, with an additional £3.1 million from 
this year’s budget.
      Health Secretary Humza Yousaf commented, ‘It has been 
a pleasure to visit the Dunblane Health Centre where the 
multidisciplinary team of health professionals has been successfully 
supporting patients for some time. GP surgeries provide a wide 
range of services, supporting both the physical and mental health of 
patients. The contribution general practice makes to the health and 
wellbeing of communities is invaluable. This funding will improve 
how general practice services are delivered and in turn enhance the 
patients’ experience of accessing care.
      ‘We have now delivered every penny we committed to health 
boards and GPs as part of our ongoing commitment to help support 
practices deliver care. The NHS is facing the biggest challenge this 
winter and this investment will have real benefits for both patients 
and frontline staff.’

REGULAR PARACETAMOL USE LINKED TO 
HIGHER BLOOD PRESSURE, STUDY FINDS

Long-term paracetamol use could increase the risk of heart disease 
and strokes in people with high blood pressure, a new study has 
suggested. Patients who have a long-term prescription for the 
painkiller should opt for the lowest effective dose for the shortest 
possible time, according to the researchers.
      The University of Edinburgh study, published in the scientific 
journal, Circulation, is the first large randomised clinical trial to 
address this question and complements earlier work in observational 
studies.
      Paracetamol was often suggested as a safer alternative to another 
class of painkillers called non-steroidal anti-inflammatory drugs 
(NSAIDs), which are known to increase blood pressure and risk of 
heart disease.
      In the latest study, 110 patients with a history of high blood 
pressure were prescribed one gram of paracetamol four times a day 
– a routinely-prescribed dose in patients with chronic pain – or a 
matched placebo for two weeks. All patients received both treatments, 
with the order randomised and blinded.
      Those prescribed paracetamol saw a significant increase in their 

blood pressure, compared with those taking the placebo. This rise was 
similar to that seen with NSAIDs, and might be expected to increase 
the risk of heart disease or stroke by around 20 per cent. The research 
team have explained that the findings should lead to a review of 
long-term paracetamol prescriptions to patients – particularly those 
with high blood pressure, or those at particular risk of heart disease 
or stroke.
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CROSSING THE 
LINE
Discover the latest medicines 
accepted by the Scottish Medicines 
Consortium for use by NHS Scotland 
– and the potential they boast for 
patient care.

Advice on six new medicines for use in conditions, including a rare 
lung cancer caused by occupational exposure to asbestos, and also for 
a severely disabling muscle-wasting disease, has been published by 
the Scottish Medicines Consortium (SMC).
      Nivolumab (Opdivo) was accepted for the treatment of advanced 
malignant pleural mesothelioma, a type of lung cancer caused 
by exposure to asbestos that affects the thin membrane that lines 
the lungs. Nivolumab was considered through the SMC’s Patient 
and Clinician Engagement (PACE) process, which is used for 
medicines for end-of-life and rare conditions. In the PACE meeting, 
participants spoke of the importance of the survival benefit, of four 
months on average, and longer duration of response compared 
with conventional chemotherapy, potentially allowing patients 
valuable additional time with friends and family. Nivolumab is an 
immunotherapy – a treatment that stimulates the immune system to 
fight the cancer – and is administered in combination with another 
medicine, ipilimumab.
      Risdiplam (Evrysdi) was accepted for the treatment of spinal 
muscular atrophy (SMA), a rare muscle-wasting disease caused 
by a faulty gene. SMA is a severely disabling condition that causes 
weakness, affecting all the muscles in the body. Treatment options 
are limited. Risdiplam is the first oral treatment so offers another 
treatment option for this devastating condition. In the PACE 
meeting, patient groups and clinicians highlighted that, in their 
experience, improvements with risdiplam may allow patients to be 
less dependent on family and carers in many ways, including needing 
assistance with activities of daily living and self-caring and for 
support during the night.
      Cannabidiol (Epidyolex) was accepted for the treatment of 
patients aged two years and over with seizures associated with 
tuberous sclerosis complex, a rare genetic condition. Through PACE, 
patient groups and clinicians told of how patients usually require 
round-the-clock care and supervision which impacts on all aspects 
of life, including family, social and education. Cannabidiol is taken 
orally in combination with a patient’s current treatment and may 
reduce the number of seizures per day. Any improvements in seizure 
control could have a substantial impact on patients and carers, 
with the potential for increased participation in family and social 
activities. Cannabidiol offers a further option to tailor treatment for 
patients.
      Also accepted for the treatment of epileptic seizures was 
cenobamate (Ontozry). Cenobamate is used as an add-on to other 
epilepsy medicines in patients with seizures that are not controlled 
despite having tried at least two other treatments, also known as 
drug-resistant epilepsy. Cenobamate is taken orally and addresses 
the high unmet need in patients who are considered to have drug-

resistant epilepsy. A patient group submission highlighted that 
cenobamate may improve seizure control, allowing patients to live 
safer, healthier, and more independent lives.
      Pemigatinib (Pemazyre) was accepted for the treatment of 
advanced cholangiocarcinoma, a cancer of the bile ducts in patients 
with a specific gene mutation. This is an aggressive cancer with a 
poor prognosis with very limited treatment options. The evidence 
for pemigatinib is still emerging but PACE participants described 
their experience of using this treatment, noting that it rapidly 
improved symptom control and delayed tumour progression. 
They stressed that it provides an additional treatment option to 
chemotherapy which offers a huge benefit to those patients not 
fit enough for this kind of treatment. Pemigatinib is taken orally, 
offering convenience over chemotherapy.
      Enzalutamide (Xtandi) was accepted for the treatment of 
prostate cancer that has spread to other parts of the body and is 
used alongside androgen deprivation therapy (hormone treatment). 
PACE participants highlighted that this type of cancer is incurable 
and patients often experience difficulties with mobility and carrying 
out daily activities. Enzalutamide provides an additional oral 
treatment option that can slow disease progression and increase 
survival.
      SMC Chairman, Mark MacGregor, commented, ‘The committee 
is pleased to be able to accept these medicines for use by NHS 
Scotland.
      ‘Mesothelioma is an aggressive cancer with a poor prognosis and 
limited treatment options. Nivolumab has the potential to improve 
the quality of life for patients living with this advanced cancer and 
may give patients valuable extra time with friends and family.
      ‘Spinal muscular atrophy is a devastating condition both for 
patients and their families. As the first oral treatment, risdiplam is 
another more convenient treatment option for some patients.
      ‘For people living with tuberous sclerosis complex, cannabidiol 
may reduce the number of seizures experienced each day, leading to 
marked improvements in quality of life for both patients and their 
carers.
      ‘Cenobamate provides an additional option for patients with 
drug-resistant epilepsy, a condition that can be difficult to manage.
      ‘Cholangiocarcinoma is a rare form of bile duct cancer with 
very few effective treatment options. Pemigatinib offers a more 
personalised treatment and can be taken at home, giving patients 
more quality time to spend with family − a benefit that was strongly 
communicated by the PACE participants.
      ‘For some patients living with incurable prostate cancer, 
enzalutamide can slow disease progression improve quality of life, 
and potentially allow patients to live longer.’
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Late diagnosis has created a deadly 
cancer gap – in which a quarter of 
cancers in the UK have an average 
five-year survival rate of just 16 per 
cent. How can we urge more people 
with symptoms to seek medical help?

ABOUT TIME

The Less Survivable Cancers 
Taskforce (LSCT) recently launched 
the first Less Survivable Cancers 
Awareness Day to highlight 
the critical importance of early 
diagnosis in improving survival and 
quality of life for people diagnosed 
with less survivable cancers. 
      The LSCT represent six less 
survivable cancers – lung, liver, 
brain, oesophageal, pancreatic and 
stomach – with an average five-year 
survival rate of just 16 per cent.    
Together, these less survivable 
cancers make up nearly half of all 
common cancer deaths in the UK. 
      Less survivable cancers are 
difficult to diagnose. Screening 
programmes are limited or non-
existent, and most of the general 
public are unaware of common 
symptoms. Data released by 
the LSCT in 2021 showed that 
awareness of the symptoms of the 
deadliest cancers is as low as four 
per cent in the UK.
      Many patients with a less 
survivable cancer will only be 
diagnosed after an emergency 
admission to hospital or an 
emergency GP referral after 
symptoms have become severe.    
For other common cancers, the 
proportion diagnosed at such a late 
stage is far lower and the average 
five-year survival rate is markedly 
higher at 69 per cent. 
      Data released by the NHS last 
year showed that the proportion of 
less survivable cancers diagnosed in 
England in emergency settings, like 
A&E departments, and resulting 
in first hospital admissions was far 
higher than for more survivable 
cancers. While 2.7 per cent of 
breast and 7.8 per cent of prostate 
cancer cases were diagnosed as an 

emergency, the figures were 53 per 
cent for pancreatic, 52.7 per cent for 
central nervous system (including 
brain), 44.9 per cent for liver, 35.3 
per cent for lung, 30.2 per cent 
for stomach and 20.5 per cent for 
oesophageal cancers.
      These late diagnoses account, in 
part, for the catastrophic prognoses 
for thousands of people each year 
as patients with cancers that are 
diagnosed in an emergency suffer 
significantly worse outcomes. 
      As well as a focus on symptom 
awareness, the LSCT are calling 
for all UK governments to commit 
to increasing survival rates for less 
survivable cancers to 28 per cent 
by 2029 by eliminating avoidable 
delays in diagnosis and proactively 
investing in research and treatment 
options.
      Anna Jewell, Chair of the LSCT, 
explained, ‘We know that delays 
in diagnosis lead to much poorer 
outcomes for patients with these 
rapidly-advancing cancers. We 
also know the trauma associated 
with receiving a diagnosis in an 
emergency setting for both patients 
and families. 
      ‘These cancers are currently 
difficult or impossible to treat at 
later stages and the time from 
diagnosis to death is often brutally 
short compared to more survivable 
cancers. The situation is critical 
and has been exacerbated by 
the COVID-19 pandemic. The 
taskforce is calling for a significant 
increase in research funding, as 
well as a commitment to increasing 
resources for early diagnosis for less 
survivable cancers so we can close 
the deadly cancer gap.’

CASE STUDY
Hayley Plimmer, from Gillingham in Kent, lost 
her 64-year-old mother Catherine ‘aka Kay’ 
Christopher to liver cancer following a late 
diagnosis. 
      Hayley said, ‘My mother died of liver cancer 
five days after receiving her diagnosis and being 
told by her consultant that there was nothing 
that could be done. It was a horribly shocking 
and traumatic experience for the whole family 
and we’re still reeling four years later. Looking 
back, there were some signs which we now know 
to have been symptoms of cancer but we had 
no idea at the time. I want to support the Less 
Survivable Cancers Awareness Day so other 
families don’t have to go through what we have.’

RED FLAG SYMPTOMS FOR LESS 
SURVIVABLE CANCERS
• Brain: vision and speech problems, headaches, 
nausea, vomiting, seizures, mental or 
behavioural changes
• Liver: unexpected weight loss, loss of appetite, 
feeling and being sick, pain or swelling in your 
abdomen, jaundice, itchy skin, tiredness, fever, 
vomiting blood, dark urine
• Lung: a persistent cough, coughing up blood, 
chest pain, unexpected weight loss, loss of 
appetite, shortness of breath, feeling tired or 
weak
• Oesophageal: difficulty swallowing, indigestion 
or heartburn, loss of appetite, vomiting, 
stomach, chest or back pain, a persistent cough, 
hoarseness, tiredness and shortness of breath
• Pancreatic: pain in the back or stomach, loss 
of appetite, unexpected weight loss, yellowing 
of the skin and whites of the eyes (jaundice), 
indigestion, changes in bowel habits
• Stomach: indigestion that doesn’t go away, 
trapped wind, heartburn, feeling bloated or full 
very quickly when eating small amounts, feeling 
or being sick, tummy pain or pain behind the 
breastbone, difficulty swallowing, unexpected 
weight loss

ABOUT THE LSCT
The LSCT are made-up of Pancreatic Cancer UK, 
Roy Castle Lung Cancer Foundation, The Brain 
Tumour Charity, Action Against Heartburn, 
Guts UK, and British Liver Trust. They are 
supported by: Pancreatic Cancer Action, 
OCHRE, Brainstrust, HCCUK, Heartburn 
Cancer UK, OG Cancer NI, Brain Tumour 
Research, Barret’s Oesophagus.
      The LSCT aim to increase the survivability of 
less survivable cancers to 28 per cent by 2029. 
      For more information, visit 
www.lesssurvivablecancers.org.uk.  

CANCER

SHR



WWW.SCOTHEALTHCARE.COM

29FEB 2022SHR

The 24th British Society for Heart Failure Annual Meeting, held in 
London in December 2021 at Queen Elizabeth II Exhibition Centre, 
successfully brought together experts in heart failure from all over the 
UK, as well as keynote speaker and the Philip Poole-Wilson Memorial 
Lecturer, Professor Milton Packer from America. 
      Offering something for everyone with an interest in heart failure 
care, this hybrid meeting welcomed a hugely diverse faculty, including 
prominent figures in heart failure and thought leaders from the 
multidisciplinary heart failure team, including nurses, cardiologists, 
pharmacists, elderly care physicians and patients living with heart failure. 

HEART FAILURE: ‘USE WHAT WE HAVE BEFORE 
DISCOVERING MORE TREATMENTS…’
Professor Milton Packer (Baylor University Medical Centre, Dallas, 
Texas) in the Philip Poole Wilson Memorial lecture highlighted the 
journey through heart failure (HF) research and how common it is, with 
more deaths from HF than all cancers combined. The foundation of HF 
research is based on the view that it is a haemodynamic disease and, until 
1970, diuretics were the prime focus of HF care. 
      In the 1970s, vasodilator and inotropic drugs were developed to 
keep haemodynamic variables in the normal range and to stimulate 
cardiac contractility, which markedly improved cardiac performance. 
The fundamental barrier in the development of ground-breaking, 
disease-modifying drugs in HF was the concern that downregulation 
of activated renin-angiotensin system and sympathetic nervous system 
was contraindicated in HF. The first landmark trials published in 1987 
recognised HF as a neurohormonal disorder and demonstrated a reduction 
in hospitalisation and mortality with angiotensin-converting enzyme 
(ACE) inhibitors.i,ii  
      From the late 1990s, beta blockersiii,iv,v and mineralocorticoid receptor 
antagonistsvi,vii were added to the HF treatment regime. Attention 
subsequently moved to neprilysin inhibitorsviii and sodium-dependent 
glucose cotransporters 2 (SGLT2) inhibitors with combined SGLT 1 and 
2 inhibitors now on the horizon.  

FREEDOM FROM FAILURE
Examine the health landscape through the lens of heart failure as we round up the 
highlights and revelations from the recent British Society for Heart Failure Annual 
Meeting – including efforts to embed the condition deeper into the consciousness of 
systems, policy-makers and members of the public.

Diuretics

1970s Vasodilators and Inotropes

Haemodynamic disease 1960s

1990s

Neurohormonal disease  1980s

2010

2000

2020

Angiotensin-Converting Enzyme 
(ACE) inhibitors
Beta Blockers

Mineralocorticoid Receptor 
Anatagonists (MRAs)
Angiotensin Receptor-Neprilysin 
Inhibitor (ARNI)
Sodium-Dependent Glucose 
Cotransporters 2 (SGLT2) 
inhibitors
Combined SGLT1 and 2 inhibitors

Focus of HF care
Table One: Pathophysiology of HF

      Professor Packer highlighted the marked discrepancy between clinical 
trial results, with advances in the outcomes of patients with HF and real-
life settings in the community, pointing out regional changes and health 
inequalities. He pledged the audience to first translate these ground-
breaking results into clinical practice before aiming to discover more 
treatment options. 
      Table One summarises the pathophysiology of HF:

HEART FAILURE
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PARALLEL INSTEAD OF SEQUENTIAL INITIATION OF 
FOUR PILLARS OF HF CARE IN NEW ESC GUIDELINES
The sequential treatment therapy approach in 2021 HF guidelines 
originated from the order of clinical trial evidence delivered over the 
last 40 years (as highlighted by Professor Packer). Now practice has 
shifted towards the initiation of all four HF drugs in parallel. Professor 
Teresa McDonagh (Kings College Hospital, London) presented the new 
European Society of Cardiology (ESC) guidelines on HF at the meeting, 
highlighting how, as all four drugs are independently beneficial of each 
other within the first months of treatment, reaching the target dose of 
each individual medication becomes secondary. There is some concern 
that the discrepancy of National Institute for Health and Care Excellence 
(NICE) guidance in comparison to the new ESC guidance will have an 
impact, particularly for non-medical prescribers who take a huge role in 
optimising medical treatment in the community. 
      Professor McDonagh drew attention to the fact that the new guidelines 
do not cover prevention or asymptomatic patients with left ventricular 
systolic dysfunction (LVSD) but focus on symptomatic HF with reduced 
ejection fraction (New York Heart Association [NYHA] II-IV). It is 
important to recognise that patients with asymptomatic LVSD were 
not included in the trials examining SGLT2 inhibitors or Angiotensin 
Receptor-Neprilysin Inhibitors (ARNIs).

DEVICES IN HF
Dr Roy Gardner (Golden Jubilee Hospital, Clydebank) emphasised the 
importance of optimal medical therapy (OMT). In view of the changing 
patient demographics in HF, with people living longer and the increasing 
prevalence of HF in the elderly, the question arises of which age cut-off 
should be considered for primary prevention ICD, particularly when the 
average age of patients with non-ischaemic cardiomyopathy was 64 years 
in the landmark trial examining ICD.x  It is important to highlight that 
older patients are at higher risk of mortality from other causes, hence the 
need for individualised decision-making and risk assessment. Results from 
the ongoing RHYTHM-HF study are awaited to understand the role of 
arrhythmia in HF mortality.

CAN THE DIGITAL FUTURE OF HF BE CO-CREATED? 
In the Journal of the American College of Cardiology HF (JACC-HF) 
lecture, Professor Martin Cowie (National Heart and Lung Institute, 
Imperial College London) reminded delegates that the reason why we 
embrace digital technology in almost all aspects of life is because it is 
easier, more convenient, and shows obvious benefit. Digital health should 
augment the work of healthcare professionals and help patients to live 
with their comorbidities in a more convenient way and support them in 
day-to-day life. One success story of digital medicine in HF, even before 
the pandemic, was the use of pulmonary artery pressure-guided therapy 

in ambulatory patients with HF (NYHA Class III) which was associated 
with fewer HF hospitalisations and improved quality of life.xi  
      Early data suggest that digital medicine does not increase admission or 
mortality in patients with HF.xii  Future work needs to be done to ensure 
health technology is more accessible and vulnerable and deprived groups 
won’t be disadvantaged.

BRITISH SOCIETY FOR HF: ‘FREEDOM FROM FAILURE – 
THE F WORD CAMPAIGN’
This is a five-year strategy to raise awareness of the symptoms of HF and 
to convey a message of hope to those currently unaware they may have the 
condition. The campaign, supported by professional associations, charities 
and Royal Colleges, NHS England & Improvement and Public Health 
England, is called ‘Freedom from Failure – the F Word’ and encourages 
checking for and seeking medical help early if the most common 
symptoms of HF are recognised:
• Fighting for breath
• Fatigue
• Fluid build-up, often noticeable in the ankles

      This isn’t an ordinary HF awareness campaign. This is a movement 
to embed HF as a serious, but treatable, long-term condition into the 
consciousness of the public, policy-makers and ultimately, healthcare 
systems. It is a collective, collaborative movement. The British Society for 
HF have joined forces with other professional organisations, charities and 
the Royal Colleges, across devolved nations. 
      For more information, visit www.bsh.org.uk/the-f-word. #TheFWord 
#freedomfromfailure
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MS: THE 
ROAD 
AHEAD

MS – multiple sclerosis – is a disease which affects the central nervous system 
(the brain and spinal cord). Public Health England currently estimate that 
130,000 people in the UK have MS, with around 130 people diagnosed every 
week. It’s nearly three times more common in women than in men and most 
people are diagnosed in their 20s and 30s, however it can be diagnosed in 
younger and older people.
     MS causes the body’s immune system to mistakenly attack the central 
nervous system. When the attack happens, the immune system targets the 
protective covering around the nerves (called myelin). This covering is there to 
protect our nerves and help messages travel along them smoothly.
     When myelin is damaged (called demyelination), messages don’t pass 
along our nerves as efficiently as they used to, so messages can be delayed or 
sometimes may not get through at all. These areas of damage are called lesions 
and they cause the symptoms people with MS experience.
      After an attack the body is able to repair itself to some extent. In the earlier 
stages of MS, a person’s body has the ability to replace the damaged myelin 
(called remyelination), although it tends to be thinner than unaffected myelin 
so the messages may not travel as fast as they did before. The brain also has the 
ability to reroute messages to avoid an area of damage so that messages can still 
get through – this is known as plasticity.
      MS is thought to be an autoimmune and neurodegenerative condition. 
Autoimmune because the body is attacking healthy cells and neurodegenerative 
because the loss of myelin can leave nerves exposed and more vulnerable to 
long-lasting damage.
      Symptoms vary from person-to-person and from day-to-day. This can 

From the moment of 
their first symptom and 
throughout their journey, 
MS can be a devastating 
diagnosis for individuals and 
their loved ones. Here, the 
MS Trust team explore how 
you can pave your patient’s 
path with as much support 
as possible – and sharpen 
your own knowledge at the 
same time. 

make MS rather unpredictable. Some of the 
most common symptoms around the time of 
diagnosis are fatigue (a kind of exhaustion 
which is out of all proportion to the task 
undertaken), unusual feelings in the skin (such 
as pins and needles, numbness or burning), 
problems with eyesight, memory and thinking 
problems, and walking difficulties (such as 
tripping, stumbling, weakness or a heavy feeling 
in the legs).
      Other possible symptoms that can happen in 
MS include muscle stiffness and spasms, bladder 
and bowel problems, and sexual difficulties.
      Many of these symptoms may be invisible 
to other people. This can mean that the patient 
looks well to others when they’re actually 
feeling very unwell. Sometimes it can be useful 
for them to explain to their family and friends 
when they’re feeling like this as it may not 
always be clear to them.

GETTING SUPPORT
SUPPORT FROM HEALTH 
PROFESSIONALS
Who the patient sees, and how often, will 
depend on how active their MS is, what 
symptoms they’re experiencing, what treatments 
are available, and how their local MS service 
works. Their own preferences should also be 
taken into account, where possible.
      The patient will probably see some health 
professionals who specialise in MS, like an MS 
nurse, and possibly some who specialise in a 
particular treatment, such as physiotherapy.    
They should see their neurologist for an annual 
review and their GP may be involved in some 
of their MS care, as well as looking after the 
individual’s general health.
      Support comes in many forms, whether this 
is prescribing medication, providing practical 
advice or equipment, or counselling for the 
emotional impact of living with MS.

THE NEXT APPOINTMENT
When the patient is diagnosed, they may have 
been told who they would see next and when. 
If this didn’t happen, they could ask their 
neurologist’s secretary, MS nurse or GP if an 
appointment letter doesn’t come through within 
about a month. The patient shouldn’t be left in 
limbo, perhaps feeling anxious, for too long.
      In some areas, people meet their MS nurse 
immediately after diagnosis. In others, they’re 
given more time to adjust to their diagnosis and 
to think about what questions they might want 
to ask, or what their needs might be, before they 

MS
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see the nurse. Unfortunately, not all areas have 
an MS nurse. If this is the case for the patient, 
their GP will have an important role in their 
care.
       Some services can offer appointments at 
short notice if their MS becomes more active 
or if they think they might be having a relapse. 
The individual may be able to contact their MS 
nurse by email or phone, although they might 
have to leave a message.
      The patient can be advised to write their 
questions down before their appointment so 
that they don’t forget anything. They can take 
someone with them to their appointment, both 
as moral support and a second pair of ears – 
that way they can compare their understanding 
of what was discussed afterwards. 

EXPLORING 
TREATMENT 
OPTIONS
Health professionals may suggest that the 
patient starts treatment soon after diagnosis. 
This may be to help with individual symptoms, 
or to reduce the impact of relapses if they have 
relapsing remitting MS. The patient may feel 
ready to make treatment decisions straight 
away, but if they need more time their MS team 
should support them with this.
      The earlier they start treatment, generally 
the more effective it’s likely to be. However, a 
few months delay is unlikely to be critical unless 
their MS is very active.

TREATING SYMPTOMS
Treatments are available for the symptoms 
of MS no matter what type of MS they have. 
The patient should talk about the options for 
treating any symptoms they’re experiencing 
with their health professionals. Treatment might 
involve taking medication, therapies such as 
physiotherapy, or a combination of both.

DISEASE-MODIFYING DRUGS
Until recently, disease-modifying drugs 
(DMDs) were only used in people with MS who 
experience relapses to reduce the number of 
them, their impact and the MS disease activity 
seen on MRI scans. However, certain DMDs are 
starting to become available for some people 
with progressive forms of MS.
      For more information on living with MS 
and symptom management, visit www.mstrust.
org.uk. 

ABOUT THE MS 
TRUST
INFORMATION SERVICES 
Are you aware that the MS Trust has a huge 

range of resources, which can help you to 
support your patients? The MS Trust provides 
a wealth of trusted information on symptom 
management, DMDs options, recent diagnosis 
advice and more. Every day we support health 
professionals via our invaluable website, friendly 
enquiry service and free publications.
      The MS Trust information team consult 
people with MS and work closely with expert 
health professionals to create evidence-based 
guidance tailored for the MS community in the 
UK. You and your patients can read, listen to, 
and watch our information online, in print, and 
on the go. 
      Perhaps the first place to start is our 
extensive website. You can look up details on 
specific topics in the A − Z, as well as browsing 
for general knowledge on how to live well with 
MS. If you prefer to have printed books and 
leaflets, you can order them for free through 
our shop. Health professionals can order in bulk 
to ensure that all patients in need receive the 
relevant information, although you can also get 
a digital copy sent to your inbox to keep and 
share as you need. 
      If you or your patient prefer to absorb 
information through film or audio, you might 
like to check out the MS Trust podcast: Breaking 
it Down www.mstrust.org.uk/resources/
podcasts-ms-trust, or see what’s on our two 
dedicated YouTube channels, MS Trust and 
MSTV for children and young people affected 
by MS.
      Thousands of you already subscribe to the 
Research Update, where we sift through the 
newest scientific research and explain how 
it could be relevant to you – sign up here 
if you don’t already receive this important 
information: wwww.mstrust.org.uk/what-we-
do/keeping-you-date/sign-up-for-updates. The 
MS Trust also sends out a dedicated health 
professional email each month: www.mstrust.
org.uk/health-professionals/keep-in-touch. 
Here we share with you our latest resources and 
training events which help to support you in 
your role.
      If you or your patient have a specific 
question about MS, then please do contact 
our warm and knowledgeable enquiry service. 
We aim to make sure that everyone has the 
information they need to make informed 
decisions, and we can talk through the options 
available, or we can send over a detailed email 
or letter with further information if needed. 
      You can get in touch with us from Monday-
to-Friday 9am-to-5pm, via email at ask@
mstrust.org.uk or via phone on 0800 032 38 39.

THE MS TRUST CONFERENCE
The MS Trust conference is a must-attend 
annual event which is now in its 25th year. MS 
health professionals come together each year to 
learn best practice, share expertise and to focus 
on improving care for everyone affected by MS. 

It provides a unique opportunity for MS teams 
to not only update their knowledge on the latest 
developments in MS care and treatment, but 
also to network with other health professionals 
who share a special interest in MS.
      The programme has a terrific mix of sessions 
for both nurses and therapists, as well as plenty 
of opportunities for shared multidisciplinary 
learning which will help you make a difference 
to people living with MS. Networking is a 
hugely important part of the conference, 
so there is plenty of opportunity within the 
schedule to meet and chat with your fellow 
specialists. And of course, we can’t forget the 
famous MS Trust quiz and fancy-dress disco! 
      This year we are delighted to welcome a 
huge array of expert speakers, from neurologists 
through to occupational therapists, who will be 
presenting the latest developments in research 
and best practice for MS.
      Expert speakers lined up for the event 
include:
• Noreen Barker, MS Nurse Consultant
• Suzanne Buckley, Highly Specialist Speech & 
Language Therapist
• Professor Siddharthan Chandran, MacDonald 
Professor of Neurology
• Michelle Davies, Dorset MS Service Lead & 
Specialist Practitioner
• Dr Ruth Dobson, Consultant Neurologist
• Dr Catherine Doogan, Senior Research 
Associate Neurotherapeutics
• Dr David Okai, Consultant Neuropsychiatrist
• Jenny Rolfe, Consultant Occupational 
Therapist
• Dr Eli Silber, Consultant Neurologist
• Dr Rachel Tams, Consultant Clinical 
Neuropsychologist
• Professor Anna Williams, Professor of 
Regenerative Medicine

      The programme itself is made up of a 
carefully curated combination of seminars, and 
plenary sessions, which allows you to select the 
areas which are of most interest and relevance 
to your role. 
      For more information, visit www.mstrust.
org.uk/health-professionals/courses-and-
training/ms-trust-conference or call 01462 530 
075.
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BREATHE EASY
While the ripples of the pandemic’s wrath 
roll on, healthcare professionals have been 
going above and beyond to maximise safe 
asthma care for their patients. SHR checks 
in with two experts to uncover how they’ve 
continued to help individuals cope.

KIRSTY 
HONEYFORD, 
LEAD ASTHMA 
NURSE
COVID-19 has certainly presented a vast 
challenge within severe asthma. We had 
to adapt to a new way of delivering our 
service to meet the needs of the evolving 
pandemic. Many colleagues were re-
deployed but we were able to continue to 
offer our nurse-led biologic service. With 
strict protocols in place, those patients 
that felt comfortable could continue to 
attend the clinic for treatment to ensure 
that their asthma remained stable, thus 
reducing acute care requirements. A 
fast-track homecare biologic service was 
established utilising a private homecare 
provider; appropriate patients were 
offered the option of administering 
biologic treatment at home. Patients 
found this service invaluable, while also 
increasing their safety and reducing their 
risk of contracting COVID-19.
      Our team sustained a 
multidisciplinary approach to care. 
Initially all of our face-to-face clinics 
were cancelled, therefore we adapted 
to a virtual delivery of care. Although 
beneficial in the pandemic, we found that 
a virtual model was very limiting in the 
care we could deliver. The decision in 
agreement with colleagues was taken to 
deliver face-to-face clinics in combination 
with virtual and this is the model we 
continue to follow and adapt. Fortunately, 
our team were able to continue to offer 
review to new patients on our waiting 
list during the pandemic, giving these 
individuals much-needed input and 
options of care.
      Throughout COVID-19, we have 
continued to offer a similar service and 
support mechanism to our patients that 

was in place pre-pandemic. The service is 
more limited but we have adapted to meet 
the needs of our patients. Some patients 
continue to have hesitation in engaging 
but the majority are extremely thankful 
that the service remains. Both patients 
and staff have accepted and embraced the 
new way of working to meet the needs 
of life within a pandemic. I have been 
proud of how my team has tackled the 
challenges, and how they continue to do 
so.

ELIZABETH 
KENNEDY, 
PRACTICE-
BASED 
PHARMACIST
I work at a rural dispensing doctors’ 
surgery. I am an independent prescriber 
and have seen many challenges and 
opportunities over the last two years. 
My working practice has had to change 
and adapt. I worry that we have not been 
doing the best for our respiratory patients.  
Before the pandemic I would have seen 
them every six or 12 months. 
      One advantage of my unique work 
situation is that I oversee all dispensing 
for all of our patients. I can identify the 
patients who have not been ordering 
their preventors regularly and contact 
them to find out why. I can also monitor 
over-ordering (more than three a year) 
of salbutamol inhalers in asthma patients 
and discuss this with them.
      I send out Asthma Control Test 
questionnaires inside prescription 
medicine bags when I have concerns, 
asking the patient to return the completed 
question sheet to me for further 
discussion and review. 
      For patients presenting with a 

potential new diagnosis of asthma I have been using 
peak flow diaries. The patient returns the completed 
diaries to the surgery and I can discuss starting or 
amending treatment. I have had several patients who 
find the diary very useful. 
      I have found online resources very useful – 
e.g. Asthma UK videos on inhaler technique and 
pharmaceutical company resources. I can use these 
videos with patients on phone call consultations.
      I have found several problems because patients 
aren’t getting the six or 12 mostly face-to-face reviews. 
In one patient I prescribed F-MART. She was to take 
beclometasone dipropionate / formoterol fumarate 
inhaler one puff twice a day and then add up to 
an extra six doses per diary if she had symptoms.   
Unfortunately, she forgot the instructions to increase 
her dose accordingly and phoned me for advice five 
days after she had started to become unwell. We 
quickly re-established the maintenance and reliever 
regime and managed to prevent her needing oral 
steroids. 
      I give some patients ‘stand by’ prednisolone and 
antibiotics, but to only be used with clear guidance 
and instructions. I always advise the patient to contact 
the surgery if we are open to discuss starting these. 
      Before COVID I would see patients with potential 
exacerbations of asthma or COPD face-to-face, but 
we’re unable to do this now. Our first advice is to ask 
them to get a PCR test. I have noted that the GPs 
prescribe more steroids and antibiotics for respiratory 
symptoms without seeing patients. This would not 
have been the case prior to COVID.
      Spirometry had to stop when the pandemic 
started. We now have clear national guidance on how 
to safely carry out spirometry. I have now started 
doing spirometry but only on very well-selected 
patients and with the aim that the spirometry would 
add to managing the patient.
      I have attended so many more asthma and COPD 
education sessions than I ever was able to before 
lockdown using a range of online education and feel I 
have been able to expand my knowledge base greatly.    
I hope we will soon be able to see patients face-to-face 
and return to how I would like to practice. 

ASTHMA

Elizabeth Kennedy
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Release savings with the first 
branded generic alternative to 
Fostair® 100/6 pMDI1

Prescribing Information: Luforbec® 100 micrograms/6 micrograms/actuation 
(beclometasone dipropionate/ formoterol fumarate dihydrate) pressurised 
inhalation solution.  Consult the full Summary of Product Characteristics (SmPC) 
before prescribing.  Presentation: Luforbec 100/6 pMDI: Pressurised inhalation solution. 
Each metered dose (ex-valve) contains beclometasone dipropionate (BDP) 100 mcg and formoterol 
fumarate dihydrate 6 mcg. This is equivalent to a delivered dose (ex-actuator) of beclometasone 
dipropionate 84.6 mcg and formoterol 5.0 mcg. Indications: Asthma:  Regular treatment of 
asthma where use of an inhaled corticosteroid/long-acting beta2-agonist (ICS/LABA) combination 
is appropriate: patients not adequately controlled on ICS and as needed short-acting beta2-agonist, 
or patients already adequately controlled on both ICS and LABA. COPD: Symptomatic treatment of 
patients with severe COPD (FEV1 <50% predicted normal) and a history of repeated exacerbations, 
who have significant symptoms despite regular therapy with long-acting bronchodilators. Dosage 
and administration: For inhalation in adult patients (≥18 years). Luforbec is not recommended 
for children and adolescents under 18 years. Asthma: Maintenance therapy: Luforbec 100/6 
pMDI: 1–2 inhalations twice daily. The maximum daily dose is 4 inhalations. Luforbec may be used 
as maintenance therapy, together with a separate short-acting bronchodilator available for rescue 
at all times. Patients should receive the lowest dose that effectively controls their 
symptoms.  Maintenance and reliever therapy: Luforbec can be taken as a regular 
maintenance treatment and as needed in response to asthma symptoms: 1 inhalation twice daily 
(morning and evening) plus 1 additional inhalation as needed in response to symptoms. If 
symptoms persist after a few minutes, an additional inhalation is recommended. The maximum 
daily dose is 8 inhalations. Patients should be advised to always have Luforbec available for rescue 
use. Close monitoring for dose-related adverse effects is needed in patients who frequently take 
high numbers of Luforbec as-needed inhalations. COPD: 2 inhalations twice daily. Luforbec pMDI 
can be used with the AeroChamber Plus® spacer device. BDP in Luforbec is characterised by an 
extrafine particle size distribution which results in a more potent effect than formulations of BDP 
with a non-extrafine particle size distribution (100mcg of BDP extrafine in Luforbec are equivalent 
to 250mcg of BDP in a non-extrafine formulation). When switching patients from previous 
treatments, it should be considered that the recommended total daily dose of BDP for Luforbec is 
lower than that for non-extrafine BDP containing products and should be adjusted to the needs of 
the individual patient. Contraindications: Hypersensitivity to the active substances or to any of 
the excipients. Warnings and precautions: Not intended for initial management of asthma. 
Treatment should not be initiated during an exacerbation, or if they have significantly worsening or 
acutely deteriorating asthma. Treatment should not be stopped abruptly. Medical attention should 
be sought if treatment is ineffective. Patients should be advised to take Luforbec every day even 
when asymptomatic. Treatment should be discontinued immediately if the patient experiences a 
paradoxical bronchospasm.   Use with caution (which may include monitoring) in patients with 

cardiac arrhythmias, especially third degree atrioventricular block and tachyarrhythmias 
(accelerated and/or irregular heart beat), idiopathic subvalvular aortic stenosis, hypertrophic 
obstructive cardiomyopathy, severe heart disease, particularly acute myocardial infarction, 
ischaemic heart disease, congestive heart failure, occlusive vascular diseases, particularly 
arteriosclerosis, arterial hypertension, aneurysm, thyrotoxicosis, diabetes mellitus, 
phaeochromocytoma and untreated hypokalaemia. Caution should be used when treating 
patients with known or suspected prolongation of the QTc interval (QTc > 0.44 seconds). 
Formoterol itself may induce QTc prolongation. Potentially serious hypokalaemia may result from 
beta2-agonist therapy and may also be potentiated by concomitant treatments (e.g. xanthine 
derivatives, steroids and diuretics). Particular caution is advised in severe asthma as this effect may 
be potentiated by hypoxia. Formoterol may cause a rise in blood glucose levels. Luforbec should not 
be administered for at least 12 hours before the start of anaesthesia if halogenated anaesthetics are 
planned as there is risk of arrhythmias. Use with caution in patients with pulmonary tuberculosis or 
fungal/viral airway infections. An increase in pneumonia and pneumonia hospitalisation in COPD 
patients receiving ICS has been observed. Clinical features of pneumonia may overlap with 
symptoms of COPD exacerbations. Systemic effects of ICS may occur, particularly at high doses for 
long periods e.g. Cushing’s syndrome, Cushingoid features, adrenal suppression, decrease in 
bone mineral density, cataract and glaucoma and more rarely, a range of psychological or 
behavioural effects including psychomotor hyperactivity, sleep disorders, anxiety, depression and 
aggression. Consider referral of patients reporting blurred vision or visual disturbances to an 
ophthalmologist as causes may include cataract, glaucoma or rare diseases such as central serous 
chorioretinopathy. Prolonged treatment with high doses of ICS may result in adrenal suppression 
and acute adrenal crisis. Interactions:  Possibility of systemic effects with concomitant use of 
strong CYP3A inhibitors (e.g. ritonavir, cobicistat) cannot be excluded and therefore caution and 
appropriate monitoring is advised. Beta-blockers should be avoided in asthma patients. 
Concomitant administration of other beta-adrenergic drugs and theophylline may have potentially 
additive effects, therefore exercise caution. Concomitant treatment with quinidine, disopyramide, 
procainamide, phenothiazines, antihistamines, monoamine oxidase inhibitors (MAOIs) and 
tricyclic antidepressants can prolong the QTc interval and increase the risk of ventricular 
arrhythmias. L-dopa, L-thyroxine, oxytocin and alcohol can impair cardiac tolerance towards beta2-sympathomimetics. Concomitant treatment with MAOIs including agents with similar properties 
(e.g. furazolidone, procarbazine) may precipitate hypertensive reactions. Concomitant treatment 
with xanthine derivatives, steroids, or diuretics may potentiate a possible hypokalaemic effect of 
beta2-agonists. Hypokalaemia may increase the likelihood of arrhythmias in patients receiving 
digitalis glycosides. There is a small amount of ethanol in Luforbec pMDI. There is theoretical 
potential for interaction in particularly sensitive patients taking disulfiram or 
metronidazole.  Pregnancy and lactation: Use only during pregnancy or lactation if the 

expected benefits outweigh the potential risks. A risk/benefit decision should be taken to 
discontinue/abstain from therapy in the mother or discontinue breastfeeding. Effects on driving 
and operating machinery:   Unlikely to have any effect on the ability to drive and use 
machines. Side effects: Common: Pharyngitis, oral candidiasis, pneumonia (in COPD patients), 
headache, dysphonia. Uncommon: Influenza, oral fungal infection, oropharyngeal candidiasis, 
oesophageal candidiasis, vulvovaginal candidiasis, gastroenteritis, sinusitis, rhinitis, 
granulocytopenia, allergic dermatitis, hypokalaemia, hyperglycaemia, restlessness, tremor, 
dizziness, otosalpingitis, palpitations, electrocardiogram prolonged QTc interval, ECG change, 
tachycardia, tachyarrhythmia, atrial fibrillation (in COPD patients), hyperaemia, flushing, cough, 
productive cough, throat irritation, asthmatic crisis, diarrhoea, dry mouth, dyspepsia, dysphagia, 
burning sensation of the lips, nausea, dysgeusia, pruritus, rash, hyperhidrosis, urticaria, muscle 
spasms, myalgia, C-reactive protein increased, platelet count increased, free fatty acids increased, 
blood insulin increased, blood ketone body increased, blood cortisol decrease (in COPD patients). 
Rare: Ventricular extrasystoles, angina pectoris, paradoxical bronchospasm, angioedema, 
nephritis, increased blood pressure, decreased blood pressure. Very rare: Thrombocytopenia, 
hypersensitivity reactions, including erythema, lips, face, eye and pharyngeal oedema, adrenal 
suppression, glaucoma, cataract, dyspnoea, exacerbation of asthma, growth retardation in 
children and adolescents, peripheral oedema, decreased bone density. Unknown frequency: 
Psychomotor hyperactivity, sleep disorders, anxiety, depression, aggression, behavioural changes 
(predominantly in children), blurred vision. Refer to SmPC for full list of side effects.  Legal 
category: POM Price and Pack: £20.52 1x120 actuations Marketing authorisation (MA) 
No: PL 35507/0204 MA holder: Lupin Healthcare UK Ltd, The Urban Building, Second Floor, 3-9 
Albert Street, Slough, Berkshire, SL1 2BE, United Kingdom. PI Last Revised:  August 2021. 
AeroChamber Plus® is a registered trademark of Trudell Medical International.

Adverse events should be reported. Reporting forms and information can be found 
at https://yellowcard.mhra.gov.uk or search for MHRA Yellowcard in the Google 
Play or Apple App store. Adverse events should also be reported to Lupin Healthcare 
Limited on +44 (0)1565 751 378 or email us at EU-PV@lupin.com
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FEELING 
THE 
PRESSURE
Despite being remarkably 
common, stress urinary 
incontinence continues to 
activate shame and confusion in 
too many individuals. Check out 
Bladder Health UK’s breakdown 
of the condition and the 
subsequent questions which 
may arise from your patients. 

YOUR PATIENTS’ 
QUESTIONS ANSWERED

WHAT IS STRESS URINARY INCONTINENCE (SUI)?
SUI is caused by a weakness in the muscles surrounding the bladder 
which prevents your urethra (the tube that urine passes through) 
from fully closing when pressure is put on the bladder. This can allow 
urine to leak out of the bladder unintentionally during normal daily 
activities like when you cough, laugh, walk or exercise.
      Continence product advice for users, carers and healthcare 
professionals is available at www.continenceproductadvisor.org. 

HOW COMMON IS IT?
SUI is very common, with one-in-three women experiencing it at 
some time during their lives.

WHAT CAUSES SUI?
SUI is usually caused by the weakening of the pelvic floor muscles, 
which can happen naturally with ageing or can be as a result of 
factors such as childbirth, obesity or a pelvic floor disorder.

WHAT IS MIXED URINARY INCONTINENCE (MUI)?
MUI occurs in patients experiencing symptoms of both stress 
incontinence and urge incontinence (overactive bladder). Many of 
the same treatment options are available to MUI patients as SUI 
patients, but are often coupled with bladder-training exercises and 
other overactive bladder treatments.

STRESS URINARY INCONTINENCE
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WHAT SHOULD I EXPECT WHEN I CONSULT 
MY GP?
Going to see their GP is the first step for most people 
seeking treatment for their SUI, meaning that it’s a 
common issue that GPs are used to dealing with.  
       In order to diagnose individuals with SUI, 
the GP may ask some questions regarding their 
symptoms and ask them to complete a bladder diary. 
The patient can do this before seeing their GP which 
will help speed up the process of diagnosing their 
condition. When keeping a bladder diary, the patient 
may document their fluid intake, how often they pass 
urine, and how many times they leak. This will help 
the GP understand the severity of their SUI.

SHARED DECISION-MAKING
A shared decision-making process is essential in 
ensuring a positive outcome when the patient is 
seeking treatment from their doctor. A physician 
may make a treatment recommendation based on 
the individual’s outcome goals, lifestyle, and SUI 
severity, along with other factors, but ultimately, the 
decision about what treatment option is pursued is 
the individual’s.

TREATMENT 
OPTIONS FOR SUI
Treatment options for SUI include physiotherapy, 
injection therapy and surgery and it’s not unusual 
for the individual to try multiple options on their 
treatment journey. It’s important for the patient to 
consider success rates, as well as associated risks for 
each procedure, carefully to decide which one is best 
for them. 

NON-SURGICAL TREATMENTS
• Lifestyle changes: the patient’s doctor may suggest 
that they cut down on drinks that stimulate the 
production of urine, such as caffeine and alcohol 
to reduce bladder leakage. Additionally, if they are 
overweight, losing weight may help relieve some 
of the pressure placed on the bladder and reduce 
symptoms
• Physiotherapy: pelvic floor exercises strengthen the 
muscles around the bladder that control urination 
and ultimately lead to better management of leakage
• Urethral bulking: also known as injection therapy, 
a soft gel is injected at three of four points in the 
urethral wall, close to the neck of the bladder. This 
narrows the internal space of the urethra and allows 
it to stay closed, even when there is high pressure in 
the bladder. This procedure can usually be done in an 
outpatient setting and will not require a hospital stay. 
(Available both NHS and private)

SURGICAL TREATMENTS
• Colposuspension: a cut is made into the abdomen so that the surgeon can place 
stitches in the pelvis to lift the bladder neck upwards to help prevent leakage 
from the bladder. This usually requires up to a two-to-five-day stay in hospital. 
(Available both NHS and Private)
• Mesh slings: a cut is made in the vaginal wall where a surgeon will insert a 
plastic mesh sling to support the bladder neck and prevent leakage from the 
bladder. Mesh slings are not currently available on the NHS due to a government 
review. This procedure can usually be done as day surgery. (Available both NHS 
and Private)
• Autologous tissue slings: a piece of their own tissue is cut away, usually from 
their thigh or abdomen, and then used in place of the plastic mesh sling to 
support their urethra which is paced through the vaginal wall. This usually 
requires up to a two-day stay in hospital

WILL THE PATIENT BE PUT FORWARD FOR INVASIVE SURGERY?
If invasive surgery is not something which the patient wants to opt for initially, 
they can discuss other treatment options with their doctor, as well as the results 
they want to achieve. It’s important that they discuss the potential risks associated 
with each treatment option and how each may impact their quality of life with 
their doctor, as this will very likely play an important role in the treatment which 
they choose. One UK study found that the majority of women (75 per cent) would 
opt for a minor procedure with a low risk of complications as a first treatment.
      When the patient has a full picture of the treatment risks, complications, and 
expected results, they can make an informed decision with their doctor about 
what treatment is best for them. 

SUI BY THE NUMBERS
• Four-in-10 women aged 25-to-44 avoid sex for fear of accidental bladder leakage
• Six-in-10 women think there is stigma around SUI
• 27 per cent of women admit that they would personally be embarrassed to talk 
openly about SUI with a friend 
• 41 per cent of women are aware of recent concerns about the safety and side-
effects of certain treatments for urinary incontinence in women, such as vaginal 
mesh implants
• 91 per cent of women agree that some women just ‘put up’ with SUI, rather than 
seek treatment and advice

ABOUT BLADDER HEALTH UK
Bladder Health UK give support to all suffering from chronic bladder illness, 
together with their families and friends. They are the largest bladder patient 
support charity in the UK, with the most widely-used website for those suffering 
with bladder illness who are seeking information, help and support. They also 
have an active presence on social media.
      For more information, visit www.bladderhealthuk.org or call the advice line 
on 0121 702 0820. 

STRESS URINARY INCONTINENCE
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The arrival of COVID forced a torrent of 
changes upon epilepsy services. Two years 
on, how do those on the frontline view these 
modifications – and what pandemic-driven 
consequences must draw more attention? 
Rhys Thomas, Honorary Consultant in 
Epilepsy, at the Royal Victoria Infirmary, 
Newcastle, shares his thoughts.

TIMES LIKE THESE

The COVID-19 pandemic, subsequent lockdowns, and change to less 
face-to-face work has been a well-mitigated disaster. Epilepsy services 
and epilepsy research are chronically under-funded. There has been 
insufficient commissioning interest at local or national levels. This, 
and a decade of austerity measures, resulted in insufficient numbers 
of epilepsy specialist nurses, too few neurologists who specialise in 
epilepsy, and long-term vacancies in important specialities, such as 
neurophysiology. For example, there are 36 times more MS specialist 
nurses per person with MS, than epilepsy specialist nurses per person 
with epilepsy (www.ilae.org/files/dmfile/The-ESPENTE-Study---
Epilepsy-Specialist-Nurses.pdf). The MBRRACE report of 2016-
to-2018 told us that women with epilepsy were dying with greater 
numbers in pregnancy than ever before (www.npeu.ox.ac.uk/assets/
downloads/mbrrace-uk/reports/maternal-report-2020/MBRRACE-
UK_Maternal_Report_Dec_2020_v10_ONLINE_VERSION_1404.
pdf). 
      We were getting to grips with how to recall and counsel the tens 
of thousands of women taking valproate who could get pregnant 
(www.gov.uk/guidance/valproate-use-by-women-and-girls). Then the 
pandemic hit.
      COVID-19 did affect people with epilepsy more severely but, for 
the most part, they did not need hospitalisation. Anxiety, depression 
and agoraphobia symptoms are rife in people with active seizures 
and this was aggravated by the lockdowns. People with learning 
difficulties and epilepsy who relied upon care teams and day services 
were denied socialisation and support. Older people with epilepsy 
had to strictly isolate and were very cautious about attending for 
any in-person appointment. Teenagers waiting for transition clinics 
(normally joint with adults and paediatrics) were handed over to 
adult services without this joined-up working. People needing 
epilepsy surgery, waiting for inpatient EEG observation or a surgical 
appointment were in limbo. People with psychogenic seizures 
fortunate enough to find a psychologist for therapy had their sessions 
interrupted as we scrambled to find a new way of working. 

EMBRACING CHANGE
The epilepsy workforce deserves great credit for embracing change 
during such a difficult time. The wholesale move to telephone, or to 
a lesser extent video, appointments is the biggest change to working 
since the advent of the epilepsy specialist nurse. While convenient, 
and often shorter, telephone consults are significantly inferior for 
a major minority of patients. This includes people who carry the 
greatest risk of harm from their seizures, people who are pregnant, 
who have drug and alcohol problems, multi-morbidity, have English 
as a second language, or people with an intellectual disability. 

Convenience is a two-edged sword, as much of the ‘value added’ of 
coming to a face-to-face appointment involves rapport, observation, 
physical examination, and opportunistic intervention – much of 
which is lacking. 
      We all now carry a large case-load of people we have not met, 
some of whom will have safeguarding concerns that will be invisible 
to us as a telephone call. Some excellent multi-agency reports have 
been overlooked as they were launched post-COVID-19, such as 
Step Together for people with intellectual disability (www.bild.org.
uk/wp-content/uploads/2020/11/Step-Together-17-November-
2020-Download-Link-.pdf) and Right Care (www.england.nhs.uk/
rightcare/products/pathways/epilepsy-toolkit). 
      The diagnosis of epilepsy in experienced hands is a narrative 
examination taken in the context of the individual and this may be at 
least 90 per cent as efficient as previously. To augment this interview 
we are all using home-shot mobile phone videos more than ever 
before. Without a good witness interview or video, there will be a 
number of people with dissociative seizures diagnosed over the past 
two years as epilepsy, perhaps more than before. 

WORKFORCE ISSUES REMAIN AT THE FORE
Most people with epilepsy are cared for by their GP, but primary care 
has been focussed, understandably, on the vaccine roll-out. Burnout 
is felt acutely in primary care and some work that was previously 
shared, such as routine blood tests for anti-seizure medicine levels, 
or starting older anti-seizure medicines, is being pushed back into 
secondary care. We were short staffed across the board before, and 
many services, even specialist services, have no psychology input 
for dissociative seizures, for example. The impact of COVID-19 
infection on individuals, their families and the impact of widescale 
redeployment has hastened retirement for many key team members.  
This does not allow for succession planning. Many epilepsy services at 
specialist centres are on their knees, and there are rural communities 
that have seen services removed. 
      The epilepsy community is a really special one, who have – for the 
most part – managed the last two years of turmoil by just working 
harder. They have mitigated against a clinical disaster. However, this 
is unsustainable without major investment. We can grasp the green 
shoots of optimism that come with having an adaptable and patient-
focussed workforce. Some patients liked having medications posted 
out to them, and some preferred telephone calls. We can keep the best 
parts of the COVID-19-imposed changes, while also focussing again 
upon the most vulnerable who may not have been benefited by the 
changes of the last two years.

Rhys Thomas

EPILEPSY
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JEANE FREEMAN 
APPOINTED TO 

NEW ROLE WITHIN 
UNIVERSITY OF 

GLASGOW
Jeane Freeman, the former Cabinet Secretary for Health and Sport in 
the Scottish government, has joined University of Glasgow in a key 
role within the university’s College of Medical, Veterinary and Life 
Sciences.
      Ms Freeman, who stood down from her post in May 2021 and 
didn’t stand in the last Holyrood election, has taken up the part-time 
role of Ambassador for Community Engagement, Public Health and 
Innovation for the College of Medical, Veterinary and Life Sciences 
with immediate effect.
      Ms Freeman will bring a wealth of expertise in community 
engagement to the university, playing an active role in the pioneering 
£91 million Living Laboratory project in Govan, which, via 
collaboration with the NHS and industry partners, will see the 
acceleration of world-changing research into a real-world clinical 
setting.
      Ms Freeman commented, ‘I am delighted to join University of 
Glasgow, and the College of Medical, Veterinary and Life Sciences, in 
this new position of Ambassador for Community Engagement, Public 
Health and Innovation. The university leads many world-changing 
projects all poised to create real-world impact for people, locally, 
nationally and internationally. I am particularly excited to play a role 
in the Living Laboratory project in Govan, where working together 
with all partners, we can realise health benefits for patients and our 
NHS.’

FIRST STUDY 
PUBLISHED INTO 

UNDER-18 DRINKERS 
POST-MUP

Interviews with young people under 18 years old who reported 
drinking alcohol found that Minimum Unit Pricing (MUP) did not 
impact on their acquisition, consumption or related behaviours, 
either positively or negatively. Many of the products favoured by the 
young people were, on average, already being sold above 50 pence per 
unit before MUP was introduced. 
      The study found that money and price changes were not 
perceived to be barriers to drinking by the children and young people 
interviewed. The price of alcohol was not seen as an important factor 
in their drinking behaviour, and overall they didn’t report changing 
what they drank, how much they drank, or how they obtained their 
alcohol, in response to price alone.
      NHS Health Scotland commissioned Iconic Consulting to 
investigate the impact of MUP on a group of 50 13-to-17-year-
olds who reported drinking alcohol both before and after the 
implementation of MUP in Scotland in May 2018. Participants were 
asked about any changes in the price or availability of what they 
drink; any changes in their acquisition and consumption of alcohol; 
their experiences of harm after drinking; and what influences their 
drinking. The study was designed to help understand the lived 
experience of the young people who took part. It is not an assessment 
of the impact of MUP that is representative of all young people in 
Scotland.
      Despite a limited awareness of the implementation of MUP, the 
young people interviewed report being largely price aware, and had 
observed changes in product price, and to a lesser extent, changes in 
product availability.
      The study found no reported changes in the extent or nature 
of alcohol-related harms among the young people interviewed, 
following the introduction of MUP.

HELP FOR PEOPLE LIVING WITH 
DEMENTIA

A £1 million investment over two years will fund work with people 
with dementia and their families to design and shape the support 
they need following diagnosis.
      The funding, part of the £120 million Mental Health Recovery 
and Renewal Fund, will see the Scottish government working with 
Age Scotland to enhance support, giving people a bigger say in what 
works for them.
      COVID-19 has had a disproportionate impact on people with 
dementia. Through this partnership with Age Scotland, the Scottish 
government will grow the community support that has been so 
critical to people and their families during the pandemic.
      Early investment will be focused on building community capacity 
with a small grant programme, with a broader community grant 
programme to follow in the second year.
      Brian Sloan, Chief Executive of Age Scotland, said, ‘We’re 
delighted to be working with the Scottish government to deliver this 
funding, which will support the development of dementia-friendly 
communities across Scotland.
      ‘The pandemic has compounded challenges faced by people living 
with dementia and their unpaid carers. This funding will help address 
some of these challenges by shaping communities that work for those 

who have lived experience of dementia.
      ‘Our role is to bring the voices of carers and people living with 
dementia to the forefront as plans are developed, ensuring those 
voices are heard at every stage of the design and delivery process. By 
doing so, we can build communities that truly support and empower 
people living with dementia and those who care for them.’

NEWS
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THE INSIDE TRACK
In line with a new year is the kickstart of a host of health-
related resolutions pledged by the population, including 
reduced alcohol intake. With this in mind, the Drinkaware 
team chat to SHR about how healthcare professionals 
can reduce alcohol-related harm by helping their patients 
make better choices surrounding their drinking. 

WHAT IS THE RECOMMENDED 
MAXIMUM INTAKE OF ALCOHOL?
The UK Chief Medical Officers’ guidance is, 
if you do decide to drink, to drink no more 
than 14 units a week, spread it over three or 
more days, and try and have several drink-
free days each week. 
      It’s easy for people to under-estimate 
how much they may be drinking. The Office 
for National Statistics’ definition of binge 
drinking is having more than eight units in 
a single session for men and over six units 
for women. So, for a woman, three medium 
(175ml) glasses of wine will count as binge 
drinking.
      The Drinkaware app is a helpful way for 
people to track how much they drink over 
time and to help them stick to their goals. 

WHAT LONG-TERM MEDICAL 
PROBLEMS CAN EXCESSIVE 
ALCOHOL CONSUMPTION ELICIT? 
Sustained drinking of alcohol is linked with 
increased risk of several serious diseases, 
including seven types of cancer, heart 
disease, liver disease and stroke, and it can 
impact your overall physical and mental 
health. 
      Alcohol is higher in calories than most 
people realise, so reducing the amount you 
drink can also help keep your weight down.

WHAT IMPLICATIONS HAS COVID 
HAD ON THE FREQUENCY OF 
ALCOHOL CONSUMPTION?
Drinkaware’s 2021 Monitor report shows 
that a third (30 per cent) of high-risk UK 
drinkers were drinking more, with many of 
them drinking more often than their usual 
amount before the pandemic. This shows 
that for many, habits adopted in 2020, when 
restrictions were most severe, are now 
ingrained.

      The Drinkaware Monitor is an annual 
survey, conducted for Drinkaware by 
YouGov, which charts the behaviour of 
9,137 UK adults, providing a valuable 
record of patterns over time. Respondents 
were asked a series of questions about their 
alcohol use. 17 per cent of UK adults who 
drink (the equivalent of 7.5 million) were 
classified as high-risk using a three-question 
screening tool devised by the World Health 
Organisation. 
      Those who are high-risk drink more units 
in a typical day and tend to drink regularly. 
Their physical and mental health is at serious 
risk from drinking. High-risk drinkers 
reported changes in their habits compared 
to before the first lockdown, with 30 per cent 
drinking on more days a week (in contrast 
to five per cent of low-risk drinkers), 21 
per cent drinking more alcohol in a single 
session (two per cent of low-risk drinkers), 
and 19 per cent drinking earlier in the day 
(three per cent of low-risk drinkers). 42 per 
cent had drunk alone in the last seven days 
compared to 29 per cent of low-risk drinkers.
      And while most UK drinkers have 
returned to their regular drinking patterns as 
measures relaxed, 13 per cent continued to 
drink more than they usually would.

HOW CAN HEALTHCARE 
PROFESSIONALS ADDRESS THE 
ISSUE WITH PATIENTS AND ADVISE 
THEM OF THE RISKS OF EXCESSIVE 
DRINKING?
NHS health checks and new patient 
registrations are two opportunities 
for alcohol screening using the online 
AUDIT-C and AUDIT assessment tools. 
Opportunities may also arise during primary 
and secondary care consultations, including 
during the routine management of any 
long-term condition, during pregnancy, 
when discussing healthy weight, or while 

encouraging people to participate in cancer 
screening.
      If required, this can be followed by a brief 
intervention and advice. These supportive 
and non-confrontational short conversations 
seek to motivate and help the individual 
to consider a change in their drinking 
behaviour in order to reduce their risk of 
harm.
      Evidence indicates that these brief 
interventions increase a person’s willingness 
to change their drinking patterns and people 
are not offended by health professionals 
asking about their drinking habits.
      Visit Drinkaware’s health practitioner 
resource centre for further information on 
brief interventions, how to ask the right 
questions in raising this sensitive topic, and 
how best to support patients to change their 
drinking patterns. In addition, there are 
approved online training courses on alcohol 
brief interventions, which you may be able to 
access via your workplace.

ARE THERE ANY RESOURCES 
HEALTHCARE PROFESSIONALS CAN 
RECOMMEND OR SERVICES WHICH 
THEY CAN SIGNPOST INDIVIDUALS 
TO?
Many people find the Drinkaware app a 
helpful way to track their drinking and to 
help them drink less. The DrinkCompare 
quiz can also be a good first step for people 
to understand how their drinking compares 
with others across the UK. 
      If you identify a patient who you think 
may be dependent on alcohol, signpost them 
to the local specialist alcohol advice service, 
many of which accept self-referrals, and 
which you can find on the NHS website. For 
someone who could be alcohol-dependent, 
remember it may not be safe for them to stop 
drinking completely immediately and they 
need to access specialist support.
      For more information, visit www.
drinkaware.co.uk.

DRINKAWARE
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AT BREAKING POINT
Sarah Leyland, Clinical Advisor at the Royal 
Osteoporosis Society, advances our understanding 
of the relationship between the menopause and 
bone health, in addition to the changes which 
we can advise patients to incorporate into their 
lifestyles – particularly when perimenopausal. 

Osteoporosis is a condition that causes bones to lose strength and 
break more easily. It occurs when the structure inside our bones 
gets thinner, making them weaker and more likely to break easily.    
Fractures can happen following a minor injury, such as a fall, or 
even from simple actions, like coughing or hugging a loved one. 
      The oestrogen hormone that’s important for keeping bone 
density stable and maintaining bone strength decreases when 
women go through the menopause. As a result, bone density starts 
to go down too. With this loss of bone density comes reduced 
bone strength and a greater risk of breaking bones.
      Changes can happen more rapidly in the decade after 
menstrual periods stop and then there will be a steady reduction 
through into old age. This gradual bone density loss affects men 
too. In the UK, half of women and 20 per cent of men over 50 will 
break a bone because of osteoporosis. 

EARLY MENOPAUSE
If a woman has an early menopause – before 45 and especially 
before 40 – then the normal process of losing bone density when 
oestrogen level drops at menopause will be happening for longer.  
This means that they are more likely to develop osteoporosis and 
have weaker bones in later life.
      When this happens, women should talk to a healthcare 
professional about whether they can take hormone replacement 
therapy (HRT). This is usually recommended up to the normal 
age of the menopause, around 50. It will put them in the same 
starting position as other women and help keep their bones 
strong. If they haven’t had a hysterectomy, they will need to take 
progesterone (often in the form of progestogen) with oestrogen, to 
protect their womb lining from a type of cancer.
      Early menopause can be a very distressing experience if it 
happens much earlier than expected, and while it may be difficult 
for women to think about bone health at this time, it’s important 
to do so for the future. If they decide to take HRT for their 
symptoms, the good news is that it will be protecting their bones 
too.

MEDICATIONS AND 
TREATMENTS
HRT is usually considered the most appropriate osteoporosis 
treatment if someone is under 50 and has passed the menopause. 
It’s effective at reducing the risk of a broken bone by giving them 
the same exposure to hormones as the average woman.
      There have been concerns that giving HRT beyond this 
time might increase the chance of some health risks, like breast 
cancer, blood clots or stroke. Research studies have previously 
suggested that taking HRT long-term increased these risks. This 
was especially in older women who had a higher ‘background’ 
risk of these conditions to start with. In recent years, however, the 
evidence from some trials has been more reassuring.
      The current thinking is that HRT is generally safe and effective 

OSTEOPOROSIS
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when it’s prescribed in the right way for the 
women who need it. It’s important for women 
to discuss the risks and benefits with their 
healthcare professional to make an informed 
choice.
      As with all medications, there are risks 
linked to taking HRT, as well as benefits.    
The risks of taking HRT are not the same 
for everyone. They differ from one woman 
to another, depending on factors, such as 
their age, weight, medical and family history. 
It’s important for women to consider their 
personal risks and the benefits to help decide 
if HRT is the right treatment for them, which 
type to use, and how long to use it for. 
• Many, but not all, types of HRT are linked 
with a small increase in breast cancer 
risk, which increases with the duration 
of treatment. The risk is much lower for 
oestrogen-only HRT
• Some types of tablet HRT can increase the 
chance of developing blood clots but this isn’t 
the case for oestrogen given through the skin 
as a patch, gel or spray (transdermal)
• If you start HRT before aged 60 years, or 
within 10 years of the menopause, your risk 
of heart disease and stroke will be the same as 
anyone not taking HRT. For instance, if you 
have the menopause at 55 years, you could 
start HRT up to the age of 65 years without 
affecting your heart disease risk. If you start 
HRT outside of this time period, it may 
increase your risk of heart disease and stroke
• As you move into your 60s, the overall 
risks of HRT may outweigh the benefits. 
This is because your chance of having health 
conditions associated with HRT becomes 
more likely as you get older. A regular review 
of treatment choices is useful

      Women will generally be offered other 
bone-strengthening medications if they need 
them after the age of 60.

LIFESTYLE 
CHANGES 
There are positive lifestyle changes everyone 
can make for their bone health, which is 
especially important to think about when 
perimenopausal. These include:

MAINTAIN A HEALTHY BODY WEIGHT
A person’s risk of osteoporosis and broken 
bones increases if they’re underweight or 
overweight, so everyone should aim to keep 
their body weight in the range that is healthy.
      Anyone can find out how to calculate their 
BMI and find out the other things they can 
do to ensure they’re maximising their bone 
strength, by using the Royal Osteoporosis 
Society’s bone health checklist: www.theros.
org.uk/bone-health.

EXERCISE – THE WEIGHT-BEARING 
AND MUSCLE-STRENGTHENING 
KIND
Bones stay strong if you give them work to do.    
For exercise to be most effective at keeping 
bones strong, everyone needs to combine:
• Weight-bearing exercise with impact
• Muscle-strengthening exercise
      You are weight-bearing when you are 
standing, with the weight of your whole body 
pulling down on your skeleton. Weight-
bearing exercise with impact involves being 
on your feet and adding an additional force 
or jolt through your skeleton. This could be 
anything from walking to star jumps.
      When a person’s muscles pull on their 
bones it gives their bones work to do. 
Bones respond by renewing themselves and 
maintaining or improving their strength. 
As muscles get stronger, they pull harder, 
meaning bones are more likely to become 
stronger.
      Variety is good for bones, which can be 
achieved with different movements, directions 
and speeds – like when you are dancing, for 
example. Short bursts of activity can be best, 
such as running followed by a jog, or jogging 
followed by a walk. 
      Individuals can find out how to exercise 
for bones health and with osteoporosis on the 
Royal Osteoporosis Society website: www.
theros.org.uk/exercise-for-osteoporosis.

VITAMIN D 
Vitamin D helps the body absorb and use 
calcium, which gives bones their strength 
and hardness. Low levels of vitamin D could 
increase the risk of osteoporosis and broken 
bones.
      Between April-and-September in the UK, 
we are usually able to get enough vitamin D 
by spending 10 minutes a day with our skin 
exposed to the sunlight – being sure not to 
burn. Between the end of September-and-
April, however, this isn’t the case. 
      Public health advice is that people consider 
taking a daily supplement of 10 micrograms 
(sometimes called 400 units) of vitamin D 
during these months, when we are unable 
to absorb enough vitamin D from sunlight. 
Some people may even find it beneficial to 
take vitamin D all year round, for example, 
those who cover up their skin when they are 
outside.

NUTRITION
Eating and drinking the right things can 
support bone health at every stage of your life.
      Calcium and vitamin D are two nutrients 
well-known to be important for bones. But 
there are many other vitamins, minerals and 

nutrients that are vital to help bones stay 
healthy and strong.
      It’s all about having a healthy, balanced 
diet and eating food from a wide range of 
food groups to give bones all the nutrients 
they need:
• Fruit and vegetables
• Carbohydrates, like bread, potatoes, pasta 
and cereals
• Dairy and alternatives
• Proteins, like beans, eggs, fish and meat

      Excessive alcohol intake and smoking 
can also increase the risk of osteoporosis by 
impacting down the cells that build bone in 
the individual’s body. 
      Planning for and acting on bone health at 
the menopause can help set a positive pattern 
for the years to come. Happily, many lifestyle 
changes to benefit bones will also help to 
prevent other health conditions too. Read our 
bone health checklist.

OTHER RISK 
FACTORS
At the menopause women may also be 
affected by other risk factors for osteoporosis 
and fractures, such as a strong family history 
of osteoporosis, having particular medical 
conditions, or taking a medication that 
weakens bones. You can find out more about 
risk factors for osteoporosis by visiting www.
theros.org.uk.
      One very important risk factor is breaking 
a bone easily. So, if a person has a simple 
fall and breaks a wrist or hip, they need 
to get their bones checked by a healthcare 
professional who will talk to them about their 
risk factors.
      These people may need investigations or 
treatments for other conditions, or a fracture 
risk assessment to see if they are likely to 
break bones. This often includes a bone 
density scan.

FURTHER 
SUPPORT
The Royal Osteoporosis Society is the UK’s 
only national charity dedicated to bone health 
and osteoporosis.
      We run a free helpline led by nurses with 
specialist knowledge of osteoporosis and 
bone health. The helpline is open Monday-to-
Friday between 9am-to-1pm, and 2pm-to-
5pm. Support groups can also be accessed 
in-person or online. 
       For more information, visit www.theros.
org.uk or call the charity’s free helpline on 
0808 800 0035.

OSTEOPOROSIS
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A BRIGHTER 
TOMORROW
Post-Traumatic Stress Disorder 
(PTSD) can affect anyone who 
has been exposed to a traumatic 
event – an experience which has 
provoked fear, helplessness or 
horror. Here, PTSD UK share the 
significance of equipping yourself 
with the knowledge and details 
to understand the condition, and 
guide patients to the support and 
treatment they may need. 

It’s estimated that 50 per cent of people 
will experience a trauma at some point in 
their life. The majority of people exposed 
to traumatic events experience some short-
term distress, but eventually, their trauma 
fades to a memory – painful, but not 
destructive. However, around 20 per cent 
of people who experience a trauma go on 
to develop PTSD. In the UK, that’s around 
6,665,000 people, yet it is still an incredibly 
misunderstood, often misdiagnosed, and 
stigmatised condition.
      The defining characteristic of a 
traumatic event is its capacity to provoke 
fear, helplessness or horror in response to 
the threat of injury or death, and therefore 
PTSD can affect anyone. 
      Examples of traumatic events include: 
• Assault
• Road traffic incident
• Natural disasters
• Events experienced in occupations, like 
prison staff and emergency service workers 
• Burglary
• Domestic abuse
• Miscarriage
• Child abuse
• War
• Acts of terrorism
• Traumatic childbirth

WHY IS IT 
IMPORTANT 
TO RAISE 
AWARENESS OF 
PTSD?
There are huge numbers of people 
experiencing PTSD at some point in their 
lifetime – but it’s estimated that up to 70 
per cent of people with PTSD in the UK do 
not receive any professional help at all. 
      Some people may realise that they are 
struggling to cope after a trauma, but are 
unaware they have PTSD. They may feel 
that their symptoms are just part of their 
life now – even if they’re debilitating and 
affect every part of their life.
      For others who have a PTSD diagnosis, 
they may not know that treatments to 
help them recover are available. Just over 
a decade ago, people still thought that 
PTSD was an incurable condition, but 
more recent evidence and research proves 
it is possible for PTSD and Complex PTSD 
(C-PTSD) to be successfully treated many 
years after the traumatic event occurred – 

PTSD
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but the treatment options for PTSD are not 
as well-known as they need to be. 
      Additionally, people with PTSD are often 
misdiagnosed as they can develop additional 
disorders, such as depression, substance 
abuse, problems of memory and cognition, 
and other problems of physical and mental 
health. These comorbid conditions are what 
gets diagnosed, and the PTSD is left to get 
worse in many cases. 
      For many people, however, they’re 
simply unable to articulate how they feel, or 
feel able to reach out for help.
      PTSD can make us feel that our lives are 
unpredictable, that we are out of control, 
find it difficult to feel safe and trust other 
people, ourselves and our judgements. It 
also brings about serious, life-changing 
symptoms which, along with physical 
symptoms, typically fall into four groups:

• Reliving the traumatic event, perhaps 
in the form of flashback, nightmares 
or intrusive memories (also called re-
experiencing or intrusion)
• Avoiding situations that are reminders of 
the event
• Negative changes in beliefs and feelings
• Feeling hypervigilant and fearful of people 
and the world around them (also called 
hyperarousal)

      In order to get support to the people 
who need it, it’s vital to raise awareness in 
three main areas – the causes, the symptoms 
to look out for, and the treatments available:

THE CAUSES
Many people have pre-conceived ideas of 
PTSD, and what can cause it. There is a 
widespread misunderstanding that PTSD 
only affects veterans, or those in the armed 
forces (likely due to it’s previous name of 
shell-shock) but it can in fact affect anyone, 
of any age. It’s vital that people are aware if 
they (or a friend or family member) have 
suffered a trauma. They should be mindful 
of trauma symptoms, and the possibility of 
PTSD.

THE SYMPTOMS
There are two areas in which knowing the 
symptoms of PTSD are useful. The first is 
that people may recognise the symptoms 
in themselves (or a friend or family 
member) and reach out for help – starting 
their recovery process. The other is that 
those who are suffering with PTSD can 
understand that what they’re thinking or 

feeling, or how their body is reacting, is 
‘normal’ for someone with PTSD – this 
can be of huge comfort knowing that once 
the PTSD is resolved, those symptoms will 
be too. Some symptoms of PTSD can feel 
totally unconnected to the original trauma 
or the condition itself, so it’s really important 
that people can recognise just how PTSD 
can affect them.

THE 
TREATMENTS
PTSD is a misunderstood condition in many 
ways. Information about the treatments 
available is lacking and, at times, incorrect. 
NICE guidelines recommend Eye Movement 
Desensitisation Reprogramming and 
Cognitive Behavioural Therapy as the main 
options for the treatment of both PTSD and 
C-PTSD. There are also a variety of therapies 
and activities that can help ease symptoms 
while the individual waits for treatment.

AS A 
HEALTHCARE 
PROFESSIONAL, 
WHAT CAN I DO 
TO HELP?
In addition to those suffering with PTSD 
(and those around them), it’s vital that 
healthcare professionals are aware of all 
of these elements to look out for in their 
patients to avoid misdiagnosis, incorrect 
treatments, and to provide the best resources 
for their patients.
      With PTSD, knowledge IS power 
– learning more about PTSD is hugely 
important:
• Understanding what can cause PTSD 
allows you to be more mindful of any high-
risk patients that you come into contact 
with. You may be providing physiotherapy 
after a traumatic accident, removing stitches 
after a knife crime, or providing care to 
someone who you know suffered child 
abuse. If you feel they may be at risk from 
PTSD, if you’re comfortable, you can suggest 
they speak to their GP, or visit the www.
PTSDUK.org website for more information
• Knowing what the symptoms of PTSD are 
allows you to be more vigilant and watchful 
in the people you care for. Even joint pain, 
digestive issues, sleeplessness, skin problems 
and other physical symptoms can be a result 

of PTSD. Understanding this can help you 
treat patients more quickly and effectively – 
treating PTSD can eliminate these physical 
symptoms which are a result of stress and 
stress hormones in the body
• You can provide real empathy in how they 
may be feeling. Many people with PTSD 
suffer from exhausting hypervigilance (being 
on constant red alert all of the time) – and 
combined with their other symptoms, it can 
make it very difficult to leave the house, or 
make plans. So, for example, if your patient 
is missing appointments, or cancelling at the 
last minute, perhaps consider what you can 
do to help: discuss alternatives with them, 
such as a phone call, or early morning, or 
late afternoon appointments, or ask them to 
bring a friend with them
• Understanding that treatments are 
available for PTSD and C-PTSD allows 
you to provide hope to people with the 
condition. PTSD can make you feel very 
isolated, alone and fearful – you can’t 
understand how there can be a ‘way out’, 
and as a result many people see suicide as 
their only option. By having a knowledge 
of the treatments, and how they work, you 
can reassure your patient that things can get 
better – tomorrow CAN be a new day
• You can share resources and tools which 
can help ease their symptoms while they 
wait for treatment. Things like acupuncture, 
yoga, journaling, running, and sea 
swimming, along with a variety of therapies, 
such as art therapy, narrative exposure 
therapy, accelerated resolution therapy and 
hydrotherapy, can all offer welcome relief 
from the day-to-day symptoms experienced

     Thanks to this publication, throughout 
the year, we’ll be bringing you more 
information about PTSD to help you 
support not only patients or clients, but also 
your friends and family around you who 
may be affected by PTSD. We’ll be taking a 
more in-depth look at a variety of aspects of 
PTSD – but if you’d like more information 
about PTSD in the meantime, please do 
visit our website: www.ptsduk.org.
      If you or your workplace would be 
willing to have a stand with / hand out 
leaflets and booklets about PTSD – drop 
us an email at info@ptsduk.org with your 
name, address and some information about 
what you need. 

PTSD

45FEB 2022SHR



46 FEB 2022 SHR

WWW.SCOTHEALTHCARE.COM

PROSTATE 
CANCER: WHAT YOU 

NEED TO KNOW
In this article, Prostate Cancer UK 
Specialist Nurse, John Robertson, 

highlights the information which you 
should be aware of regarding prostate 

cancer and how you can support men who 
are at risk of or affected by the condition.

Prostate Cancer UK’s team of specialist nurses provide expert 
support and information to thousands of people each year. They 
help anyone with concerns or questions about prostate cancer 
or benign prostate conditions – including men, their loved ones, 
and other health professionals. 

HOW COMMON IS PROSTATE CANCER AND 
SHOULD MEN BE CONCERNED?
Prostate cancer is the most common cancer in men. It affects 
one-in-eight men in their lifetime, and around 400,000 men are 
living with or after the disease in the UK. 
      If prostate cancer is caught early, there’s a good chance it can 
be cured. Unfortunately, too many men are still being diagnosed 
too late, when treatment, rather than cure, is the only option.
      This was exacerbated by the impact of COVID-19, which 
made it harder for men to see their GP. During the peak of the 
pandemic, from April 2019-to-March 2020, prostate cancer 
referrals dropped by around 55,000 in England alone. This 
meant that thousands of men were missing out on potentially 
life-saving treatment. 
      Although the most recent data suggests that referrals have 
returned to pre-pandemic levels, it’s vital that we find the 
thousands of ‘missing men’ who could be living unknowingly 
with life-threatening disease. That’s why we’re asking people 
to share our 30-second online risk checker, to help men 
understand their risk and what to do next. You can find it at 
www.prostatecanceruk.org/riskcheck.  

WHO’S AT RISK?
Prostate cancer mainly affects men over 50 and risk increases 
with age. The risk is higher for black men and men with a family 
history of prostate cancer. 
      We believe that it’s sensible for men over 50 to speak to their 
GP about the pros and cons of having a baseline PSA test. For 
those at higher risk, this could be considered from age 45. 

ARE THERE ANY SIGNS 
OR SYMPTOMS MEN 
SHOULD LOOK OUT FOR?
Unlike other cancers, early 
prostate cancer usually has no 
symptoms, so men can’t afford 
to wait to see changes before 
they act and should consider 
their risk instead. However, 
anyone experiencing changes 
in the way they urinate should 
go to their GP for a check-up. 
It’s important to remember that 
these can often be a sign of a 
benign prostate problem, rather 
than prostate cancer. 

WHY ISN’T THERE 
A SCREENING 
PROGRAMME FOR 
PROSTATE CANCER? IS 
THERE ANY POSSIBILITY 
OF ONE BEING 
INTRODUCED?
We urgently need a screening 
programme to help stop so 
many men dying from prostate 
cancer. Unfortunately, the 
best medical science shows 
that current tests simply aren’t 
reliable enough to use as a 
screening programme. 
      Finding a suitable and 
effective screening programme 
for men is a top priority for 
Prostate Cancer UK and we’re 
continuing to invest in research 
to make this a reality as soon 
as possible. Until then, it’s 
important to make sure that 
men are aware of their risk. 

HOW CAN HEALTH 
PROFESSIONALS 
SUPPORT EARLIER 
DIAGNOSIS? 
You can raise awareness of 
the disease and help men 
understand their risk by sharing 
our 30-second risk checker at 
www.prostatecanceruk.org/
riskcheck. We also have free 
information resources to display 
in your practice, pharmacy, or 
clinic available on the Prostate 
Cancer UK website.
      If you’re looking to 

develop your knowledge and 
understanding of prostate 
cancer, our free online learning 
modules are specifically 
designed to help you provide the 
best care to your patients. 
      Our specialist nurses are also 
here to answer any questions 
you may have. Call us on 0800 
074 8383 or find us online at 
www.prostatecanceruk.org.    

HOW HAS PROSTATE 
CANCER CARE CHANGED 
OVER THE PAST 25 
YEARS? LOOKING TO THE 
FUTURE, IS THERE CAUSE 
FOR OPTIMISM? 
A man diagnosed in 1996, 
when Prostate Cancer UK was 
founded, faced a very different 
world than what we know 
today: treatment options were 
extremely limited and damaging 
to quality of life, and without 
any money going into prostate 
cancer research, there was little 
hope of things changing. 
      Thankfully, things have 
changed dramatically for 
men with prostate cancer 
since then. From developing 
new techniques like mpMRI 
to improve the accuracy of 
diagnosis, to improving the 
technology behind treatments, 
like radiotherapy, and finding 
new treatments for advanced 
disease, we’ve been able to 
make significant developments 
in diagnosis, treatment and 
support – largely thanks to huge 
research investment by Prostate 
Cancer UK and others.
      We hope to see even bigger 
and better improvements 
over the coming years, with 
a number of new tests and 
treatments on the horizon.
      If you have any concerns or 
questions about prostate cancer, 
you can contact Prostate 
Cancer UK’s specialist nurses 
on 0800 074 8383 or online at 
www.prostatecanceruk.org.

Prostate Cancer UK is a registered charity in 
England and Wales (1005541) and in Scotland 
(SC039332). Registered company 02653887.

PROSTATE CANCER
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The Northern Health & Social Care Trust is offering a free programme to 
anyone who has been told they are pre-diabetic.
      The Diabetes Prevention Programme (DPP) is targeted at individuals 
who have been tested by their GP and have a blood sugar level slightly 
above the normal range. The initiative aims to tackle the increasing 
prevalence of type 2 diabetes and has already helped hundreds of people 
across the Northern Health & Social Care Trust area.
      Approximately 95,000 people are living with type 2 diabetes in 
Northern Ireland, a startling 60 per cent increase in the last decade. 
      The DPP is delivered across the Northern Health & Social Care 
Trust by specialist health coaches who work to support and motivate 
participants to make healthy lifestyle changes over a nine-month period, 
with the objective of postponing, and even preventing, type 2 diabetes.
Leesa Houston, the DPP Manager with the Northern Health & Social 
Care Trust, explained further, ‘The DPP is unique; instead of telling our 
participants what to do, the health coaches motivate and support them 
to make their own behaviour changes around what really works for them.   
This has resulted in more long-term benefits for our participants.
      ‘Our results speak for themselves, of nearly 374 participants who have 
completed the DPP, 80 per cent have reduced their blood sugar levels, 
over half of these people are no longer pre-diabetic and 66 per cent have 
lost weight.’ 

SUCCESSFUL PREVENTION 
PROGRAMME TO STOP DIABETES 

SURGE
The UK’s reluctance to talk about death and low awareness of 
palliative care contribute to one-in-four people missing out on vital 
care at the end of their lives, said Marie Curie.
      The end-of-life charity hope to help break the persistent stigma 
around death to help people understand the care and support they 
might need at the end of their lives. In a recent survey, despite living 
in pandemic times, around half of people in the UK (51 per cent) 
think we don’t talk enough about death and dying as a society.
      The findings also reveal as many as a third of people in the UK are 
not familiar with common terms used by healthcare professionals and 
others in care for dying people. Marie Curie said that this means that 
people who need this vital care may not access it, or don’t understand 
what care to ask for.
      Among the words that people didn’t recognise were ‘palliative 
care’ (31 per cent), ‘hospice care’ (32 per cent), and ‘end-of-life care’ 
(33 per cent).
      And when it comes to practical steps around end-of-life care and 
funeral planning, nearly half didn’t recognise ‘Power of Attorney’ 
(44 per cent) or ‘Living Will’ (53 per cent), and over three-quarters 
weren’t familiar with ‘Advance Care Plan’ (77 per cent). The lowest 
recognition was for the term used to describe written documentation 
expressing your healthcare wishes if you’re not able to communicate 
them yourself; ‘Advance Directive’ (87 per cent).
      The charity warns that society’s reluctance to think or talk about 
death and dying mean that many people feel deeply unprepared and 
distressed when facing the end-of-life, either for themselves or their 
loved ones.
      Chief Investigator, Professor Annmarie Nelson, Scientific Director 
at the Marie Curie Palliative Care Research Centre based at Cardiff 
University’s School of Medicine, said, ‘Our research clearly shows 
that as many as one-in-three people are unfamiliar with end-of-life 
care terminology, which is a barrier to accessing care or services. It is 

SPREADING 
THE WORD
As the stigma of talking about 
death persists, a significant 
proportion of society are 
missing out on care. How 
can we help overcome these 
conversational barriers?

MARIE CURIE
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shocking to realise that over 30 per cent of the population do not 
understand everyday language used by health and care professionals.     
This lack of a common language can lead to unnecessary confusion 
and distress at a time when important conversations are, and should 
be, taking place.’

THE IMPORTANCE OF UNDERSTANDING
Ranbir Saib, 54, lives in Hayes, West London. Her 81-year-old mum, 
Gurvinder Choda, had Marie Curie nursing care, before she died at 
home in Southall in October 2019.
      Ranbir said, ‘We were told mum was being moved over to 
palliative care about a month before she died. She was being 
discharged from hospital for the last time, and when they mentioned 
palliative care, I don’t think I fully understood what that meant. 
When I asked, they said it’s the last care in her journey and I thought 
of course it is, because she’s elderly. I took it literally.
      ‘When the Marie Curie nurse came over, she said do you know 
what palliative care means? She literally said, it means she will die. I 
think it was the first time that we all sat together as a family to think, 
how long do we have her?
      ‘I called all the family around and I asked the Marie Curie nurse 
to explain what will happen next. That conversation really helped. 
It made us realise how limited our time was with mum. We started 
taking it in turns to sit with her and hold her hand. We had our 
conversations with her, even if she was asleep, we trusted she could 
hear us.
      ‘If the Marie Curie nurse hadn’t explained to me that mum was 
dying, there’s a risk I would have missed her final moments.’ 



THE CROWNE PLAZA HOTEL, GLASGOW
WEDNESDAY 23RD NOVEMBER 2022

Healthcare
Scottish

Awards 2022

Applications
Available 

Soon

Kyron
Media

chris.flannagan@nimedical.info
@kyronmedia

Kyron Media

Visit www.scottishhealthcareawards.info for 
more information and updates 

WWW.SCOTHEALTHCARE.COM

48 FEB 2022 SHR



WEDNESDAY 23RD NOVEMBER 2022

Pharmacy 2030 is Royal Pharmaceutical 
Society Scotland’s brand-new 
professional vision for the future 
of pharmacy in Scotland, produced 
in collaboration with the National 
Pharmacy Technician Group Scotland.

It describes an exciting future, in which 
pharmacy teams will work together, 
using their expertise to make the best 
use of medicines. They will take a 
person-centred approach,
providing care holistically rather
than by clinical condition.

Watch out for Pharmacy 2030
events on our website:
www.rpharms.com/scotland

For more information please contact:
ExternalRelations@rpharms.com

You can read the vision at:
www.rpharms.com/pharmacy2030
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a professional vision
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research skills (see figure below: the Four Pillars 
of advanced practice).  Alongside this, some 
pharmacists will choose to complete higher 
degrees which will be essential for supporting 
evidence-based practice. Pharmacists in all roles 
will have equal access to post-graduate education 
to support their career development.  

For pharmacy technicians, professional 
development will be shaped by a suite of 
frameworks similar to those for pharmacists and 
other professions in the multidisciplinary team. 
Pharmacy technicians will progress through career 
stages defined in the frameworks while evidencing 
experiential learning. This will lead to commonality 
in the language being used to describe roles  
and responsibilities in both pharmacy professions. 
Pharmacy technicians will undertake recognised 
accredited qualifications to underpin the 
frameworks to further support the development  
of their role. Pharmacy technicians will have  
equal access to advanced education to support 
their career development.

2  .  3   
D E V E L O P I N G  T H E  W O R K F O R C E

2 .3 . 1 Career and professional development

By 2030, career development pathways will 
be in place for all members of the pharmacy 
team. These pathways will support professional 
development, enabling people to flourish and  
feel fulfilled in their roles, whether these are 
exclusively in one area of pharmacy or as part of  
a portfolio career. 

For pharmacists, professional development will 
be aligned to the RPS curricula for foundation, 
advanced and consultant practice9 . Pharmacists 
will progress through the career stages defined 
in these frameworks and the associated 
credentialing. These frameworks encompass 
professional practice, collaborative working, 
leadership and management, education and 

9. Royal Pharmaceutical Society. Credentialing: setting the standards 

for pharmacy. Available at: www.rpharms.com/development/

credentialing

9

In addition, this curriculum will:

• Ensure consistency across roles and provide 
assurance for other health care professionals, 
patients and the wider public as to the 
competence of consultant pharmacists.

• Provide details of the services and scope  
of practice that those credentialed against  
the curriculum will be able to deliver. 

Consultant pharmacists are central to delivering 
transformation in pharmacy services and the 
pharmacy workforce; they will act as essential 
system leaders and catalysts for change across 
practice, education and research ultimately 
improving the care patients receive.

Ensuring quality

This curriculum is designed to articulate the 
knowledge, skills, behaviours, experience and level 
of performance expected of those individuals 
practising at the entry level of consultant 
pharmacist practice in patient-focussed roles.  
The curriculum has been designed to closely 
align with the four pillars of advanced practice 1 
recognised across healthcare professionals: 
clinical practice, leadership and management, 
education and research. 

1 . Manley, K. (1997) A conceptual framework for advanced practice:  

an action research project operationalising an advanced 

practitioner/nurse consultant role, Journal of Clinical Nursing,  

6(3), pp.179-190.

The four pillars of advanced practice

The four pillars of advanced practice
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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 Diurnal on  
adverse-events@diurnal.co.uk Telephone +44 (0) 7917 334899

Abbreviated Prescribing Information for Alkindi®  
0.5 mg, 1 mg, 2 mg, and 5 mg granules in capsules  
for opening (Hydrocortisone)  
 
Capsules for opening containing 0.5 mg, 1 mg, 2 mg 
or 5 mg of hydrocortisone respectively. Indication 
Replacement therapy of adrenal insufficiency in infants, 
children and adolescents (from birth to < 18 years old). 
Dosage Dosage must be individualised according 
to the response of the patient: the lowest possible 
dosage should be used. Recommended replacement 
doses are 8-15 mg/m2/day, in three or four divided 
doses.  In minor illness or trauma, the total daily dose 
of Alkindi may need to be doubled or tripled. In more 
severe situations particularly with vomiting/diarrhoea, 
high fever or trauma/surgery parenteral administration 
of hydrocortisone and transfer to a facility with 
resuscitation facilities are necessary. Administration 
The capsule shell must not be swallowed but carefully 
opened. The granules are either poured directly onto 
the child’s tongue, or a spoon, with or without soft 
food, can be used to place the granules in the child’s 
mouth. Immediately after administration fluid should be 
given orally. Contraindications Hypersensitivity to the 
active substance or to any of the excipients. Patients 
with dysphagia or premature infants where oral feeding 
has not been established. Warnings and precautions 
Where a child is vomiting or acutely unwell parenteral 
hydrocortisone should be started immediately. Sudden 
discontinuation of therapy risks adrenal crisis and 
death. Relative adrenal insufficiency may persist after 
discontinuation and in any stress situation therapy 
should be reinstated. Any signs of infection should be 
treated seriously, with an increased dose of Alkindi 
being started promptly. Inaccuracy in dosing possible 
with conventional oral hydrocortisone crushed or 

compounded formulations can lead to adrenal crisis 
when switching from these to Alkindi. Close monitoring 
of patients is recommended for a week after switch, 
and extra doses of Alkindi should be given if symptoms 
of adrenal insufficiency are seen. If this is required, an 
increase in the dose of Alkindi should be considered and 
immediate medical advice should be sought.
Growth and/or bone mineral density may be retarded 
during infancy, childhood and adolescence. Psychiatric 
disturbances have been observed in adult patients 
taking replacement doses of hydrocortisone. If this 
occurs parents should seek medical advice immediately. 
Rarely anaphylactoid reactions have occurred in 
patients receiving corticosteroids. Visual disturbances of 
various types have been reported in patients receiving 
oral corticosteroids. Should this occur, consult an 
ophthalmologist. Granule cores may sometimes be seen 
in stools, no additional dose is required. Alkindi must not 
be administered through nasogastric tubes. Interactions 
Hydrocortisone is metabolised by cytochrome P450 
3A4 (CYP3A4). Concomitant administration of 
medicinal products inhibiting or inducing CYP3A4 
may require dose adjustment of Alkindi and close 
monitoring. Pregnancy and lactation Hydrocortisone 
for replacement therapy can be used during pregnancy 
and breast feeding. Adverse events A total of 30 
healthy adult male subjects in two phase 1 studies and 
24 paediatric patients with adrenal insufficiency in two 
phase 3 studies have been treated with Alkindi. There 
were no adverse reactions seen in any of the studies. 
In adult patients receiving hydrocortisone replacement 
therapy adverse events have been reported with 
unknown frequency: psychosis with hallucinations 
and delirium, mania, euphoria, gastritis, nausea, and 
hypokalaemic alkalosis. 
 

Legal classification: POM

Product 
(50 capsule 
bottle)

Basic 
NHS Cost

MA Number

Alkindi 0.5 mg 
granules in 
capsules for 
opening

£33.75 PLGB 50616/0007 
(UKNI) 

EU/1/17/1260/001

Alkindi 1 mg 
granules in 
capsules for 
opening

£67.50 PLGB 50616/0008 
(UKNI) 

EU/1/17/1260/002

Alkindi 2 mg 
granules in 
capsules for 
opening

£135.00 PLGB 50616/0009 
(UKNI) 

EU/1/17/1260/003

Alkindi 5 mg 
granules in 
capsules for 
opening

£337.50 PLGB 50616/0010 
(UKNI) 

EU/1/17/1260/004
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hydrocortisone granules
in capsules for opening

5.5 mg daily8.5 mg daily 11 mg daily16.5 mg daily

In the long term follow-up study for 
Alkindi, there were no trends for 
accelerated or reduced growth and 
no adrenal crises were observed2

Alkindi® for the Individual
Individualised, accurate and flexible dosing —  
without the need for compounding1


