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How much could you save
on emollient prescribing?

‘Emollient prescribing has been a
useful area to address as part of
QIPP. The focus has been on optimising
patient care by offering emollient
products that patients are happy to use.
Feedback from GPs has been positive
and changes have been simple to
implement. Patient care has not been
compromised and changes to the
product prescribed have been
acceptable to most patients.’
Thornton & Ross, Linthwaite,
Huddersfield HD7 5QH
01484 842217
www.zeroderma.co.uk
zeroderma@thorntonross.com

NEW Zeroveen® Cream – a 2-in-1
emollient containing natural oatmeal.
Zeroveen is a non-greasy, silky, 2-in-1 moisturising
cream and wash containing natural oatmeal. With proven
24-hour moisturisation2, Zeroveen has both occlusive and
humectant properties, as it contains glycerol to actively
draw moisture into the skin. The 500g airless pump
dispenser offers less than 2% wastage.

Up to

31%
cost saving
per pack

Up to

37%
cost saving

Zeroderm® Ointment – convenient
3-in-1 emollient therapy

per pack

SLS-free Zeroderm Ointment provides a rich
3-in-1 emollient for the management of eczema
and dry skin conditions. Zeroderm Ointment can
be used as a skin cleanser, a bath additive and as a leave-on moisturiser.

Survey shows the benefits
of Zerodouble® Gel

Up to

16%
cost saving
per pack

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

QIPP
TOOLKIT

By changing from proprietary emollient brands
to the cost-effective Zeroderma emollient range,
the NHS could save over £14 million1 p.a.

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

For FREE samples for patient evaluation please
email: zeroderma@thorntonross.com

1. PCA data, June 2017. 2. Study to determine the effect of two moisturisers, data on file. 3. Data on file, T&R, 2015

The Zeroderma emollient range offers
a choice of five creams, one ointment,
one gel and two bath additives providing complete emollient therapy
for moisturising, washing and bathing.
All Zeroderma products are gentle on
the skin and do not contain the harmful
irritant sodium lauryl sulfate (SLS).
Zeroderma products are similar in formulation
to around 40% of emollients currently
prescribed by Health Boards and offer cost
savings of up to 37%, with no compromise
on patient care. Around 80% of formularies
and prescribing guidelines already include at
least one Zeroderma product. The
Zeroderma emollient range is available on
prescription.
A CCG who recently started using the
Zeroderma range commented:
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Welcome to the latest edition of Welsh Pharmacy
Review!
The London Marathon recently
enraptured the nation for another year,
and I’m delighted to say that I was front
and centre of the action – warming up;
running; and smashing my personal best.
Okay, in full disclosure – I warmed
up leftovers for lunch; I ran a bath; and
my personal best actually relates to the
fast-paced mopping of my kitchen floor
(which I think is still pretty praiseworthy).
So, the closest I came to the racing
route may have been through my
television screen, but I can still appreciate
the mighty efforts of the competitors –
and how their triumphs have translated
in to extraordinary fundraising for so
many great causes. In fact, last year’s
Virgin Money London Marathon raised
a record-breaking £61.5 million for
charity.
While I’ve never completed it, I’m
friends with people a lot more impressive
than myself; one of whom ran the
marathon two years ago for a charity
which hits a personal note for her due
to her father’s diagnosis – Parkinson’s
UK. It makes me immensely proud that
we, as a magazine, are able to honour
the research and sector-shaping work
of organisations like this. And in fact,
in this edition of WPR, we cast a light
on the estimated 7,692 people in Wales

currently living with the condition, and
the new management advice at hand
courtesy of Parkinson’s UK (page 12).
Speaking of pride, as mentioned last
issue, 2018 marks the 10th anniversary
of the Welsh Pharmacy Awards – and
we’re excited to officially kick off the
celebrations by introducing you to our
fantastic finalists (beginning on page 27).
It’s set to be an unmissable evening!
As well that, we break down FeNO
testing in our need-to-know guide (page
19), check in with how the All Wales
Medicines Strategy Group is promoting
rational prescribing across Wales (page
six), and recap the important role which
pharmacists have to play in the future of
biosimilar medicines (page 14).
Don’t forget to find out more about
Time to Change Wales’ latest moves
relating to mental health, too (page
eight).
Happy reading!

10TH WELSH PHARMACY
AWARDS

DO YOU HAVE WHAT IT TAKES?

VISIT US AT WWW.WALESHEALTHCARE.COM

To access the previous edition
of WPR online, visit
www.waleshealthcare.com/
previous-issue

@MEDCOMwales

Medical Communications Ltd
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GOOD LUCK TO EVERYONE
Independent Pharmacy plays an integral part in community healthcare and
that is why Alliance Healthcare, one of the UK’s leading distributor and
wholesaler of pharmaceutical, medical and healthcare products, is delighted
to support the Independent Pharmacy Practice of the Year category at this
year’s Welsh Pharmacy Awards.
The award recognises the pharmacy practice that has excelled in delivering
outstanding healthcare and service in the community. Alliance Healthcare
is committed to supporting independent pharmacists and the enormous
contribution they make to the healthcare of their local community - that’s why
the Welsh Pharmacy awards are an important way of recognising excellence
across all areas of pharmacy.
With end-to-end involvement right across the supply chain, from factory gate
to patient and every point in between, we are committed to using our extensive
network and years of expertise to deliver, not only medicines, but added-value
services to improve healthcare in our communities.

To find out more about the solutions we can offer, visit our website
www.alliance-healthcare.co.uk or call us on 020 8391 2323.
Member of Walgreens Boots Alliance
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NEWS
HEALTH BOARD PROVIDES
TB TESTING FOR
VULNERABLE GROUPS

The one-stop Tuberculosis
screening service attracted an
impressive number of community
members
Cardiff and Vale University Health Board’s
Tuberculosis (TB) control team has been assessing
high-risk members of the community – by thinking
outside the box and utilising a mobile testing bus.
In order to conduct the testing, the TB nursing
team partnered with the Find and Treat team from

London, as well as the local outreach team and support
workers, who encouraged their clients to attend the
one-stop screening service for TB.
The bus was stationed outside the Huggard Centre
in Cardiff, and the high-risk attendees which the
service engaged with included those with drug and
alcohol addictions, street workers, and the homeless.
Overall, this new testing method was successful
in enhancing accessibility, as the bus was visited by
111 people who were given a quick test for TB and
received their results on-the-spot. Everyone who was
tested also received a free meal from the Huggard
Centre, and for those clients who required treatment
following their test, the nursing team took time to
speak to them about available options.
Yvonne Hester, TB Nurse Specialist at Cardiff and
Vale University Health Board, offered an insight into
the motivation behind the endeavour, saying, ‘We
work with vulnerable groups within the community
with complex social circumstances, so an outreach
service is needed as they may not have access to
healthcare services, or getting them to a hospital
appointment can be difficult. Using initiatives such
as the Find and Treat bus really works in taking these
services to them.
‘By providing on-the-spot testing and results we can
educate and inform the clients on what they need to
do next to keep themselves well. This approach works
better for these groups as it is unlikely they would go
back for results, and the whole process takes just a few
minutes.’

NEW HOSPITAL DIRECTOR FOR WITHYBUSH
Andrew Burns has been appointed as Hospital
Director for the Withybush Hospital,
Haverfordwest, following the recent retirement of his
predecessor and a subsequent recruitment process.
Already a Consultant Colorectal and General
Surgeon at Withybush Hospital since 2012, Andrew
has also held a number of managerial roles at Hywel
Dda University Health Board, including Chair of the
Gastrointestinal and Urological Population Health
Group, and Clinical Lead for anaesthetics, critical
care, theatres, and day surgery services.
Hot on the heels of the announcement, Joe Teape,
Director of Operations, and Deputy Chief Executive
at the health board, commented, ‘I am really pleased
that Andrew is joining the clinical leadership team
and I look forward to working with him to improve
services we provide to Pembrokeshire’s patients.
He is a respected colleague with a wealth of clinical
experience and knowledge.
‘His interest in health technologies, innovation,
and healthcare reform will be key in helping to
transform local healthcare for our population in the
future.’
Meanwhile, looking to the future remit of his new
position, Andrew said, ‘I’m delighted to have been
appointed to this important role. I look forward

to working closely with colleagues in the hospital
and across the university health board. As Hospital
Director, I will do everything I can to provide the
best possible strategic and clinical leadership, and
support to the services we provide, now, and in the
future.’

Andrew Burns

If you have any news stories you'd like to share in future editions, please email sarah.nelson@medcom.uk.com.
4 | WPR | May 2018

PCOS LINKED
TO ADHD
AND AUTISM
SPECTRUM
DISORDER

Women with polycystic ovary
syndrome (PCOS) are prone
to mental health disorders, and
their children face an increased
risk of developing attention
deficit hyperactivity disorder
(ADHD) and autism spectrum
disorder, according to a new
study carried out by researchers
at Cardiff University’s
Neuroscience and Mental
Health Research Institute.
PCOS affects seven to 10 per
cent of women of childbearing
age, and is the most common
cause of infertility in young
women, while the elevated male
hormone levels associated with
the condition lead to an array
of other emotionally distressing
symptoms.
Dr Aled Rees, who led the
study, reflected, ‘This is one
of the largest studies to have
examined the adverse mental
health and neurodevelopmental
outcomes associated with
PCOS, and we hope the results
will lead to increased awareness,
earlier detection, and new
treatments.’
In the retrospective cohort
design study, the team assessed
the mental health history of
nearly 17,000 women diagnosed
with PCOS.
When compared with
unaffected women, matched
for age and body mass index,
the study found that PCOS
patients were more likely to be
diagnosed with mental health
disorders, including depression,
anxiety, bipolar disorder, and
eating disorders. Children born
to mothers with PCOS were
also found to be at greater risk of
developing ADHD and autism
spectrum disorders.
These findings suggest that
women with PCOS should
be screened for mental health
disorders, to ensure early
diagnosis and treatment, and
ultimately improve their quality
of life.
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NEWS
NEW NPA CHAIR ANNOUNCED

Nitin Sodha
Nitin Sodha has replaced Ian Strachan as chair of the
National Pharmacy Association (NPA), following a
recent NPA board meeting.

Nitin – who is Managing Director of Knights
Chemists – was first elected to the NPA board in
2007, and has served as vice chair since 2014.
Commenting on his new role, he said, ‘It is an
honour to be chosen to chair an organisation so
central to the history and the future of independent
community pharmacy. After four years as vice chair,
I look forward to continuing to work hard, with my
board colleagues and the NPA staff, in the interests of
independent pharmacies and the patients they serve.’
Meanwhile, Ian Strachan – whose four-year term as
chair has ended – said, ‘I am handing the baton over
to an experienced colleague, who is passionate about
community pharmacy, as are we all on this board.
‘These are challenging times for the sector, but the
new chair, myself and the entire board are ready to play
our part in helping independents take the journey of
change that is necessary.’
Also revealed has been the election of Andrew
Lane as vice chair, and Michael Guerin continues as
treasurer.

FUNDING
INJECTION TO
IMPROVE CANCER
SERVICES AT
WITHYBUSH

Health Secretary, Vaughan
Gething, has announced that £3
million funding will be provided
to modernise haematology,
oncology, and palliative care
services at Withybush Hospital,
Haverfordwest.
The impact of this
investment will be far-reaching
– enabling the hospital’s
existing Ward 10 to be updated
to improve safety, clinical
quality, and provide a better
environment for patients and
staff. The former Ward 9 area
will also be developed to serve
as a ward area to allow Ward 10
patients to be cared for while the
building works are carried out
on the existing Ward 10, which
will close for refurbishment.
The local community in
Pembrokeshire has played a
significant part in helping to
raise funds to bolster these
facilities, with over £450,000
being raised to date by the
health board’s Pembrokeshire
Cancer Services Fund and Elly’s
Ward 10 Flag Appeal.
Revealing the exciting
news, the Health Secretary
said, ‘I am very happy to be
able to announce the £3.15
million funding to complete
the improvements to Wards 9
and 10 at Withybush Hospital.
This project will transform
these services at the hospital
to provide a modern, fit-forpurpose environment for staff,
patients, and their families.
‘It was a pleasure to meet
with staff and the Neville family
today. Elly’s fundraising efforts
have been truly inspirational,
and the new facility will be a
tribute to her hard work and
dedication.’
The work is expected to be
completed by the summer of
2019.
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AWMSG

SPOTLIGHT ON:
NATIONAL
PRESCRIBING
INDICATORS
In this edition of WPR we help bolster
your awareness of the moves being made
by the All Wales Medicines Strategy
Group to promote rational prescribing
across Wales.
Where there are clear safety, stewardship, or efficiency
messages that can indicate good practice, prescribers often
find it useful to benchmark themselves against others;
whether that be at health board, cluster or practice level.
To facilitate this, in October 2003 the All Wales
Medicines Strategy Group (AWMSG) agreed that National
Prescribing Indicators (NPIs) were useful tools to promote
rational prescribing across NHS Wales. When collected over
a period of time, NPIs can also identify changing trends in
what is being prescribed (using dispensing as a proxy), and
thus provide signals to aid further enquiry into why such
changes may have occurred.
NPIs are used to highlight therapeutic priorities for NHS
Wales and compare the ways in which different prescribers
and organisations use particular medicines or groups of
medicines. Prescribing indicators should be evidence-based,
clear, easily understood, and allow health boards / trusts,
practices, and prescribers to compare current practice against
an agreed standard of quality. The NPIs should address
efficiency as well as safety and quality, and targets should be
challenging, but achievable and applicable at practice level.

DEVELOPMENT OF NPIs

Each year, the NPIs from the previous year are reviewed by
the NPI Task and Finish Group of the All Wales Prescribing
Advisory Group (AWPAG). The Task and Finish Group
assesses whether the NPIs from the previous year are still
relevant, taking into account any changes in the available
evidence, and identifies any other priority areas that may
be appropriate to monitor as an NPI. This is in addition
to considering feedback received from stakeholders across
Wales.
This development period is then followed by review at
subsequent AWPAG meetings, a full public consultation
period, and subsequent endorsement by AWMSG.
6 | WPR | May 2018

IMPACT OF NPIs

Monitoring data for the indicators are collated on a quarterly
basis, and can be viewed and analysed through the Server for
Prescribing Information Reporting and Analysis (SPIRA).
A quarterly monitoring report is also produced by the All
Wales Therapeutics and Toxicology Centre (AWTTC), and
can be accessed via www.awttc.org. The last quarterly report
was compiled in January 2018, and examines the period of
July 2017 to September 2017.
Implementation of the NPIs has been associated with a
reduction in inappropriate prescribing within Wales.
Welcome nationwide trends in prescribing, when
compared to the equivalent quarter in the previous year,
included:
• Prescriptions of cephalosporin items fell by 8.77 per cent in
primary care
• Hypnotics and anxiolytic prescriptions fell by 8.52 per cent
in primary care
• Tramadol prescribing fell by 8.15 per cent in primary care
• Prescribing of high-strength inhaled corticosteroids
(expressed as a percentage of all inhaled corticosteroids
prescribing) fell by 6.71 per cent in primary care
• Prescribing of long-acting insulin analogues (as a
percentage of total long- and intermediate-acting insulin) fell
by 1.45 per cent and 2.22 per cent in primary and secondary
care, respectively
Since their inception, NPIs have evolved to encompass
secondary care prescribing in addition to primary care,
and have been utilised to encourage increased engagement
with initiatives such as reporting of suspected adverse drug
reactions through the Yellow Card Scheme. Following the
introduction of an NPI in April 2014, the number of Yellow
Cards submitted in 2016 to 2017 by GPs in Wales had
increased by 58 per cent compared with the previous year.

WWW.WALESHEALTHCARE.COM

AWMSG

NPIs FOR 2018 TO 2019

In February 2018, AWMSG endorsed the NPIs for 2018 to
2019. Each of these NPIs has a focus on safety, stewardship
or efficiency, and fits one of three categories (see below).
AWMSG has identified a goal in its new strategy for 2018
to 2023 that NPIs should move towards being more patientfocussed, with measures considering whether the right
patients are getting the right medicines, and whether these
medicines are making a difference to their outcomes. The
latest set of NPIs has introduced a set of Prescribing Safety
Indicators to gather baseline data on a range of measures
focussed on identifying patients at high risk of adverse drug
reactions and medicines-related harm.
The full list of NPIs for 2018 to 2019 includes:

SAFETY
☐ Prescribing Safety Indicators – identify patients at high
risk of adverse drug reactions and medicines-related harm in
primary care, for example:
• Patients with a peptic ulcer prescribed a non-steroidal
anti-inflammatory drug (NSAID) without a proton pump
inhibitor (PPI)
• Patients with asthma prescribed a beta-blocker
• Patients over 65 years of age prescribed an
antipsychotic medicine
☐ Hypnotics and anxiolytics – reduce the amount of
inappropriate prescribing of hypnotics and anxiolytics (e.g.
benzodiazepines and z-drugs) in primary care
☐ Analgesics – reduce the amount of inappropriate prescribing
of tramadol, opioid patches, gabapentin and pregabalin in
primary care
☐ Yellow Card reporting – continue to increase the amount
of Yellow Card reporting in primary care, as well as
demonstrating health-board-wide increases through increased
reporting from secondary care and members of the public

STEWARDSHIP
☐ Antimicrobial stewardship:
• Encourage the appropriate prescribing of all antibiotics
• Reduce variation and overall prescribing of the
‘4C antimicrobials’ (co-amoxiclav, cephalosporins,
fluoroquinolones [e.g. ciprofloxacin] and clindamycin)
• Encourage appropriate antimicrobial prophylaxis for
colorectal surgical patients in secondary care

EFFICIENCY
☐ Proton pump inhibitors – reduce inappropriate prescribing of
PPIs in primary care
☐ Biosimilars – increase the appropriate use of cost-effective
biological medicines, including biosimilar medicines
☐ Insulin – encourage a reduction in the prescribing of longacting insulin analogues (in line with NICE guidance)
Former (now ‘retired’) NPIs include the monitoring of
prescriptions for high strength inhaled corticosteroids and
NSAIDs. However, these will both continue to be monitored
as Local Comparators, data for which will be available on a
quarterly basis via SPIRA.

SHARING BEST PRACTICE

As illustrated by the encouraging trends in both prescribing
and Yellow Card reporting observed across Wales, work is
being carried out across all health boards to establish and
improve best practice. In an effort to share these best practice
principles and any initiatives that have had a positive impact,
healthcare professionals from a range of disciplines and
health boards are encouraged to attend and present at the
annual Best Practice Day hosted by the AWTTC. Be sure to
visit www.awttc.org regularly for news of the Best Practice
Day 2018, due to be held in July.
In addition, AWTTC has also created an online platform
– SHARE – where healthcare professionals can discuss and
share examples of good practice, as well as receive details
of updates to the SPIRA platform. To sign up and join the
discussions, visit share.awttc.org

FUTURE DEVELOPMENT

Building on the introduction of the Prescribing Safety
Indicators in 2018 to 2019, the intention is to continue
moving towards more outcome-based indicators, and to
drive improvements in clinical outcomes experienced by
patients as a result of changes in prescribing practice. This
will require continuing to fully utilise data sources such as
Audit+, which link treatment prescriptions with individual
patient outcomes.
For more information on National Prescribing
Indicators, including access to the quarterly monitoring
reports, visit www.AWTTC.org
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TIME TO CHANGE WALES

ON THE MIND

Since Time to Change Wales was launched in 2012,
the work has transformed from a single campaign to
a growing movement for change, mobilising people
across all corners of Wales to alter how they think
and act in relation to mental health problems. The
impact has been striking – resulting in a five per cent
improvement in public attitudes, which has translated
to 120,000 adults in Wales now thinking differently
about mental health. WPR's Sarah Nelson takes a
sweeping look at the initiative’s background – and how
its ethos is being channelled into 2018 objectives.
The scale and impact of mental ill health is
becoming ever-clearer. It has become one
of the leading health challenges of the 21st
Century, with depression now the leading
cause of ill health worldwide. (WHO, 2017)
In Wales, over five million prescriptions
for antidepressants were administered in
2015 among a population of just under
3.1 million, with the overall cost of mental
health problems in Wales at an estimated
£7.2 billion a year. (Mental Health Research
Network, 2009)
Mental health is one of the five identified
priority areas within Prosperity for All: The
National Strategy, and the Time to Change
Wales (TTCW) initiative is based on the
belief that without effectively tackling
stigma across communities and across Welsh
government portfolios’ it will be difficult
to achieve this. The strategy outlines
the importance for ‘greater awareness of
conditions, can in many cases prevent longterm adverse impacts’. (Prosperity for All:
The National Strategy, 2017 P4)
TTCW is perfectly positioned to increase
this awareness and catalyse understanding and
help-seeking. Furthermore, the strategy also
states that ‘there are positive signs of social
change, but more still needs to be done to
break down the stigma surrounding mental
health conditions’. (Prosperity for All: The
National Strategy, 2017 P26)
People with mental health problems
consistently identify stigma, including
self-stigma, as the single most important
issue to be addressed. Two-thirds stop doing
things because of stigma, and two-thirds
stop doing things because of fear of stigma.
(TTC, Stigma Shout, 2008) Stigma and
discrimination against people with mental
health problems have significant negative
public health impacts, maintaining and
creating inequalities, including unequal
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access to mental and physical healthcare,
reduced life-expectancy, exclusion from
higher education and employment, increased
risk of contact with criminal justice systems,
victimisation, poverty, and homelessness.
(Henderson et al, 2016)

employment.
The Centre for Mental Health estimates
that the business costs of mental health in the
UK is £26 billion per year – and about £7.2
billion in Wales. The figure includes sickness
absence, replacing staff who leave their jobs
due to mental ill health, and the cost of
reduced productivity.

2018 is seeing TTCW take on new challenges
in terms of target audiences.
These include:

MEN
While men with mental health problems
are under-represented in primary care, 80
per cent of people who take their own lives
in Wales are men. Men are prevented from
seeking help because of ‘toxic’ masculinity,
in which they feel judged by their peers and
society for being ‘weak’. (Tackling Men’s
Mental Health Needs, 2017) Men are also
more likely to be the source of stigmatising
views, including self-stigma, which prevents
people seeking help. (TTCW, Public
Attitudes Survey, 2016) For men, stigma
is most often displayed, and the impact is
greatest in the workplace and among family
and friends.

EMPLOYERS
The TTCW Stigma Survey (2017) of 420
people with experience of mental health
problems found that almost half (48 per cent)
faced the most stigma and discrimination by
their employer, closely followed by 38 per
cent who experience stigma from their work
colleagues, with potential negative effects on
retaining or getting a job. This stigma can
prevent employees from seeking help in time;
mean that employers aren’t able to support
people to manage their mental health;
prevent people with mental health problems
from seeing work, and have a significantly
detrimental effect on productivity and

RURAL COMMUNITIES
Nine of the 22 local authority areas in Wales
are identified as rural. Evidence suggests a
culture of stoicism towards mental health
problems, meaning that rural dwellers are
less likely to seek support than their urban
counterparts. (Rural Services Network, 2015)
There are also significant gaps in services
(MHF, 2016) which could be another
contributing factor in perpetuating stigma
and self-stigma and isolation.
TTCW has built a substantial body of
evidence about what works and what needs
to happen next. In this next phase, the team
will test effectiveness and gather lessons for
improvement and national learning though
a combination of public attitude surveys;
research among people with experience
of mental health problems by setting, and
evaluation of each strand of their work.
Additionally, they’re at an exciting
juncture within the campaign where there is
huge potential to scale up the work already
achieved and be at the helm of driving further
and more significant changes in the reduction
of mental health stigma in Wales.
For more information, visit www.
timetochangewales.org.uk or follow
@TTCWales on Twitter.
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MULTIPLE SCLEROSIS

HITTING WHERE
IT HURTS
Usually diagnosed in young adults whose age falls
within their late teens and mid-30s, the advancement
of Multiple Sclerosis is variable, taking on different and
distressing guises. However, with muscle pain being a
chief feature of the chronic disabling condition, Dr Rosie
Jones and Tania Burge, of MS Research, investigate its
causes and potential approaches to treatment.
progression and worsening of symptoms is generally experienced with
very variable impact over time.

MAKING A MOVE

Dr Rosie Jones
Once diagnosed with Multiple Sclerosis (MS), people can expect to
develop a range of symptoms over time, primarily affecting movement,
vision, sensation, and continence. Persistent or extreme fatigue is
common, affecting around 90 per cent of all those diagnosed.
The underlying cause of disability in MS is immunologically
mediated damage within the central nervous system, causing patchy
loss of myelin in nerve pathways within the brain and spinal cord,
transection of nerve axons, and ultimately loss of nerve cells. The rate
of development of symptoms and the exact symptom profile varies
greatly from one person to another – but most frequently includes
impaired mobility, fatigue, and visual symptoms.
Most people who have MS can expect their symptoms to worsen
over time, especially during the early post-diagnosis years. However,
the introduction of many new drugs to modify disease progression
during the early relapse / remitting phase of the disease has been
helpful in controlling early disease progression. Nevertheless,

The main causes of impaired mobility are the development of muscle
weakness and spasticity (muscle stiffness). Muscle weakness can be
attributed to nerve damage and the loss of function in motor pathways
so that fewer muscle fibres and less muscle power is recruited, making
activities such as walking difficult, and often resulting in muscle and
neuromuscular fatigue.
Spasticity is a complex symptom involving both neuromuscular
and mechanical muscle components. It occurs when the mechanisms
that enable and regulate the range of free movement around joints
are disrupted. Normally, the firing patterns of motoneurons serving
limb flexion and extension are regulated to ensure the full range of
reciprocal movement around joints to enable smooth, well-controlled
movements. Normal muscle tone therefore requires normal muscle
viscoelastic properties and normally functioning excitatory and
inhibitory nerve pathways between the brain, spinal cord, and
muscles. Nerve damage in motor pathways within the brain and
spinal cord result in increased muscled tone. The exact mechanisms
involved in neural and muscular contributions to the development
of high muscle tone are not fully understood but include loss of
inhibitory nerve activity originating in the brain and acting on spinal
motoneurons.
Subjectively, patients describe muscle stiffness, shortening, and
tightness, often accompanied by unexpected spasms or a rhythmic
tremor-like movement (clonus). Muscle pain may occur during the
spasms or may be associated with muscle stiffness more generally. In
extreme cases prolonged muscle tightening results in contractures
and these may become fixed so that range of normal movement is
severely impaired. Joints may become fixed in abnormal positions
with possible mal-alignment of limb segments often accompanied by
pain. In patients with preserved mobility, orthotic solutions may work
alongside usual therapeutic strategies to improve function and reduce
or avoid pain.
More established contractures may involve a neural element or may
be mainly due to altered viscoelastic muscle properties. Treatment
in such cases depends on determining whether both mechanisms are
involved, or whether only the muscular component is present.
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a safe and comfortable dose level. Ideally, where it is possible in an
MS team, nurses and physiotherapists should guide patients through
this process together to ensure safe mobilisation. Both agents help to
reduce spasms although very painful spasms appear to respond better
to Tizanidine in some patients. Overall, for Baclofen a dose in the
range of five to 10mg three times a day works well for most patients.
People on Tizanidine are generally comfortable with doses of between
20 and 28mg taken as three or four doses per day. The time to peak
action of Tizanidine is short – one to two hours after taking a dose –
so timing of doses should reflect an individual’s usual daily activities
for maximum impact.
Baclofen can also be administered intrathecally and this is used to
help those with very high levels of spasticity that cannot be managed
on oral preparations. In such cases it is usual to give a bolus of 50mcg
as a screening trial for efficacy before implanting a Baclofen pump and
starting the dose adjustment procedure.

GUIDING THE WAY

Tania Burge
Clinically, spastistiy is recognised as resistance to passive
movement of a limb and brisk tendon reflexes. Such observations
suggest that the development of spasticity involves changes to stretch
receptor firing patterns. However, experimental studies indicate
a more complex mechanism involving both monosynaptic and
polysynaptic mechanisms is indicated. A detailed discussion of the
physiological origins of spasticity in humans is outside the current
brief, but further experimental studies and better understanding of the
processes leading to spasticity may lead to improved medication, or
even the avoidance of spasticity in long-term conditions like MS.

TAKING ACTION
Spasticity in MS is usually treated with oral Baclofen or Tizanidine.
Both are effective anti-spasticity agents, thought to be active at
different sites within the central nervous system. The exact mode
of action of Baclofen is not fully understood, but it is generally
assumed to counteract the reduction of inhibitory input to spinal
motoneurons, resulting in lowering the high muscle tone. Tizanidine
is an alpha-2 adrenergic antagonist GABA analog but does not appear
to work via GABAergic pathways. It is thought to act centrally to
increase presynaptic inhibition to spinal motoneurons. It should be
noted that Tizanidine can be given as tablets or capsules of equal
effectiveness. However, these two formulations behave very differently
in the presence of food. Instructions to patients should include clear
guidelines as to whether they should take their medication with, or
some time following, food and ensure that repeat prescriptions follow
the same directions.
Both agents require patients to gradually escalate their dose to
a level that is individually effective. Many people with lower limb
weakness use some measure of spasticity to stand and mobilise.
Patients are advised to undergo a period of trial and error to find
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Generally, an appropriate exercise programme advised by a neurophysiotherapist with experience in treating MS is the best method for
maintaining mobility while on anti-spasticity treatment to maintain
safe mobility and help manage spasticity. Regular, appropriate exercise
activities may also help to reduce the frequency of painful spasms.
In cases where muscle contractures are established, Botulinum
Toxin may be used to reduce joint fixation. However, this is only
effective in treating contractures caused by increased tone of neural
origin. In very extreme cases where high levels of tone are linked
to neural activity selective surgical or chemical rhizotomy of spinal
motor pathways may be considered. Where the contractures are due
to muscle shortening without a neural component, peripheral surgical
procedures, such as selective tenotomy, may be needed. However, such
surgical approaches would only be considered in adults with MS when
there is little expectation of return of function.

NEW TO THE GAME
An interesting new development that may help people who have
spasticity and pain has recently been announced. For many years,
patients who use cannabis have anecdotally reported relief from
spasticity and ‘feeling more comfortable’ after cannabis use.
Disappointingly, these results were not reproduced in trials of medical
cannabis although positive results were reported by some. Trials using
a cannabis containing gum have been announced in Holland and
it will be interesting to see whether this preparation will have more
impact on patient perception of the impact in due course. The gum
contains Tetrahydrocannabinol and Cannabidiol thought to be the
active ingredients most effective in medical applications of cannabis.
It remains to be seen if this new formulation performs better than
other medical cannabis formulations. Phase 1 trials are proposed with
the hope that wider phase 2 and 3 trials can be carried out over the
next few years.
For more information, visit www.ms-research.org.uk.
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The only prolonged release
tramadol with a 75mg
strength1
Tablet Dose

Zytram SR List Price2

PIP Code

EAN Code

£5.15

404-7502

5060307920277

75mg x 60
100mg x 60

£6.94

404-7510

5060307920284

150mg x 60

£10.39

404-7528

5060307920291

200mg x 60

£14.19

404-7536

5060307920307

For further information please contact Qdem
enquiries on: 01223 426929 Or contact your local
account manager at: www.qdem.co.uk/hcp/team/

SUPPORTING THE RESPONSIBLE USE OF OPIOIDS…
Patients should be carefully selected and regularly
monitored to ensure that opioids are pres cribed
appropriately.3-5
Patients should be made aware of the potential
opioid side effects and the potential for misuse, abuse
and addiction.4,5

Clear treatment goals related to pain and function
should be agreed with the patient. 3-5
Start at lowest possible dose and up-titrate stepwise
according to individual patient response.3
The lowest effective dose should be prescribed.3-5
Patients should be monitored throughout opioid

treatment to reassess the benefits and risks of continued
therapy. If benefits do not outweigh risks, reconsider the
treatment plans and doses of opioids should be tapered
down or discontinued. 3-5
If discontinuing treatment, the dose should be
gradually decreased by 10% every week or every 2
weeks (dependent on patient response) to prevent

symptoms of withdrawal.5
Addiction is possible even when opioids are taken as
directed. The exact prevalence of addiction in patients
treated with opioids for chronic pain is difficult to
determine.6 Signs of addictive behaviour should be
monitored and addressed.4,5

Zytram® SR 75 mg, 100 mg, 150 mg and 200
mg prolonged release tablets. PRESCRIBING
INFORMATION United Kingdom. Please read
the Summary of Product Characteristics before
prescribing. Zytram SR tablets contain tramadol
hydrochlo ride. Indications Treatment of moderate to
severe pain. For adults and adolescents over 12 years
of age. Dosage and administration Zytram SR tablets
should be taken at 12-hourly intervals and swallowed
whole, not chewed. The dose should be adjusted to the
intensity of the pain up to a total daily dose of 400 mg.
The need for continued treatment should be regularly
assessed. Adults and children over 12 years: The usual
initial starting dose is one 75 mg tablet twice daily. If
pain relief is not achieved, the dosage should be slowly
titrated upwards until it is. Patients transferring from
immediate release tramadol preparations: The current
total daily dose should be calculated, and the patient
started on the nearest dose in the Zytram SR range.
Geriatric patients: Dose adjustment is not usually
necessary in patients without clinically manifest hepatic
or renal insufficiency. Elimination may be prolonged in
patients over 75 years. If necessary, the dosage interval
may be extended. Patients with renal insufficiency or
hepatic impairment: Elimination of tramadol is delayed.
Prolongation of the dosage intervals should be carefully
considered. Paediatric population (under 12 years of age):
Not recommended Contraindications Hypersensitivity
to the active substance or any of the excipients, acute
intoxication with alcohol, hypnotics, centrally acting

analgesics, opioids, psychotropic drugs, concurrent
administration of monoamine oxidase inhibitors or
within 2 weeks of their withdrawal. Not to be used
for narcotic withdrawal treatment. Precautions and
warnings Patients may develop tolerance with chronic
use and require progressively higher doses. Prolonged
use may lead to physical dependence and withdrawal
syndrome on cessation. It is advisable to taper the
dose gradually. Potential for abuse and psychological
dependence. Treatment should be for short periods and
under strict medical supervision. Caution in patients
with a history of drug or alcohol abuse. Tramadol is not
suitable as a substitute in opioid-dependent patients.
Convulsions have been reported at therapeutic doses.
Only treat patients with a history of epilepsy or those
susceptible to seizures if there are compelling reasons.
Use with caution in patients with head injury, increased
intracranial pressure, severe impairment of hepatic and
renal function and those prone to convulsive disorders
or in shock. Care should be taken with patients with
respiratory depression or if concomitant CNS depressant
drugs are being administered, as the possibility of
respiratory depression cannot be excluded. Patients
with galactose intolerance, Lapp lactase deficiency,
glucose-galactose malabsorption should not take this
product. May affect ability to drive or use machinery.
Interactions Centrally acting drugs (including
alcohol), carbamazepine, cimetidine, ritonavir, digoxin,
morphine derivatives, benzodiazepines, barbiturates,
mixed agonists/antagonists (e.g. buprenorphine,

nalbuphine, pentazocine), coumarin anticoagulants,
ondansetron, serotonergic drugs e.g. selective
serotonin reuptake inhibitors (SSRIs), serotoninnorepinephrine reuptake inhibitors (SNRIs), MAO
inhibitors, tricyclic antidepressants, mirtazapine and
those lowering the seizure threshold e.g. SSRIs, SNRIs,
tricyclic antidepressants, antipsychotics, bupropion,
mirtazapine, tetrahydrocannabinol. See SPC for full
details. Pregnancy and lactation Not recommended
Side effects Very common (≥1/10) and common (≥ 1/100
to <1/10): dizziness, somnolence, nausea, vomiting,
dry mouth, hyperhidrosis. Uncommon (< 1/100) but
potentially serious: Hypersensitivity, anaphylactic
and anaphylactoid responses, hypoglycaemia,
hallucinations, mood altered, dysphoria, confusional
state, drug dependence, paraesthesia, judgement
impaired, convulsions, blurred vision, palpitations,
tachycardia, bradycardia, orthostatic hypotension,
hypotension, circulatory collapse, hypertension,
dyspnoea, worsening of asthma, respiratory depression,
bronchospasm, wheezing, hepatic enzyme increased,
urticaria, angioedema, muscular weakness, urinary
retention, drug withdrawal syndrome. Refer to SPC
for further details of other side effects. Legal category
CD (Sch 3) POM Package quantities Blister packs of
60 tablets, 60 x 75 mg tablets - £5.15, 60 x 100 mg
tablets - £6.94, 60 x 150 mg tablets - £10.39, 60 x 200
mg tablets - £14.19 Marketing authorisation numbers
PL 40431/0035-0038 Marketing authorisation
holder Qdem Pharmaceuticals Limited, Cambridge

Science Park, Milton Road, Cambridge CB4 0AB, United
Kingdom, Tel: 01223 426929. For medical information
enquiries, please contact medicalinformationukqdem@
qdem.co.uk. ® ZYTRAM and QDEM are registered
trademarks © 2018 Qdem Pharmaceuticals Limited

www.qdem.co.uk
® Zytram and QDEM are registered trade marks. © 2013 Qdem Pharmaceuticals Limited.
Date of preparation: April 2018 UK/QDEM-18003

Adverse events should be reported. Reporting forms
and information can be found at www.mhra.gov.uk/
yellowcard. Adverse events should also be reported to
Qdem Pharmaceuticals Limited on 01223 426929.
PI code: UK/QDEM-17008(3) PI approved April 2018
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PARKINSON’S: IMPROVING CARE
FOR A GROWING CONDITION
According to new research from Parkinson’s UK, the number of people with
Parkinson’s is on the up. The charity estimates that around 7,692 people in Wales
are currently living with the condition and diagnoses are predicted to rise by nearly
a fifth by 2025. As the number of people with Parkinson’s grows, so too does the
need for professionals across a range of specialisms who are fully equipped to
provide effective care for this complex condition. WPR investigates the latest in
advice and support for those caring for and treating people with the condition.
Parkinson’s is one of the most common
neurological conditions in Wales and is
characterised by tremor, slow movement, and
stiffness, but also includes a host of other
non-motor symptoms, such as depression,
anxiety, and pain. These symptoms occur when
the brain stops producing a chemical called
dopamine, which helps control movement,
thinking processes and motivation. With less
and less dopamine, a person has less and less
ability to regulate their movements, body, and
emotions.
As a degenerative condition, it continues
to worsen over time – and there is no cure or
treatment that can stop, slow, or reverse the
loss of dopamine-producing brain cells. Also,
because Parkinson’s is a fluctuating condition,
medication, therapy, and care routines must
be modified regularly and changed to remain
effective.
This presents unique challenges to the full
range of healthcare professionals that offer a
wide array of practical support throughout
the course of a person’s Parkinson’s journey
– during diagnosis, maintenance; advanced
and palliative stages. These professionals
can include GPs, neurologists, geriatricians,
Parkinson’s nurse specialists, speech and
language therapists, physiotherapists,
occupational therapists, pharmacists,
psychologists, and care workers.

Knowledge is Power

With the NHS under
extreme financial pressure,
and the number of people
with Parkinson’s set to rise,
what support is available for
this army of professionals
12 | WPR | May 2018

to continue to push the
boundaries of exceptional
care for people living with
the condition? Donald
Grosset, Clinical Director
of the UK Parkinson’s
Excellence Network,
explains.
THE UK PARKINSON’S
EXCELLENCE NETWORK
In 2015, the UK Parkinson’s Excellence
Network was launched by leading clinicians,
alongside charity Parkinson’s UK, as the
driving force for improving Parkinson’s care.
Informed by the views and experiences of
people affected by the condition, it aims to
achieve consistent high quality services by
helping professionals share evidence and
create opportunities for collaboration, while
also offering training, tools, and professional
development to support best practice.
That same year, the network set the
benchmark for quality Parkinson’s care via a
UK-wide service audit – the largest ever review
of the quality of care provided to people with
Parkinson’s. With the aim of improving patient
care and outcomes through a systematic review
of care, the audit gave a detailed picture of
the state of Parkinson's services, reporting on
the care provided to 8,846 people living with
the condition. It was also the first to include a
Patient Reported Experience Measure, giving
people with Parkinson’s an opportunity to rate
the services they receive.
The outcomes of this audit focussed the
network’s activity in tackling key priority areas
for improvement, to address the issues that

matter to people living with Parkinson’s and
make that all-important link between audit
and practice. So, what are some of the key
areas highlighted in the network’s first ever
audit? And how have professionals used this
information to make improvements to their
Parkinson’s care?

ACCESS TO A FULL
MULTIDISCIPLINARY TEAM
Traditional management of Parkinson’s has
tended to focus on medically addressing
the loss of dopamine, with the theory being
that by getting more dopamine back in the
system all else will follow. However, we know
that's not enough. People with Parkinson’s
experience an entire spectrum of issues that
affect them as individuals. This requires
services to provide access to the skills and
expertise of a range of professionals.
The 2015 UK Parkinson’s audit revealed
that only 13 per cent of the services taking
part offered a fully integrated service. Only
50 per cent of patients were referred to a
physiotherapist within two years of diagnosis,
while just 13 per cent of speech and language
therapy services offered regular six to
12-month reviews.
These therapists offer vital services for
people with Parkinson’s – but the results
from the audit made it clear that referrals
are not happening consistently. By creating
a focus group of clinicians working in
multidisciplinary teams, the Excellence
Network began to collect models of best
practice for multidisciplinary teams working
from across the UK, including their costings.
Such models include the award -winning
Parkinson’s service at Cardiff and the Vale
University Health Board which aims to
provide holistic person-centred care for
people with the condition. The Parkinson’s
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clinic is co-located with the hospital's therapy
teams, meaning that patients can easily
access the expertise of their consultants, and
their Parkinson’s specialist nurse, as well as
occupational therapists, physiotherapists, and
a specialist pharmacist offering valuable input
in managing the very complex therapies of
some patients.
The team at Cardiff and the Vale
University Health Board also run a 2018
Excellence Network award-winning
Parkinson’s dementia service, incorporating
Parkinson’s dementia diagnosis, initiation
of treatment, advice, and follow-up into the
usual clinic routine, resulting in a much more
streamlined and holistic service for people
with Parkinson's, their carers, and family
members.
To ensure that all professionals working
in the field of Parkinson’s are well-equipped
with the right skills and knowledge to give
appropriate care for this complex condition,
the network has also collaborated with
academia to shape a learning pathway to
underpin the professional development of
clinicians working in Parkinson’s services.
This has resulted in a suite of learning
and continuous professional development
opportunities that show exactly what
knowledge and skills are required by every
professional group in order to provide high
quality Parkinson’s care. Accessed via the
Excellence Network website, resources
include three bite-sized online sessions
delivered through the Open University,
eight further online programmes varying
from 10 to 24 hours of study, two face-toface programmes, and two Train the Trainer
programmes. The ultimate purpose of this
learning pathway is to bring information
into one place, so that people affected by

Pictured at the UK Parkinson’s
Excellence Network Awards 2018,
members of the Cardiff and Vale
University Health Board Parkinson’s
service with host John Stapleton.
Biju Mohamed (consultant
geriatrician); Sandra Mahon
(Parkinson’s nurse); Tracy Williams;
(Parkinson’s nurse); Diana Fletcher
(pharmacist); and Chris Thomas
(consultant geriatrician)

Parkinson’s can be confident that their care is
provided by well-informed professionals – no
matter their field of expertise.

TIMELY PROVISION OF PATIENT
INFORMATION
On diagnosis, patients usually want to know
what they are facing and, importantly, what
they can do to make the most of their lives
at each stage of the condition. However,
getting this right for each individual is very
difficult. There is a plethora of information
about Parkinson’s available – not all of it
accurate or evidence-based. It’s also extremely
tricky to get the correct balance between
giving enough information at the right time
in the right way to each individual without
overwhelming.
Within the 2015 audit, 65 per cent
of respondents felt they received enough
information on diagnosis, which is good,
but not good enough. It’s important
that information-givers can signpost to
relevant sources of information – be they
fellow professionals or organisations, like
Parkinson's UK. This charity provides
accredited, evidence-based information, to
people living with the condition at any age
and any stage, however 30 per cent of people
are not directed to its website or helpline.
To drive improvement in this arena, the
Excellence Network established a leadership
group to look at ways in which provision and
signposting to information and support can
be made more systematic.
An early prototype of this work – the First
Steps programme – was trialled in Thames
Valley for people who are newly diagnosed.
The model is based on the residential
programme offered by the European
Parkinson’s Therapy Centre in Italy, which
aims to approach the management of the early
stages of Parkinson’s based on four pillars of
medical, physical, lifestyle, and motivational
therapy. On receiving excellent feedback, the
programme is now due to be rolled out in
various areas across the UK.
With services like these, we can give
patients vital hope that there are things that
can be done, both by services and by their
own action, which can improve their quality
of life.

they may not be able to move, get out of bed,
talk clearly, or swallow – increasing their
dependency on healthcare professionals.
The importance of a medication routine
is so great for people with the condition that
Parkinson’s UK runs a campaign called Get
it on Time throughout hospitals and care
homes to ensure that they can always take
their medication at the right time, every time.
One of the services highlighted by the
Excellence Network for exceptional work
in this area is the Salford Royal Hospital’s
Emergency Admissions in-Reach Service
for Parkinson’s. This service aims to reduce
avoidable delays in medication for patients
with the condition who have been admitted
to hospital in an emergency situation and
includes a standardised Emergency Care
Bundle tool for the hospital. The tool
sits within the electronic patient record,
providing consistent advice and intervention
around medication management and
emergency treatment. This approach has
led to a significant decrease in the number
of missed dosages in the first 24 hours of
a patient’s admission, and the number of
patients seeing a Parkinson’s specialist within
the first 24 hours of admission increased from
nine per cent to 61 per cent.
While we have made great strides in
helping to improve the care and support for
people affected by Parkinson’s over the last
two years, there is much still to be done.
It’s essential that all healthcare
professionals working with people with
Parkinson’s help us continue to improve by
sharing key knowledge and best practice to
offer the best possible services. With results
of the 2017 audit on the way, we can expect a
host of new areas for improvement that will
help us all continue to push the boundaries of
excellent Parkinson’s support – whether it be
improved accuracy of diagnosis, timeliness of
support, and delivery of care.
By working together as a cross-discipline
group of professionals, we can all help to
make further improvements to the care and
support for people with the condition across
Wales and the rest of the UK.
For more information about the UK
Parkinson’s Excellence Network, visit www.
parkinsons.org.uk/professionals.

ADDRESSING ISSUES WITH INPATIENT MANAGEMENT
Medication plays a vital role in the
management of Parkinson’s symptoms – it’s
required by all people with the condition
and serves to boost a person’s remaining
dopamine.
If people with Parkinson’s don't get their
medication on time, their ability to manage
their symptoms may be lost. For example,
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BIOSIMILARS MOMENTUM: THE
CRITICAL ROLE OF PHARMACISTS
Biosimilar medicines – equivalent
biological products which have no
meaningful differences from the
original or reference product in
terms of quality, safety, or
efficacy – have an increasingly
important role to play in providing
choice for clinicians, and increasing
access for patients by driving down
cost to the NHS. Warwick Smith,
Director General of the British
Biosimilars Association, outlines the
challenges and opportunities in the
UK, and says that pharmacists –
hospital and community – will have
an important role to play in the
future.

Warwick Smith
For a variety of reasons, uptake of biosimilars has increased rapidly
in the UK over the past few years. But if these important medicines
are to fully deliver their potential on an on-going, sustainable basis
then continued education and engagement is critical.
A large reason for the significant progress on biosimilar uptake
to date has been the collaboration between NHS England,
clinicians, patient groups, industry, and regulators, as well as NICE,
among others. This approach has laid the foundations for sharing
best practice and experience which will catalyse the potential
benefit of future product launches.
With the much-awaited launch of biosimilar Adalimumab set
for later this year it will be fascinating to see how lessons and
14 | WPR | May 2018

experience of the past will propel uptake of this particular blockbuster product.
The NHS will be particularly interested. Simon Stevens, the
Chief Executive of NHS England, has talked about realising savings
as much as £300 million a year in the near future from increased uptake of biosimilars. However, for this to be achieved, it’s important
that the momentum already built up is maintained and everyone is
aware of the crucial role they can play. This is particularly true for
pharmacists who in both primary and secondary care settings are
important parts of the pathway.
First prescriptions of and switching to a biosimilar usually
happens in a hospital setting. Experience to date has shown that the
role of pharmacists in helping manage switches and in supporting
patients is critical. However, community pharmacists will also
increasingly play a similar role for some repeat prescriptions where
hospitals are working hard to avoid patients visiting for
administration-only appointments – moving to so-called ‘shared
care’ agreements. As the number and variety of biosimilars rise, they
will increasingly involve patients receiving their on-going treatment
and repeat prescriptions through their local GP surgery and community pharmacy and this is where education is very important.
Much work has also been done by all stakeholders in developing
materials to support the conversation between a patient and their
prescriber when initiating a biosimilar medicine. There is also a role
for community pharmacy teams to be aware of how biosimilars are
prescribed and how switching patients is managed. This may vary
slightly between different areas. All biosimilars have a brand name
to ensure completeness of pharmacovigilance data collection and to
ensure that patients receive the product prescribed.
After switching, for example, from the reference product to a
biosimilar, there is a role for pharmacists to reassure patients and
carers that the medicine is equivalent to the one that they have been
previously receiving.
If patients ask why they are being switched to a biosimilar, it
should be explained that the money saved by the NHS allows more
patients to be treated at a lower cost with medicines approved by
the regulator as having no significant clinical differences from the
originator product. Emerging NHS data is indicating that 50 per
cent more patients can be treated for 50 per cent less cost in some
treatment areas. Reports from patient / prescriber conversations
in NHS trusts shows that patients understand and support this
cost-effective use of limited resources.
Work is underway to update materials such as NHS England’s
‘What is a Biosimlar?’ document two years on from its publication,
and it is critical that a range of activity takes place to ensure the
message behind the use of these important medicines continues to
be shared widely.
Following a slow start compared to other parts of Europe, great
progress has now been made in the UK, but there can be no room
for complacency in order that biosimilars make the desired impact
in the next few years.
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EAR HEALTH

ALL EARS

SELF-TREATMENT?

Intruding on that leisurely stretch of summer days
with cause for distraction and discomfort, ear
damage is one of the season’s greatest health
woes. Tackling scope for harm head-on, WPR has a
quick catch-up with ENT Consultant, Mr
Christopher Aldren, who specialises in otology.
DO WE SEE THE RISK RATE OF EAR
DAMAGE ACCELERATE DURING THE
SUMMER MONTHS?
Yes, there’s more frequent swimmer’s ear (otitis
externa) in the summer, but less acute otitis
media.

DEVELOPING?
Avoid swimming, keep ears dry, and dewax
ears before holidays with swimming or diving.
They should consider using swim-ear or similar
preparations after swimming if the patient has a
tendency to develop otitis externa.

Water in the ear.

WHEN DOES EAR WAX TRANSITION
FROM PROTECTIVE TO
PROBLEMATIC?

IS THERE ANY ADVICE WHICH
PRACTITIONERS CAN ISSUE TO
PATIENTS TO HELP PREVENT
SWIMMER’S EAR FROM

WHEN IT COMES TO EAR WAX
BUILD-UP, HOW COMMON ARE
CASES OF SELF-DIAGNOSIS AND

WHAT’S THE MAIN CULPRIT FOR
CAUSING HARM?

When the ear canal is blocked.

WHAT AMOUNTS TO WORKING TIME?
TRAVEL

What amounts to “working time” has been
a major issue in recent years. Article 2 of the
Working Time Directive defines “working time”
as any period during which the worker is:
• working;
• carrying out their duties; and
• at the employer’s disposal.
Whether a period amounts to working time
will be significant for employers, in terms of pay
generally, for ensuring compliance with national
minimum wage levels and also with the 48-hour
week.
Two common problem areas relate to travel
and sleeping.

Unfortunately, whether travel from a place
of work or between places of work should be
classified as working time is not addressed by
legislation.
It’s established that time spent commuting
to/from home and a fixed place of work will
not amount to working time. However, recent
case law provides that for peripatetic workers
without a fixed place of work, time spent
travelling between home and the premises of
their first/last customer will amount to working
time.
Also, it has been held that if a worker
must undertake assignments away from their
normal workplace, then travelling to and from
assignment locations must be considered an
intrinsic aspect of their work. Any travel time
must be considered as “work” regardless of
whether the journeys take place outside of
normal working hours.

SLEEPING
Case law has also established that where an
employer requires workers to sleep on site for
regulatory or operational purposes, then it will
count as working time, regardless of whether
they are actually required to work. The same is

Self-treatment is usually of little use, although
some self-irrigate with ear syringes off the
internet.

HOW DANGEROUS IS THIS?
It’s not usually dangerous to self-syringe, but
cleaning ears with tooth picks, cotton buds,
or knitting needles can occasionally lead to
undesirable outcomes, such as perforation of the
ear drum or total deafness.

HOW CONCERNED SHOULD WE
BE ABOUT PATIENTS’ LACK OF
ADHERENCE IN THIS AREA?
It’s not a major concern as most patients seek
treatment.

DO MICRO-SUCTION SERVICES
NEED TO HAVE MORE OF A
PRESENCE, PARTICULARLY IN GP
SURGERIES?
It would be useful if they were performed by a
trained practitioner.

HOW PROGRESSIVE HAS
TREATMENT FOR EAR INFECTIONS
BEEN IN RECENT YEARS?
There have been no major advances.

probably true of a worker who is required to be
on standby and available to work at very short
notice, even if at home. The need to be available
in this way restricts the worker’s personal
options.

ABOUT DARWIN GRAY
Darwin Gray is a commercial law firm based
in Cardiff. Our clients come from all over
Wales and the rest of the UK and range from
individuals and SMEs to large PLCs.

EMPLOYMENT AND HR
Our Employment and HR team has over
30 years’ combined experience in the sector
and specialises in all aspects of employment
law. With specialists dedicated to HR, we
offer a seamless and integrated approach to
employment law and HR issues.
We also provide training and seminars on
employment law and HR practices, and policies
and procedures. Training can be delivered inhouse and bilingually.

CONTACT US
Email: www.darwingray.com
Twitter: @DarwinGrayLLP
Tel: 029 2082 9100
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ENTERAL NUTRITION

FEEDING FOR THOUGHT
Over the years the medical impact of malnutrition has experienced radical change – culminating
in its modern, everyday manifestation in both hospital and community settings. In line with this,
WPR shines a light on enteral feeding as a form of nutritional intervention, and the subset of the
population it can help.

ASK THE EXPERT
Dr Trevor Smith, Consultant
Gastroenterologist, Chair of the
British Artificial Nutrition Survey
(BANS), and member of the British
Association for Parenteral and
Enteral Nutrition (BAPEN) Council,
chats to WPR about the importance
of a multidisciplinary approach in
managing the patient – and what
action is called for to reduce the risk
of harm.

Dr Trevor Smith
WHAT FACTORS HAVE
CONTRIBUTED TO THE RISING
USE OF ENTERAL FEEDING?
There are probably two main factors. One
is the presence of an ageing population and
the medical complications and morbidities
associated with that, being predominately
chronic neurological disease.
The other factor is patients with cancer –
we’ve seen a big rise in the number of patients
with, in particular, head and neck cancer, who
16 | WPR | May 2018

receive the feeding as part of either their cancer
treatment pathway, or as part of their posttreatment pathway, where their swallow may be
unsafe and they need longer-term feeding.

the multidisciplinary team, is dedicated to
nutritional support and value in terms of
minimising risks and complications associated
with tube feeding.

WHAT ARE THE MAJOR
COMPLICATIONS WHICH
ENTERAL FEEDING CAN POSE?

HOW CAN WE ENSURE A
SMOOTH TRANSITION FROM
HOSPITAL TO HOME?

Patients in hospital are predominately fed
via a nasogastric tube and the complications
surrounding that mode of feeding largely relate
to misplacement and pulmonary placement of
the tube.
In terms of enteral feeding in the home,
there’s a much smaller proportion of patients
receiving nasogastric tube feeding. Most of
these patients receive feeding via a gastrostomy
tube. Broadly speaking, there are two main
categories of complications here.
One relates to the feeding tube itself, as
it may fracture or the tube insertion site may
become infected. Another area relates to
metabolic complications associated with the
feed, which are much more unusual than you’d
see in hospital practice.

It comes down to the healthcare team, and
the make-up and experience of that team. In
many areas in the UK, there’s a dedicated home
enteral tube feeding service, so that involves
communication and handover between the
hospital and community teams. But in other
areas of the UK, there isn’t that enhanced or
mature clinical service and care can often be
fragmented or absent. In that situation, the
transition can be very disjointed, and patients
may not receive the level of treatment that they
should.

WHAT ARE THE RECOMMENDED
MONITORING PROCEDURES
WHICH HEALTHCARE
PROFESSIONALS SHOULD BE
CARRYING OUT ON PATIENTS IN
THE HOSPITAL?
In the hospital, the healthcare team must
monitor the patient’s tolerance of feeding,
such as whether they have any abdominal pain,
bloating, distension, or diarrhoea with the feed.
And then there are metabolic complications
in terms of refeeding syndrome, such as
electrolyte abnormalities during the initial
feeding, particularly in severely malnourished
patients.
The other elements relate to tube care –
that’s when the healthcare team, and particularly

SHOULD MORE NURSES OR
DIETICIANS BE INVOLVED?
There’s very clear evidence that allied healthcare
professionals supporting the nutritional care of
patients in the community and in the hospital
setting reduces risks and improves pathways
and quality of care. Nurses and dieticians are
probably the key individuals in that team
approach. We know particularly around hospital
practice that there is a significant number of
hospitals that still don’t have multidisciplinary
nutritional support teams and that leads to gaps
in care.

ARE YOU HOPEFUL THAT THESE
GAPS IN CARE WILL CLOSE?
Well, the NICE guidance recommends that this
is the best and appropriate standard of care that
we should be offering to patients. Will things
change?
You could argue that the NICE

WWW.WALESHEALTHCARE.COM

ENTERAL NUTRITION
guidance is now over 10 years old. There's been
an NCEPOD report that looks at the quality
of parenteral nutrional care and that again
identified gaps in the nutritional support teams.
I’m always hopeful for change, but I think that
there needs to be a different driver to try to
really strongly persuade all hospital trusts to
have a multidisciplinary support team. There’s
still a lot of work which needs to be done.

HOW CAN WE STAY UP-TODATE WITH RESOURCES AND
GUIDELINES?

Carolyn Wheatley

There’s always information and updated
guidelines released from the National Nurses
Nutrition Group (NNG), the Parenteral
and Enteral Nutrition Group of the British
Dietetic Association (PENG), and BAPEN.
Enteral feeding remains a hot topic and these
organisations continue to host educational
events and publish great educational material.

We know from all the information and insight
that we have from our members that making
the transition from the caring and safe hospital
environment to home can be an anxious, and
sometimes frightening, time for patients, and
their carers, who now require enteral feeding.
Too often they are discharged without
adequate planning about the ongoing
treatment and who is responsible for
patient support and follow-up. It’s
absolutely vital to arm patients with the
resources they need during this time, and
all too often the assumption is made within
busy clinical teams that the patients already
knows everything when in reality they
don’t. Don’t assume that someone else will
tell them what they need to know. Always
double-check.
Importantly, don’t ask a patient if they
have what they need as most patients at this
By Carolyn Wheatley, Chair of Patients
stage don’t actually know what they need.
on Intravenous & Nasogastric Nutrition As healthcare professionals, provide as much
Therapy (PINNT)
information as you can and point them to

A SMOOTH
TRANSITION FROM
HOSPITAL TO HOME
– A PATIENT’S
PERSPECTIVE

other sources of information and support, such
as our patient organisation, PINNT.
Explain to the patients and carers what type
of feeding they have and why – and provide
information sheets where possible. In most
cases there is information overload and patients
really can’t digest and remember everything
that they’re told in hospital because they are
usually having to deal with multiple issues
and the primary cause of their illness. Printed
information is really valuable as they can then
take their time and reread the information at
home.
Patients need information regarding their
medication and explanations if any of it has
changed due to the need to tube feed. Providing
a homecare package that provides named
contacts for 24 / 7 support is really important
for the patient, family, and carers.
Don’t allow any patient to be discharged
into the community without any support or
direction regarding appropriate and safe care.
Once in the community all members of the
primary healthcare teams play a vital role in the
ongoing support of these patients.
Whether meeting with a GP or collecting
a prescription from a pharmacist at each of
these points, a general question posed to the
patient to ensure that they’re fully informed
and comfortable with their treatment would
be so welcomed as it would enable issues to be
flagged up and early interventions implemented
if necessary.
For more information from PINNT, call
020 3004 6193 or visit www.pinnt.com.
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FENO TESTING

FeNO or FeYES?

Measuring the fraction of exhaled nitric oxide (FeNO) in breath
condensate is commonplace, and now recommended in guidance
on both diagnosing and managing asthma. The majority of testing
is currently performed in secondary care, but as employment of it
increases and cost decreases, it’s expected that primary care use
will rise. But what do all the numbers mean and should you take
any notice when deciding to change treatment for asthma? Pete
Kewin, Consultant Respiratory Physician, Glasgow, breaks it all
down – while other key industry experts weigh in with their own
perceptions of FeNO testing’s footing in the future of clinical care.
A variety of devices exist, but are all standardised and work on
the principle of generating a steady exhalation for a few seconds to
measure the FeNO of a single breath in parts per billion (ppb). A
visual and auditory aid, such as keeping a cloud floating between
two lines while a tone plays, is usually used, and is usually wellperformed by both adults and children.

HOW HIGH IS TOO HIGH?
Elevated FeNO levels are often found in patients with asthma,
and are a non-invasive biomarker for the presence of eosinophilic
inflammation; one of the hallmarks of several (but not all) types
of asthma. They are associated with poorer asthma control and
predict a clinical response to corticosteroid therapy. However, it
has been difficult to define reference ranges so ‘cutoffs’ have been
used instead. A level of <25ppb is ‘normal’ and >50ppb ‘elevated’
(<20ppb and >35ppb in children <12 years old). The ‘grey area’
between the cutoffs requires careful interpretation in the clinical
context. However, atopic patients have naturally high FeNO levels
that may not correlate with poor asthma control, and smoking
strongly reduces NO levels, so testing in these populations is
harder to interpret.

Pete Kewin

THE (VERY) BASICS
Virtually all organ systems utilise NO in some way. In the lower
airways constitutively low levels of NO can be augmented by
inflammatory mediators inducing production in the epithelial
cells. Its functional role is not clear, and it may be helpful and
/ or harmful depending on the concentration and context, but
it’s thought to be involved in regulating airway smooth muscle
tone and eosinophilic inflammation. Corticosteroids abolish this
increase in NO production.

HOW IS IT MEASURED?
Levels of NO in the sinuses are constitutively much higher than
the lower airways, but it’s now well-established that an oral
exhalation contains almost exclusively NO from the lower airways.

IS FENO USEFUL IN CLINICAL
PRACTICE? FeYES!
Clinical assessment in patients with suspected or proven asthma
has depended on the presence of symptoms and measures of
airflow obstruction (PEFR and sprirometry). It had been hoped
that as a non-invasive biomarker for eosinophilic inflammation,
FeNO would aid the diagnosis and phenotyping of asthma, and
help guide choice of treatment, as well as monitor its effectiveness.
Due to the inherent variability between and within individuals,
and the prevalence of both atopy and smoking in this population,
this has been less successful than initially hoped. Despite this,
certain patterns do emerge, as outlined below.
1. FeNO in Diagnosing Asthma
Elevated FeNO in steroid naive symptomatic patients is
indicative of eosinophilic airway inflammation, correlates with
bronchial hyper-reactivity, and predicts response to corticosteroid
therapy. A normal FeNO points towards an alternative type of
asthma that is less likely to be corticosteroid responsive, or an
WPR | May 2018 | 19
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alternative diagnosis. The increased availability of FeNO testing in
primary care may make this more accessible earlier in the diagnostic
pathway to target patients for ‘trials of treatment’, but the longer-term
cost-effectiveness of this approach has not been determined.
2. FeNO in Monitoring Asthma
A rising FeNO (>20 per cent or 25ppb increase over baseline) is
associated with increasing eosinophilic airway inflammation and
therefore poorer control of asthma symptoms and increasing risk of
exacerbation. Disappointingly, trials using FeNO as an adjunct to
clinical assessment have been inconsistent in demonstrating a reduction
in corticosteroid use, or the rate of exacerbations, possibly due to
heterogeneity of trial design and patient inclusion.
However, two very useful observations can be made from every day
clinical practice:
a) In patients with a diagnosis of asthma who are symptomatic but have
a FeNO <25ppb, increasing steroid therapy is unlikely to be helpful.
An alternative reason for their symptoms should be sought (e.g. COPD
in ex-smokers, nasal disease, gastro-oesophageal reflux, dysfunctional
breathing)
b) In patients with a diagnosis of asthma who are symptomatic despite
high dose inhaled corticosteroid and have a FeNO >50ppb, assessing
adherence to treatment is essential. We use an inhaler with an electronic
monitor and perform serial FeNO monitoring over a one to two-week
period. A drop of FeNO with monitored therapy implies poor adherence
to previous treatment

• Identifying allergic inflammation in people who are suspected of having
asthma
• Ruling out allergic inflammation as a cause for someone who has chest
symptoms. Having a normal FeNO in someone with known asthma may
suggest that higher doses of inhaled corticosteroids may not be the most
appropriate treatment choice if there are persistent symptoms
• Identifying where a patient with known allergic asthma has untreated
inflammation, indicating that they either need to be prescribed a
higher dose of inhaled corticosteroids, or that they are not taking their
medication as prescribed or with good technique
• Identifying where someone with known allergic asthma has wellcontrolled inflammation, and a reduced dose of inhaled corticosteroid
may be considered if the patient has good symptom control for at least
three months
‘FeNO has its limitations. While it can be a useful tool, not everyone
with asthma has a high FeNO, so it is not possible to exclude an asthma
diagnosis if the results show a low FeNO. Patients whose asthma is
currently well-controlled are more likely to have a low or normal FeNO,
and not everyone with asthma has allergic asthma. The test should
be used alongside a good patient history, a thorough examination of
symptoms, and, where appropriate, additional tests, such as spirometry.’

DR RUPERT JONES, SENIOR CLINICAL RESEARCH
FELLOW IN THE UNIVERSITY OF PLYMOUTH FACULTY
OF MEDICINE AND DENTISTRY

SUMMARY – WHAT DO I REALLY NEED
TO REMEMBER?
FeNO is used as a simple, non-invasive biomarker of eosinophilic
inflammation. In a patient with suspected or proven asthma, a low
FeNO (<25ppb) should discourage steroid use and encourage further
assessment, and an elevated FeNO (>50ppb) should prompt an
assessment of adherence to treatment prior to escalating treatment.
This may be particularly relevant if considering longer-term oral
corticosteroids, or more expensive and complex biologic therapy (e.g.
omalizumab or mepolizumab).

WHAT DO OTHERS THINK?
Be it a cornerstone for change, or simply
a method plagued by too many
limitations, find out what others from
across the sector are saying about their
own experiences with FeNO testing.
DR ANDY WHITTAMORE, ASTHMA UK’S CLINICAL LEAD
AND A PRACTICING GP
‘This is useful because people with inflammation caused by allergic
asthma produce higher level of NO, so it can help healthcare professionals
confirm an asthma diagnosis, and shows whether a patient has allergic or
non-allergic asthma.
This in turn may indicate how well a patient will respond to treatment
with steroid medication.
‘FeNO can be useful in the following scenarios:
20 | WPR | May 2018

Dr Rupert Jones
‘In my personal experience of the test in secondary care as a GP with
special interest, FeNO is excellent to help phenotype the patient and
monitor the control of inflammation. High levels are often associated
with inadequate inhaled steroid treatment due to too low a dose, poor
inhaler technique, or poor compliance. Even if the evidence was clear,
and it is not, implementing FeNO as a diagnosis in adults is difficult to
implement in primary care.
‘The test, simple though it is in theory, requires a device which costs
several thousands to buy, and this, coupled with running costs, training
costs, and delivery, makes it impractical to use for all adults.
‘I do, however, believe that it is absolutely vital in some cases. A
main example of this is in specialist clinics, where people may have been
referred for further investigation. I think it could also be useful for
federated groups of general practices, who could buy the equipment and
training and work collectively in a ‘hub and spoke’ model for those cases
where there lies some doubt about whether a patient is asthmatic.
‘But when it comes to primary care policy, and with ever-growing
pressures on our primary care professionals, I only think it’s practical to
use in some cases.’

Applying Science with a

Single Breath
NIOX VERO® Gives You
Knowledge in Numbers
Quick and Easy
FeNO Measurement at
the Point of Care
Using NIOX VERO
with other monitoring tools can
provide greater insight to guide
assessment and treatment
of Th2-driven
airway inammation.1-4
It helps to
identify ICS-responsive patients,2,5
optimize ICS dosing,3,4,6-8
monitor patient adherence9,10 as well
as to improve cost efficiency.11-14
FeNO measurement with NIOX® is reliable,
and provides an accurate result
in a single measurement.15
IMPORTANT INFORMATION REGARDING NIOX VERO®

NIOX VERO is a portable system for the non-invasive quantitative simple and safe measurement of Nitric Oxide (NO) in human breath. Nitric Oxide is frequently increased
in some inflammatory processes such as asthma and decreases in response to anti-inflammatory treatment. FeNO measurements should be used as part of a regular
assessment and monitoring of patients with these conditions. NIOX VERO is suitable for patients age 4 and above. As measurement requires patient cooperation, some
children below the age of 7 may require additional coaching and encouragement. NIOX VERO can be operated with 2 different exhalation times, 10 seconds and 6 seconds.
The 10 second mode is the preferred mode. For children who are not able to perform the 10 second test, the 6 second is an alternative. The 6 second test should be used in
caution with patients over the age of 10. It should not be used in adult patients. Incorrect use of the 6 second exhalation may result in falsely low FeNO values, which can
lead to incorrect clinical decisions.
1. Alving K et al. Basic aspects of exhaled nitric oxide. Eur Respir Mon. 2010;49:1-31. 2. Dweik RA et al; on behalf of the American Thoracic Society Committee on Interpretation of Exhaled Nitric Oxide
Levels (FeNO) for Clinical Applications. An ofcial ATS clinical practice guideline: interpretation of exhaled nitric oxide levels (FeNO) for clinical applications. Am J Respir Crit Care Med. 2011;184(5):602-615.
3. Smith AD et al. Use of exhaled nitric oxide measurements to guide treatment in chronic asthma. N Engl J Med. 2005;352(21):2163-2173. 4. Powell H et al. Management of asthma in pregnancy guided
by measurement of fraction of exhaled nitric oxide: a double-blind, randomised controlled trial. Lancet. 2011;378(9795):983-990. 5. Smith AD et al. Exhaled nitric oxide: a predictor of steroid response.
Am J Respir Crit Care Med. 2005;172(4):453-459. 6. Syk J et al. Anti-inammatory treatment of atopic asthma guided by exhaled nitric oxide: a randomized, controlled trial. J Allergy Clin Immunol Pract.
2013;1(6):639-648. 7. Szeer SJ et al. Management of asthma based on exhaled nitric oxide in addition to guideline-based treatment for inner-city adolescents and young adults: a randomised controlled trial.
Lancet. 2008;372(9643):1065-1072. 8. Petsky HL et al. Management based on exhaled nitric oxide levels adjusted for atopy reduces asthma exacerbations in children: a dual centre randomized controlled
trial. Pediatr Pulmonol. 2015;50(6):535-543. 9. Beck-Ripp J et al. Changes of exhaled nitric oxide during steroid treatment of childhood asthma. Eur Respir J. 2002;19(6):1015-1019. 10. Delgado-Corcoran C
et al. Exhaled nitric oxide reects asthma severity and asthma control. Pediatr Crit Care Med. 2004;5(1):48-52. 11. LaForce C et al. Impact of exhaled nitric oxide measurements on treatment decisions in an
asthma specialty clinic. Ann Allergy Asthma Immunol. 2014;113(6):619-623. 12. Lester D et al. An investigation of asthma care best practices in a community health center. J Health Care Poor Underserved.
2012;23(suppl 3):255-264. 13. Honkoop PJ et al; Asthma Control Cost-Utility Randomized Trial Evaluation (ACCURATE) Study Group. Symptom- and fraction of exhaled nitric oxide-driven strategies for asthma
control: a cluster-randomized trial in primary care. J Allergy Clin Immunol. 2015;135(3):682-688. 14. National Institute for Health and Care Excellence. Measuring fractional exhaled nitric oxide concentration
in asthma: NIOX MINO, NIOX VERO and NObreath. http://www.nice.org.uk/guidance/dg 12. Zugriff am 31. März 2016. 15. Kapande KM et al. Comparative repeatability of two handheld fractional exhaled nitric
oxide monitors. Pediatr Pulmonol. 2012;47(6):546-550.

NIOX VERO® and NIOX® are registered trademarks of Circassia AB. CIRCASSIA is a registered trademark of Circassia Limited.
2017 Circassia Limited All rights reserved. December 2017 PP-VERO-UK-0015 v1.0
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DAY IN THE LIFE

ALL IN A DAY’S WORK

Alex Perkins is Senior Lecturer in Respiratory and Sleep Physiology in the
College of Human and Health Sciences at Swansea University. Additionally,
he’s a member of the Swansea University Respiratory Network research
group, and maintains a clinical post at Abertawe Bro Morgannwg University
Health Board and in the Health and Wellbeing Academy. In this edition Alex
grants WPR a glimpse into his regular working itinerary – and raises our
awareness of a role which all-too-often falls under the radar.

Alex Perkins
It’s that time of year when a generation
of A-Level students in schools across the
country spend their evenings studying,
revising, and checking up on their UCAS
application status. Despite having spent
months working out what to do with the rest
of their lives, my bet is that most have never
heard of the field of clinical physiology. They
are in good company because most healthcare
workers probably haven’t either.
Despite this, clinical physiologists form
part of a thriving, diverse, and increasingly
valued group of NHS professionals working
under the banner of ‘healthcare science’.
This sector makes up just five per cent of the
workforce, but we’re involved in about 80 per
cent of diagnostic decisions.
I’m a clinical physiologist, and this
year marks 20 years since I began training.
This has caused me to reflect on my own
professional journey, as well as that of my
profession.
It was in the early years of my training that
the term ‘clinical physiologist’ was adopted;
until then we had been known as medical
technical officers. For me, that term conjured
up images of rummaging about in workshops,
with gas analysers and bits of wire. Although
some colleagues have spent many a happy
hour doing just that, it didn’t really describe
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what we do in modern practice.
The training requirements at the time
were quite modest, with some in practice
receiving only on-the-job training, which
was probably quite variable in content
and quality. When the accredited degree
programme was finally developed I was proud
to graduate as part of the first cohort in the
UK with a BSc in Clinical Physiology.
The training continues to become more
robust with the introduction of new masters
and doctorate level programmes as well.
So what is it that a clinical physiologist
actually does? There are several subspecialisms, but in all fields clinical
physiologists are experts in a range of
diagnostic, monitoring, and therapeutic
procedures relevant to various organ systems.
We work with complex instrumentation
and develop good technical skills, but it’s
also a patient-facing role, with the ability
to empathise, communicate, and motivate
members of the public all day.
My field is respiratory and sleep
physiology, which might seem like an odd
coupling, but the overlap comes when you
consider that many respiratory pathologies
either manifest or get worse during sleep.
Inevitably, monitoring breathing during
sleep means you also need to recognise
comorbid sleep disorders, so many of us
end up specialising further and carrying out
complex studies that combine a montage of
respiratory, cardiovascular, neurological, and
movement signals.
At the other end of the physical activity
spectrum, we also carry out various forms
of exercise test. This involves simpler ‘field’
exercise tests which give insight into the level
of impairment caused by respiratory disease.
There is also increasing use of complex
cardio-pulmonary testing where patients
are pushed to their maximum to investigate
unexplained breathlessness, or gauge perioperative risk.
Respiratory and sleep physiologists also
have a role in various therapeutic modalities,
including running of CPAP, NIV, or oxygen
clinics. Often we see the same patients on

follow-up visits over several years, and it can
be very rewarding to see the impact that these
interventions can have on quality of life.
It’s the involvement in the range of human
activity, and in a range of organ systems, that
makes it such an interesting role.
In recent years we’ve seen the development
of physiologist-led clinics, particularly in
the field of sleep disorders. In these clinics
physiologists have a greater role in clinical
assessment, which in many cases removes
the need for consultant appointments. This
approach is consistent with the current
drive in Wales for ‘prudent healthcare’, and
this trend for innovation within clinical
physiology is likely to continue.
We are, however, a relatively young
profession, and despite the important role
that clinical physiologists play in a modern
NHS, we’re still pushing for compulsory
registration. The public sadly have to rely
on a voluntary system with the Registration
Council for Clinical Physiologists, or the
Academy for Healthcare Science.
Things have come a long way since I
carried out my first pulmonary function
test, but there remains a push for improved
standards for respiratory care across the UK.
I’m lucky enough to be part of a fantastic
team of researchers, clinicians, and educators
at Swansea University and in neighbouring
hospitals with the same aims. This includes
development of innovative clinical services
within our Health and Wellbeing Academy
(recent winner of a Guardian Healthcare
Award).
One of the most satisfying aspects of my
role, though, is teaching the next generation
of physiologists on our accredited Respiratory
and Sleep Physiology BSc programme. It
really helps remind me how far we’ve come
as a profession. I’m not sure who coined the
phrase but it’s always good to leave this world
a little better than you found it.
Follow Alex on Twitter via
@physiologic_al

DAY AND NIGHT WE WORK HARD
TO ENSURE PATIENTS GET MORE
OF THE MEDICINES THEY NEED
There’s nothing worse than not being able to fulfil a
patient’s prescription. Getting the medicines you need
when you need them really matters.
At Accord, our 3 UK manufacturing sites use some
of the most advanced technology on the market to
produce more than 4.5 billion tablets every year, and
we’ve invested £21 million in new technologies to help
satisfy UK market demand.
Our agile manufacturing capabilities and network
mean we often have the ability to supply stock when
others can’t. And that means more patients getting the
essential medicines they need, when they need them.
Call us on 0800 731 0370 to speak to our friendly team,
or to arrange to see one of our Account Managers.
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NUTRITION

PAEDIATRIC NUTRITION:
IT’S NOT CHILD’S PLAY
It is well established that breastfeeding is the prime starting point of infant feeding post-birth, being
important for both the mother and the infant. In fact, the World Health Organisation recommends
that babies are exclusively breastfed until six months of age to achieve optimal growth, development,
and health, after which breastfeeding should be complemented with the introduction of solid foods
until the age of two. (1) But in circumstances in which breastfeeding isn’t feasible, which nutritional,
alternative solutions can we present to the mother? And how can we help safeguard both her and
her child’s health? Martha Hughes, Scientific and Regulatory Executive, British Specialist Nutrition
Association, shares her expert insight, focusing on specialist milks for infants.

Martha Hughes
Breastmilk provides the best nutrition and has many positive
attributes for infants. If a mother can and chooses to, she should
be fully supported by a healthcare professional to breastfeed her
infant. However, there are some mothers who can’t, or choose not to
breastfeed for a variety of reasons. For these parents, provided there
are no other health concerns for the infant, a standard infant formula
milk may be used, providing the energy and nutrients healthy infants
need to grow and develop.
Formula milks have been specifically developed to contain all
the ingredients needed to meet an infant’s nutritional requirements,
although they can’t provide all the protective factors found in
breastmilk. (2) They are safe, rigorously monitored, and tightly
regulated. (3) If a parent / carer decides to use a formula milk,
it is important that they have access to support and advice from
a healthcare professional, as well as following the manufacturers
instructions. Formula milks can be used exclusively for infants, or with
a combination of breastmilk, from birth to 6 months of age (infant
formula), or as part of a mixed weaning diet for infants aged 6-12
months (follow-on formula).

SPECIALIST INFANT FORMULA MILKS
The importance of breastmilk for infants who are born prematurely,
with a medical condition, or who develop a disease, disorder, or
medical condition is universally recognised. However, some infants
are unable to receive adequate nutrition from breastmilk alone, or a
parent / carer may choose to formula feed. The only safe alternative
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source of nutrition which is suitable and safe for these infants are
highly regulated (4) scientifically formulated infant milks, known as
specialist infant milks, or infant Foods for Special Medical Purposes
(iFSMPs).
It is essential that infants receive optimal nutrition to ensure
adequate growth, health and development. (5) An underlying illness
or condition can lead to malnutrition, with nutritional deficiencies,
stunting and / or wasting presenting. This can be detrimental for an
infant and have long-lasting implications for the health of the child.
(1)
Specifically formulated and produced for a medical need, iFSMPs
are medical products intended for the exclusive or partial feeding of
infants and young children.
A diverse range of iFSMPs are available to address a number of
conditions which infants can suffer from; it is essential that infants
receive the appropriate formula for their individual requirements so
that they are able to achieve optimal growth and development.
The conditions for which iFSMPs may be used can vary greatly
in terms of their permanence, severity, and impact on day-to-day life.
The age at which they should be introduced also varies, with some
medical conditions being detected at birth by newborn screening (e.g.
phenylketonuria (PKU)), and others having a later on-set or diagnosis,
e.g. between six to 12 months, such as cow’s milk protein allergy.

CONDITIONS WHERE AN IFSMP MAY
BE REQUIRED
COW’S MILK PROTEIN ALLERGY

Cow’s milk protein allergy (CMPA) is the most common highly
complex food allergy in infants and young children, affecting 1.9 –
4.9 per cent of infants and children worldwide. (6) It is an allergic
reaction to one or both of the proteins, casein and whey, found in
milk. CMPA can be categorised as immediate (IgE-mediated) or
delayed (non IgE-mediated). Symptoms include skin problems, such
as eczema and hives, respiratory symptoms, and gastro-intestinal
issues. In worst case scenarios, CMPA can lead to admission to A&E
and / or paediatric intensive care units due to anaphylaxis and can
potentially lead to death. It is important that those affected by CMPA
are diagnosed and managed appropriately. For confirmed CMPA in
breastfed infants, strict avoidance of cow’s milk protein for the mother
is currently the safest strategy for management. If this is not possible,
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or an infant is formula-fed, a specific iFSMP
can be prescribed, such as an extensivly
hydrolysed formula (eHF) or an amino-acid
based formula (AAF), as stated by NICE and
MAP guidelines. (7, 8)
In an eHF, the protein has been
hydrolysed into smaller peptides which the
immune system does not recognise as cow’s
milk protein so no reaction occurs. (9) These
are tolerated by the majority of infants and
children (90 per cent) with CMPA. An
AAF, which is made-up of free amino acids,
is an alternative for those infants and young
children who can’t tolerate an eHF, or those
with severe symptoms. (10)

LACTOSE INTOLERANCE

Infants with lactose intolerance have an
inability to digest the carbohydrate lactose
because they lack the enzyme lactase.
Typically, lactose intolerance in infants
only lasts from a few days up to a few
weeks. The common symptoms of lactose
intolerance are gastrointestinal with loose
stools, abdominal pain, flatulence, bloating,
and discomfort. It’s during this time
that an iFSMP containing an alternative
carbohydrate source to the lactose present
in standard formula plays a vital role in
managing the condition and ensuring the
continued nourishment, development, and
health of the child.
Although lactose intolerance can cause
similar symptoms, it should not be confused
with CMPA. Formulae for lactose intolerance
are not suitable for infants with CMPA as
they still contain cow’s milk protein.

PRE-TERM

Thanks to advances in antenatal care, an
increasing number of pre-term babies are
surviving. These babies are vulnerable,
and specialist paediatric dietitians have a
critical role to play in making sure that the
diet of these infants is effectively managed.
Expressed breastmilk supplemented by a
breastmilk fortifier is the preferred method
of feeding.
However, mothers of pre-term infants may
be under particular stress, which may affect
their milk supply. If so, a specialist readyto-feed pre-term formula may be required

(11), which typically contains higher levels
of energy, a higher protein:energy ratio and
higher levels of key micronutrients, such
as iron and vitamin D, when compared
with standard formula. These formulae are
designed to support the increased metabolic
requirements of pre-term infants.

FALTERING GROWTH

Faltering growth is a term used to describe an
infant who is not gaining weight or length,
as expected, over a period of time. Causes
of faltering growth can include: higher
nutritional requirements, or an inability
to consume enough nutrients to meet
requirements, e.g. through muscular disorders
or respiratory disease; poor swallowing;
vomiting and diarrhoea; or poor absorption
of nutrients, such as digestive disorders,
including cystic fibrosis and chronic kidney
disease.
Faltering growth may be managed with a
specialist high energy infant formula, which
provides more calories and protein than a
standard infant formula, to help achieve
catch-up growth.

GASTRO-OESOPHAGEAL
REFLUX

Reflux, or gastro-oesophageal reflux, is
when the stomach acid moves up into the
oesophagus or even into the mouth. It is
common for this to happen in infants during
or immediately after feeding. However, when
the volumes of returned feed are significant
and the infant has additional symptoms,
such as excessive crying, poor growth, and
regular vomiting, then either an anti-reflux
formula, which is pre-thickened or thickens
in the stomach, or a feed thickener added to
standard formula, may be required to manage
this condition.

THE ROLE OF THE
HEALTHCARE
PROFESSIONAL

If an infant shows signs or symptoms which
indicate that a specialist product may be

required, it is essential that the infant is
diagnosed and managed appropriately.
Paediatric dietitians have the specialist
expertise to collaborate with a GP to
diagnose, advise and prescribe the appropriate
product for an infant, ensuring that sufficient
nutrients are provided to safeguard growth
and development.
As infants have relatively high nutritional
needs and growth trajectories, their
nutritional support should be constantly
monitored by a healthcare professional.
One size does not fit all; as children grow
and develop, their nutritional needs change,
therefore they may need different nutritional
inputs at different stages. Moreover, some
conditions are characterised by periods of
relapse and remission, e.g. Crohn’s Disease,
which makes on-going monitoring even more
important.
The value of good paediatric dietetic
advice in these situations can’t be
underestimated.
Not only is a medical condition stressful
for the infant, it can be very upsetting
for parents or carers. Conditions, such as
gastro-oesophageal reflux, lactose intolerance
and CMPA, can be significantly distressing
and frightening for the parents of infants
who suffer from them. (12) Therefore, any
concerned parent should be encouraged to
see their GP and subsequently referred to a
paediatric dietitian to ensure the appropriate
formula is recommended when their child
is unwell and the condition professionally
managed. This eliminates the risk of the
parent or guardian receiving inappropriate
advice about the dietary management of
their child, which could put the health of the
infant at risk.

ABOUT THE BRITISH SPECIALIST
NUTRITION ASSOCIATION
BSNA is the trade association representing
the manufacturers of products designed
to meet the particular nutritional needs
of individuals; these include specialist
products for infants and young children,
medical nutrition products, including
parenteral nutrition and gluten-free foods on
prescription. www.bsna.co.uk @BSNA_UK
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VISIT WWW.WALESHEALTHCARE.COM/AWARDS
TO KEEP UP-TO-DATE ON THE LATEST AWARDS NEWS

HAPPY 10TH BIRTHDAY!
2018 is a pinnacle year for the Welsh Pharmacy Awards, with
the event marking a decade of service honouring the industry’s
excellence. As the ceremony quickly – and excitingly – beckons,
what better way to kick off the special celebrations than with the
unveiling of our finalists?

Another 12 months have zipped by, and with them, the industry has been once again
propelled forward by the exemplary members of our pharmacy teams. Rather than merely
acknowledging the complex problems across their communities, they have addressed them
with equal measures of innovation and optimism – and now it’s time for us to showcase their
stories at the Welsh Pharmacy Awards.
Following a difficult and lengthy decision process, the high quality applicants have been
narrowed down in each category, and the finalists are set to find out the verdict during a
glittering gala among an audience of their fellow peers and leading professionals.
The title-holders will be announced on 24th May at The Vale Resort, Glamorgan, with an
array of dining and networking opportunities rounding off the evening.
We’re also delighted to announce that our 2018 nominated charity is Welsh Hearts
Charity, which works in partnership with The Welsh Ambulance Service to increase access
to defibrillators, as well as offer free CPR training to communities all over Wales. The team’s
tireless efforts are saving countless lives, having placed over 1,500 defibrillators, provided
CPR training to over 45,000 people, and organised regular heart screening events within
local communities for 16 to 45-year-olds.
This year’s proceedings will be even more unmissable as we celebrate an important
birthday – 10 years of basking in Welsh pharmacy’s brilliance – and express gratitude to
those who have supported us throughout our journey so far. Thank you!
Turn the page and cast your eyes over our final contenders – and their paths to success.
The categories are:
BUSINESS DEVELOPMENT
OF THE YEAR (INDEPENENT)

INNOVATIONS IN QUALITY AND EFFIENCY
THROUGH TECHNOLOGY IN COMMUNITY
PHARMACY

MANAGEMENT OF DIABETES
IN COMMUNITY PHARMACY AWARD

HOSPITAL PHARMACY
TEAM OF THE YEAR

STUDENT LEADERSHIP
AWARD

ASTHMA
PROJECT OF THE YEAR

INNOVATIONS IN SERVICE
DELIVERY IN COMMUNITY
PHARMACY INDEPENDENT

INDEPENDENT COMMUNITY
PHARMACY PRACTICE OF THE
YEAR

COLLABORATIVE WORKING
AWARD (INDEPENDENT
PHARMACY)

INDEPENDENT COMMUNITY
PHARMACIST OF THE YEAR
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BUSINESS DEVELOPMENT
OF THE YEAR AWARD (INDEPENDENT)
S P ON S ORED BY
A AH P HA R MACEUTICALS
Steffan John
D Powys Davies Pharmacy, Blaenau Ffestiniog

Gwawr Davies Jones
High Street Pharmacy, Barry

The team took over the D Powys Davies
Pharmacy on the high street in Blaenau
Ffestiniog at the beginning of March – and from
the outset their vision entailed developing the
pharmacy premises to be fit-for-purpose so
that local patients aren’t short of choice. The
core objectives were to fully refit the pharmacy
and to start delivering every commissioned
service by the end of year one.
The results of the refit have been staggering. In terms of the retail
area, the windows are now open, creating a comfortable and
welcoming environment for patients to discuss their issues with staff.
The role of the team of staff strengthened and the installation of
the modern consultation room has resulted in a huge change to the
service offering and subsequent increase in uptake.

When Claire Harris and Gwawr Davies Jones
acquired the business in 2016, the pharmacy
was in a depleted state; both physically and
in terms of the level of service provided.
However, instead of perceiving the
challenges as being unsurmountable, they
deemed them to be opportunities which
required immediate attention.
The initial step was to spread the word
about the new ownership across the community, via verbal
interaction and a leaflet drop, prior to completing a total overhaul of
the pharmacy’s interior and exterior.
Among the raft of changes, the services were expanded to
include flu vaccinations, blood pressure monitoring, and stop
smoking and common ailment offerings.

Nathan Wood
Queens Road Pharmacy, Skewen

Craig Hinks
New Inn Pharmacy, Pontypool

The decision was made to enhance
the profile of Cecil Jones Ltd four
years ago with the first of three
pharmacy refits; the last of which
was completed in June of 2017 with
the rebranding in January and
February of this year.
The improved patient
experience has been driven by
enhanced access within the
pharmacy to all areas, as well as dedicated consultation rooms,
better shelving for merchandise, and the displaying of information.
Improved lighting and increased seating facilities for patients have
been welcome additions too.
The pharmacy’s delivery of a comprehensive range of services
has particularly been boosted by the accreditation of pharmacists
and staff, and liaising with the local surgeries.

Having long been a desire of the company
to practice from modern, state-of-the-art
premises, the opportunity arose in October
2016 when the village post office closed,
leaving a larger setting vacant, located in the
heart of the community.
The team thus purchased and
redeveloped the site into a stunning modern
pharmacy equipped for the future, boasting
both a consultation room and a treatment
room, as well as a dedicated quiet area for patients to receive expert
advice.
These changes were implemented across the pharmacy’s
branding, too, in which a fresh new look was adopted which tied in
with the revitalisation of their website and delivery vehicle.

The Pharmacy Team
Rosser's Chemist, Monmouth

SPONSOR:
AAH PHARMACEUTICALS
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As an independent pharmacy at the heart
of the community, the team was motivated
to propel their brand and profile forward by
way of reminding patients, and enlightening
prospective patients, about the selection of
services available to enhance their health.
As soon as the team was made aware
of the introduction of a new minor ailments
scheme for Wales, they knew they wanted
to be at the forefront. Spurred on by this, the
pharmacist superintendent, Daniel Rosser, completed the training
necessary, and the pharmacy is currently the first and only one in the
town providing this exciting service.
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MANAGEMENT OF DIABETES IN
COMMUNITY PHARMACY AWARD
S P ON SORE D BY
N A PP P HA RMACEUTICAL S L I M I TE D
Richard Griffiths
Griffiths Pharmacy, Garden City
In order to execute the most beneficial and patient-centred strategy for tackling diabetes, the team recognised the
value of collaboration, and therefore not only engaged in discussion between themselves, but looked at how they
could involve other local health professionals to provide a balanced service that supported diabetics with all the
elements of managing the condition.
The process involved the development of a multidisciplinary approach to patient care which consisted of working
in partnership with several practice nurses who run diabetic clinics within a GP setting. This has been carried out via
referrals following screening of diabetics, as well as follow-on care as needed in terms of follow-up after a Medication
Use Review and poor sugar control being recognised.
Showcasing their creative nature, the team also negotiated a partnership arrangement with a local hotel – which
contains a comprehensive gym and swimming pool – to provide reduced priced gym memberships for patients with
diabetes.
This incentive has since been well-received by patients who have enhanced their fitness levels and ensured better
management of their condition.

Asim Ali
Pill Pharmacy, Newport
As a result of being based in a community which is highly prevalent in the incidence of diabetes, the team places
tremendous importance on the health-related education of different generations from the same household. The
overarching goal has therefore been to forge a chain reaction in which the awareness can be passed on to the next
generations – the younger members of the family.
In order to put improvements in motion, the team set about informing family members about the benefits of a
healthy diet, exercise, and healthy living. Alterations were also recommended in their meal plans and signposting was
offered to relevant support groups, including Diabetes UK and the Help 2 Quit stop smoking service.
The project was a two-pronged approach, in which the team addressed not only those patients who were
diagnosed with diabetes, but those undiagnosed too. Through Medicine Use Reviews, and highlighting prescriptions
and patients for the initiative, those who could benefit from the initiative were pinpointed, and ongoing support and
monitoring of their appliance supplied.

Deb Hughes and Team
LloydsPharmacy, Baglan Moor
Deeply concerned by the boundaries obstructing society’s understanding of diabetes, as
well as the recognition that those living with the condition often didn’t receive the support
they needed to reduce the risk of devastating complications, the project aimed to find this
‘missing million’ and simultaneously educate a nation about the dangers of type 2 diabetes.
The secondary objective was to raise awareness of LloydsPharmacy as a whole and
demonstrate how the company genuinely cares for their customers at a local level,
developing the extended role of community pharmacy.
To achieve this, a nationwide campaign was constructed that offered free screenings
across 1,800 pharmacies and targeted customers at a local level. The store in Baglan was
one of those selected and the team thrived on extending their screening service to local
groups, such as sheltered accommodation centres in the local community, third sector
services, such as Age Concern, and off-site activities at the YMCA in conjunction with St
John’s Ambulance. In terms of patients already diagnosed with diabetes, the campaign
promotes self-care through services like diabetic foot checks to reduce long-term
complications.

SPONSOR:
NAPP PHARMACEUTICALS LIMITED
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STUDENT LEADERSHIP AWARD
S P ON S ORED BY
T H E P HA RMACISTS’ D EFE N CE ASSO CI ATI O N
Bethany Lloyd
Cardiff University

Jake Groves
Cardiff University

As a committee member and first year
representative for the Welsh Pharmaceutical
Students Association (WPSA), Bethany’s
leadership skills have continually risen to the
fore – particularly when organising a group of
volunteers to help with a weekly talk and tour for
the UCAS applicants visiting the school.
Recognising the important role which
collaboration plays in enhancing the sector,
Bethany actively encourages input from others, and sought to make
the talk interactive by asking what the applicants want to hear about,
and thus catering the talk each week to the audience.

Jake led the WPSA between February 2017 and
February 2018, during which he implemented the
two key objectives of maintaining the society’s
position as a Gold Tier society within the Cardiff
University Students’ Union Guild of Societies, and
raising over £5,000 for charity at the same time.
While working towards these goals, Jake’s
work as chairperson positively impacted the
Cardiff School of Pharmacy, by way of
challenging the society to break down the
barriers that would lead to wider participation with activities. He was
also successful in ensuring that a more diverse range of students
attended WPSA activities through orchestrating events such as
Speed Pharmacy.

Rana Ajaj
Cardiff University
As a pharmacy student, Rana has always aspired to
positively influence the sector, and, where possible,
identify opportunities to develop her knowledge.
For example, she has not only attended General
Pharmaceutical Council, Royal Pharmaceutical
Society and WPSA events, but she has organised
ones within the school itself.
Rana first garnered experience as a student
representative for her year in which she developed
a strong connection between her allocated group
and university staff members.

Reeya Patani
Cardiff University
Reeya’s vision for the future of the Pharmacy
School was shaped when she and a fellow
colleague, Sarah Alzetani, aided a member of
the public who was having a cardiac medical
emergency. Upon realising the seriousness
of the situation, they immediately called the
emergency services who asked if there was
a defibrillator accessible. With the pharmacy
school being closest to the scene, Reeya ran
to it, despite her uncertainty as to just where
the defibrillator was located.
Reflecting on this traumatic situation, Reeya made efforts to
rectify a few significant shortfalls within the Pharmacy School – such
as expanding first aid training to the second and third years.

SPONSOR:
THE PHARMACISTS' DEFENCE
ASSOCIATION
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Sarah Alzetani
Cardiff University
Having been one of two first responders – alongside
Reeya Patani – to a medical emergency occurring
outside of Cardiff University’s Pharmacy School,
Sarah felt that refreshed first aid training for students
was fundamental, and wanted to see change.
Her actions have reaped benefits as first aid
training is now being reviewed with the Mpharm
programme, while new communication with students
on first aid is being considered, and a recruitment
drive for more first aiders in the school has been
undertaken.
Additionally, by being a student mentor for two years, followed by
taking on the position of a mentor consultant, Reeya has been heavily
involved with student support within the pharmacy school.

Stacie Marks
Cardiff University
Throughout her time at university, Stacie has
made a substantial impact in growing and
improving the student experience. Putting her in
prime position to achieve this has been her wealth
of experience, including being the treasurer for
the WPSA, and enjoying a successful year as the
lead British Pharmaceutical Students Association
representative.
In order to create as much engagement as
possible, Stacie has also adopted joint
responsibility for the social media accounts for the WPSA,
including Facebook, Twitter and Instagram, in which she has
impressively grown the group’s following within the school
In previous years Stacie helped to exert positive change by being
elected as a Royal Pharmaceutical Society student champion.
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INNOVATIONS IN SERVICE DELIVERY IN
COMMUNITY PHARMACY
INDEPENDENT
S P ON SORE D BY NUMARK
Tom Miles
Evans Pharmacy, St Clears

The Pharmacy Team
Rosser's Chemist, Monmouth

Identifying that there was an area in the market
for a weight management service, the team set
about establishing a programme that’s
affordable and more accessible than other
schemes.
As a result of St Clears being a small rural
town, there was also a need to offer passport
photos, ear piercing, and watch battery
replacements, along with the health board’s
triage and treat service and common ailment schemes. Struck by
this, the team developed an overarching objective of offering as wide
an array of services to patients as possible.
Determined to advance their facilities, and simultaneously their
provision of care for patients by way of a whole healthcare check, the
team has built a new consultation room with the sole focus on weight
management; triage and treat; cholesterol and glucose screening; BP
management; and BMI checks.

Last year it was decided that the team would build on the services
available to the community in order to both excel in patient care and
differentiate the independent pharmacy; allowing it to stand out in a
competitive market.
A new vision for the pharmacy has thus been devised to
accommodate these changes, resulting in an exciting refit, which
involved making the dispensary larger to cope with the increase in
patients and medicine management trays
which the team undertakes. A new
consulting room has also been put in place.
Showcasing the extent of the shift in
services, the site now offers the new minor
ailments scheme, consultations, and
treatments, and a new quit smoking
scheme.
The pharmacy is also the supplier of
stock products for the local district nurses
via ONPOS.

Rachel Davies
Burry Port Pharmacy

Steffan John
D Powys Davies Pharmacy, Blaenau Ffestiniog

The aim of the initiative was to provide
testing nearer to the patient’s home –
instead of a six or 12-mile journey to the
nearest
hospitals in each direction – to relieve
pressure on local hospital phlebotomy
services and provide a more
acceptable method of testing by using
point-of-care testing machines.
As an independent prescriber since
2008, Rachel has always been keen to
utilise her qualification, and in 2016, after three years of trying, she
successfully persuaded the local health board to allow her to
manage an anticoagulation clinic from the pharmacy. This was in
response to increased demand on the anticoagulation clinics and
phlebotomy services in the local hospitals.
The other successes of the project incorporate the pharmacy’s
collaborative working with the local anticoagulation clinics at both
Prince Philip Hospital, Llanelli and with Sister Rose Lloyd at Glangwilli
Hospital, Carmarthen.

When the takeover of D Powys Davies
Pharmacy occurred in early March 2017,
despite being a central and much-loved part
of the rural town of Blaenau Ffestiniog, the
pharmacy was dated, with only the very
basic of services being offered. The team
knew from day one that they could offer
more to the local community, and thus their
intention was clear – to refit the building so
that they could deliver every service
commissioned locally.
Following the success of the overhaul, a consultation room has
been created that’s directly accessible from the shop floor, and
consequently the turnaround in provision has been phenomenal.
But that’s not all – as a result of staff training and the updated
premises, D Powys Davies Pharmacy now offers every clinical service
commissioned locally on every single day that the pharmacy is open.

SPONSOR:
NUMARK
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COLLABORATIVE WORKING AWARD
(INDEPENDENT)
S P ON S ORED BY
T H E N ATIONAL PH AR MACY ASSO CI ATI O N
Phil Bullen
Wellness Pharmacy, Old St Mellons

Jonathan Lloyd-Jones
Sheppards Pharmacy, Whitcombe Street, Aberdare

Committed to the viewpoint that community
pharmacy is ideally placed to ease the burden on
GPs, the team is applying their communication
skills in order to forge stronger ties with them.
Part of this strategy involves emphasising the
common ailments service – encouraging the
receptionists to inform potential clients that
products are supplied free of charge to patients.
The team has also branched out and engaged
with opticians, propelled by the knowledge that they encounter
clients who suffer from conjunctivitis and hayfever, and can therefore
refer them on. Utilising their prescription delivery driver has been key,
too, in which they drop off leaflets to surgeries.
Notably, an arrangement was made during the flu season with GP
practices in which they agreed to call each surgery once weekly to
ascertain their remaining flu vaccination stock. This reminded surgery
staff that they offer the flu vaccination service for those who don’t
come under the GP umbrella.

During the last 12 months Sheppards
Pharmacy at Whitcombe Street has worked
closely with GP surgeries to ensure that all
surgery staff are aware of their extensive
services.
This collaboration has led to more
accurate referrals in and out of the
pharmacy, resulting in a better patient journey, while the provisions of
care having benefitted the local practices by reducing workload and
ensuring that patients are seen in a timely manner.
Benefits have particularly been garnered from recent
collaboration meetings with GP surgeries, leading to the
re-introduction of repeat dispensing in the area, improved focus
on referrals into the minor ailment scheme, and smoking cessation
service from GPs. The team also discuss out-of-stock medication
with GPs on a weekly basis, and recommend potential alternatives to
practices where appropriate.

Richard Griffiths
Griffiths Pharmacy, Garden City
The team has taken significant and effective
strides in transforming their collaborative values
into actions, and have met with several surgeries
and engaged in productive meetings and
discussions in terms of understanding their
needs and current focus.
As part of this, joint working has been
developed, relating to the current NHS agenda
– for example, both settings have worked with
stable patients to encourage them to join up to
repeat dispensing services, which has been subsequently
well-received. Support has also been provided to patients to assist
their understanding of technology changes, and to help them utilise
online ordering with surgeries.
Additionally, the pharmacy staff has built excellent working
relationships with four district nursing teams within Flintshire and
Wrexham.

SPONSOR:
THE NATIONAL PHARMACY
ASSOCIATION
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Sudhir Sehrawat and #teamhep
Clifton Pharmacy and Cardiff & Vale University Health
Baord
Sudhir made direct contact with the virology
team at Cardiff & Vale University Health
Board (C&V UHB) to develop proof of
concept for a community pharmacy service
for Dry Blood Spot Testing (DBST). Inspiration
for this was founded on the awareness that
pharmacists are ideally placed to provide
testing for at-risk populations as substance
misuse and needle exchange programmes
are already well-established in local
communities.
The implementation of this community pharmacy-based DBST
service to increase HCV screening within the local community has
had far-reaching results.
At-risk clients presenting at the pharmacy were provided the
opportunity for DBST and, with consent, DBST was undertaken and
tests sent to C&V UHB. The results were then faxed to the pharmacy
from specialist pharmacists at C&V UHB, and clients were provided
their test results with ongoing harm reduction measures.
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INNOVATIONS IN QUALITY AND
EFFICIENCY THROUGH TECHNOLOGY IN
COMMUNITY PHARMACY
S P ON SORE D BY
P OS IT IVE SOLUTIONS AN D W I L L ACH U K
The Learning and Development Team
LloydsPharmacy
Historically, LloydsPharmacy has employed a variety of different learning platforms – often making it difficult
to manage and track learning for the pharmacy teams. These systems also didn’t provide accurate learning
records for colleagues, with the recurrent issues including the systems only being available internally while at
work, a self-sign-up approach, and very basic reporting functionality.
It was therefore time to introduce a new Learning Management System where mandatory learning could
be tracked and compliance evidenced, but also a platform to provide ‘one front door’ for learning, linking to
CPD and personal development materials. The vision was to move away from storing learning materials in
multiple places and completely overhaul the offering so that colleagues in pharmacy could access materials
quickly and in one place.
As such, the team partnered with Communications International Group and introduced myLearn plus – an
exciting new online platform that brings healthcare professionals together, offering an extensive library of
content tailored to individual needs. Whether a colleague’s interest is in management, clinical or practice,
they have access to over 1,000 expert comments, articles, and e-learning modules, available at their fingertips.

Steffan John
Fferyllwyr Llyn Cyf
Over the last 12 months Fferyllwyr Llyn Cyf has embraced the concept of cloud-based working, and in particular
has adopted a cloud-based PMR system, cloud-based electronic CD register, and cloud-based shared drive
across the whole estate.
Although benefits have undoubtedly been reaped for the business, most importantly, the move has been
tremendously advantageous to patient care. One of the factors that triggered this change was the realisation that
expectations relating to what pharmacies need to deliver are seeing a shift, and that NHS Wales wants the sector
to actively be involved in patient care and delivering clinical services.
The cloud-based PMR software has been crucial in developing links between the pharmacies and care home
staff, in that when the team conducts care home visits for medication reviews or staff training, they can now
directly access patient records on their laptops at the homes. The number of errors on MAR chart have since
been drastically reduced; home and pharmacy staff are contributing and checking changes and there is no need
to transmit messages via letter or over the phone prior to amending the MAR charts. New charts can then be
printed off there and then while at the home, boosting the convenience of the process.

Mo Nazemi and Team
Evans Pharmacy, Ty Elli
Perched in Llanelli, the pharmacy attracts a very high footfall and busy workload, with the staff dispensing over 4,000
items each week, and a high proportion coming from walk in / collection patients as the site is attached to the Tyelli
surgery. There is a very strong collaborative working ethos between the surgery and the pharmacy.
Sparked by this engagement, the pharmacy is always seeking new ways to improve its standards of patient care
and safety, and has thus decided to invest in a new dispensing robot as part of a pharmacy refit.
Since introducing the robot last year, an abundance of benefits have arisen, including the team being able to offer
far more pharmacy services than they were ever able to before. Previously, offering patients time in the consultation
room was a challenge, but since having the robot the provision has been heightened, delivering DMRs, smoking
cessation, CAS, flu jabs, and EHC, as well as carrying out 400 MURS for the first time this year.
This efficiency has filtered in to the company’s savings too, including a 30 per cent reduction of pharmacy stock
going out-of-date (as the robot is able to rotate the stock for them), and, more recently, a 15 per cent reduction in
stock holding, as the pharmacy has been able to better manage the volume of stock held.

SPONSOR:
POSITIVE SOLUTIONS AND WILLACH
UK
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HOSPITAL PHARMACY TEAM OF THE YEAR
S P ON S ORED BY
M ART IN DALE PH AR MA
A N ET HYP HAR M GROUP CO M PAN Y
Kerry Crompton and the Noah's Ark Children's Hospital for
Wales
Cardiff & Vale University Health Board
It was two years ago when the team –
made-up of Eurig Jenkins, Caroline Davies,
and Kerry Crompton – came together, and
combined their extensive experience to
embark on the ChemoCare® project.
In particular, Kerry is responsible for the
building of the system; Eurig provides the
clinical knowledge; and Caroline possesses
the technical know-how.
Despite the magnitude of work involved, the benefits of
implementing a comprehensive tool such as ChemoCare® have
been abundant – leading to a reduction in drug wastage and cost
due to fewer errors, and making available better quality data to
improve tracking and reporting of high cost drug usage.

Sophie Harding and the Metastatic Breast
Pharmacy Team
Velindre Cancer Centre
A group of Velindre pharmacy staff
have been working as a team to
provide a unique service to the
metastatic breast cancer patients
within the outpatient clinic setting at
Velindre Cancer Centre in Cardiff. The
specialist metastatic breast cancer
pharmacy team members include a
pharmacist non-medical prescriber
(NMP) who works within the metastatic clinic alongside medical
colleagues, a senior education lead technician, and education
pharmacy technicians.
The lead breast cancer pharmacist NMP has established an
NMP-led clinic specifically for metastatic breast cancer patients
receiving oral cancer treatments which runs alongside the breast
consultant oncologists’ clinic within the outpatients’ department with
a separate clinic list.

SPONSOR:
MARTINDALE PHARMA
AN ETHYPHARM GROUP COMPANY
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Dianne Burnett and the Medicines Management Team
Hywel Dda University Health Board
The HDUHB MI team provides a health board-wide enquiry
answering service which covers four acute hospital sites, and three
primary care localities, including GPs, community pharmacists,
prescribing advisors, and cluster pharmacists.
Operating from one site, Withybush General Hospital, and fully
integrated within the pharmacy department, the MI service is the
go-to choice for many medicines
management and patient safety
initiatives.
Demonstrative of the team’s
emphasis on safety has been the
development of a drug library for
the SMART infusion pumps. The
MI team took full ownership of this
monumental task, given the short
deadline, and encouraged all of the
pharmacists in the department to contribute.

Bethan Jones and the Haematology Pharmacy Team
Aneurin Bevan University Health Board
The haematology pharmacy team
has successfully embedded into
the multidisciplinary team within the
chemotherapy day unit setting and is
now an integral part – attending daily
team meetings to discuss treatment
plans for patients, and enhancing the
pharmacy input into these gatherings.
The members also work alongside the
nursing staff to ensure that
chemotherapy is administered in a
safe and efficient manner to patients.
Always searching for opportunities to broaden and build their
skillset has led to the pharmacy team on the day case unit having a
constantly evolving role.

Reuben Morgan and the Medicines Homecare Team
Abertawe Bro Morgannwg Local Health Board
The team boasts a
varied background – from
long-standing
administration and clerical
staff in homecare and the
wider pharmacy field, to
those with private sector
experience, which thus
inserts a demographic
blend into a successful and
close-knit team.
In particular, the
members have demonstrated their alignment of the prudent
principles of healthcare into their working practices, and their
reference to these principles when reviewing all current and
prospective services, to ensure that the services are co-produced
with a patient-centric approach, making the most effective use of all
skills and resources.
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ASTHMA PROJECT OF THE YEAR
S P ON SORE D BY
N A PP P HA R MAC EUTICAL S L I M I TE D
Gareth Rowlands
Boots, St Mellons

Catrin Avis
Well, Garndiffaith, Pontypool

The pharmacy serves the local
community of St Mellons on the outskirts
of Cardiff – many of whom are affected by
asthma.
Sparked by this reality, the aim of the
initiative was to highlight and support
patients with uncontrolled asthma, by way
of delivering patient-centred care which
has entailed educating the sufferers about
their condition and how to use their
inhalers more effectively.
The project further aimed to support the pharmacy’s GP surgery
to reduce medicines wastage by identifying patients who were
potentially stockpiling or using medication inappropriately.
A therapeutic focus on asthma was initiated for the area by
providing materials for the 16 stores in the Cardiff area, and
encouraging them to follow best practice when caring for these
patients.

There has been a keen focus by
Aneurin Bevan University Health
Board to target asthma patients
and their medicines management
through the launch of a localised
service – and, showcasing her
industriousness, Catrin attended a
course in 2017 to equip her with the
insights required to put the service
in motion.
Although the service in question
hasn’t yet been commissioned, the
training provided has enabled Catrin to home in on asthma as a key
area of medicines management for her patients. For example, during
MURs she'll discuss asthma management with patients and review
inhaler technique. Not only does she offer guidance, but she'll
encourage the patient to return for a follow-up so that the
technique advice given, or alternative delivery system provided, can
be reviewed to ensure that the intervention has been positive.

Damian Williams
Morrisons Pharmacy, Carmarthen

Deb Hughes and Team
LloydsPharmacy, Baglan Moor

Serving the market town of
Carmarthen and outlying rural
communities, as well as transient
tourists, Morrisons Pharmacy is
committed to upholding a high
standard of care for each and every
customer. This ethos underscores
the establishment of their project
which identifies and helps
asthmatics who are poorly
controlled, and who also smoke.
The patients who fit this criterion are subsequently invited to take
an Asthma Control Test to gauge how well their asthma is managed,
and the team offers assistance by way of assessing whether the
asthma device that they use is appropriate – resulting in a rise in
compliance and efficacy.
In liaison with the local GP surgery asthma nurse, those patients
who smoke are also encouraged to participate in the advanced
service, Smoking Cessation Level 3, and undergo a free NHS-funded
NRT programme.

The pharmacy team has
devised their initiative to
incorporate services relating
to asthma, allergies, and
smoking – seeking the best
results with this allencompassing approach.
To enhance their
provisions for asthma
sufferers, every staff member
is involved in the process.
In particular, the healthcare
assistants play a crucial role in
highlighting patients that may need extra support or advice with their
asthma, from recommending over-the-counter products, to lending
them support to manage their medication ordering process.
As part of the LloydsPharmacy Respiratory Support Service, the
team offers tailored solutions which include managing the patient’s
prescriptions and perfecting their inhaler technique, undertaking the
Asthma Control Tests, and employing in-check dials to help deliver
personalised advice for the condition’s continual management. Also
available is a specific service to support children living with asthma.

SPONSOR:
NAPP PHARMACEUTICALS LIMITED
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INDEPENDENT COMMUNITY
PHARMACY PRACTICE OF THE YEAR
S P ON S ORED BY
A L LIA N CE HEALTHCARE
Tom Miles and Team
Evans Pharmacy, St Clears

Dylan Jones and Team
Dudley Taylor Pharmacy, Llanidloes

With roots stretching back 38 years
to when it first opened its doors, the
pharmacy has since evolved into a health
hub of the community, always striving to
support local needs.
Despite having a long-term
commitment from its clientele, the
pharmacy continues to be innovative and
expansive in terms of its service offering.
For example, the team currently holds
a weekly weight management service for
members of the public, offering a
weigh-in, and advice about their BMI, and has started to host an
annual health check service in Llety Cynin fitness and health centre. It
also makes available to patients diabetes screening, blood pressure
monitoring, cholesterol checks, and CO monitoring for potential
future smoking cessation clinics.

As an independently-owned
local community pharmacy,
Dudley Taylor Pharmacies Ltd has
been providing pharmaceutical
services based in Llanidloes for
around 20 years and is highly
valued for both being an essential
service within the community,
and helping to maintain the
thriving high street in town.
The launch of the common ailments service (CAS) in Powys
allowed the pharmacy to support the GP practice in offering patients
an alternative to a traditional GP appointment. It’s now the highest
provider of CAS consultations in Powys.
Furthermore, the pharmacy developed a learning and
development programme for all staff so that it now has three
pharmacy technicians who are also ACTs and actively use this skill on
a daily basis, one dispensary assistant, and two more being trained.

Sarah Brown and Team
Sheppards Pharmacy, Rhydyfelin

Steffan John and Team
D Powys Davies Pharmacy, Blaenau Ffestiniog

Given that all of the pharmacy’s
actions are underscored by a
motivation for high quality patient
care, its current layout reflects
the importance of accessibility
for the customers in question.
While customer confidentiality
is preserved where appropriate,
the majority of the dispensary
is on view from the shop floor,
enabling the customers to interact freely with pharmacy staff, and
encouraging open communication.
Over the years, the team has built an excellent relationship with
the local GP surgeries, and is currently collaborating on the
introduction of the repeat prescription service with one of the local
surgeries.

Since the takeover last year, the
pharmacy has undergone a
complete redesign and
refurbishment of the dispensary and
retail area – a change which has
been very well received by patients.
The pharmacy’s objectives over
the last year have also incorporated
the education of staff in order to
support the delivery of clinical
services. The staff took to their new
roles immediately and have developed new skills and knowledge with enthusiasm, courtesy of training
courses.
Crucial to the success of the pharmacy’s provision of new services
has been working closely with the local surgery and other groups
within the community.

SPONSOR:
ALLIANCE HEALTHCARE
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Jonathan Lloyd Jones and Team
Sheppards Pharmacy, Aberdare
Sheppards Pharmacy
Whitcombe Street started out
as a small branch and has been
extended over time to meet
patient and public needs.
In terms of recent
developments, during the last
six months, a number of local
surgeries changed their
opening times, increasing
prescription turnaround from
48 hours to 72 hours. As this was having an effect on patients, the
pharmacy demonstrated initiative by way of arranging a number of
collaborative working meetings with local surgeries, and now runs a
thriving repeat dispensing scheme.
To further improve their ability to adapt to individualised patient
needs, a number of staff attended an evening designed to make
them aware of the local mindfulness sessions, and provide
appropriate referral and promotion material.
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INDEPENDENT COMMUNITY
PHARMACIST OF THE YEAR AWARD
S P ON SORE D BY
T E VA UK LIMITED
Gwawr Davies Jones
High Street Pharmacy, Barry
With the pharmacy being located in a diverse social economic area, serving the affluent West End of Barry, and
some areas which are described as deprived, balancing the diversity of the client’s needs can be challenging for
Gwawr – but she nevertheless always manages to.
During her 17 years as a pharmacist, she has developed a particular interest in – and has subsequently been
incredibly pro-active in – engaging with patients suffering with addiction. In order to offer as encompassing a service
as possible, after the purchase of the pharmacy, the team immediately contacted the local CDAT unit, Newlands,
to introduce themselves and offer their Supervised Consumption Services. Since then, the pharmacy’s Supervised
Consumption clients have increased from three to 11 daily.
Another challenge which Gwawr is determined to rise to is the fact that the number of patients suffering from
dementia is on the up. And this prevalence, combined with the polypharmacy which many elderly patients are prone
to, leads to much confusion and a huge risk of medication errors. With this in mind, Gwawr is industrious in offering a
Monitored Dosage System, at no charge, to clients.

Rachel Davies
Burry Port Pharmacy
Testament to Burry Port Pharmacy’s emphasis on training, in 2014 Rachel gained an MSc in Public Health
(Community Pharmacy) and presented her research regarding influenza vaccination rates and uptake from
community pharmacies in Wales at the Public Health England Conference.
The insights garnered have set her in greater stead in her ability to fulfill her role in that this course made Rachel
increasingly aware of the role that community pharmacy can play in raising awareness of early cancer diagnosis.
Rachel has shared this learning with the rest of the pharmacy team, which has thus been embedded in all the
processes which are delivered at the pharmacy.
As an independent prescriber since 2008, utilsing this qualification for the benefit of patients has been of prime
importance to Rachel, and in 2016, after three years of trying, she successfully
persuaded the local health board to allow her to manage an anticoagulation clinic from the pharmacy. During this
time, she also completed an MSc in Anticoagulation at Birmingham Medical School in order to bolster her work in
the field.

Craig Hinks
New Inn Pharmacy, Pontypool
As superintendent pharmacist and branch manager, Craig honours his responsibility of ensuring that all of the
pharmacy’s processes not only put patients’ safety at the heart of everything that the team does, but that the methods
are also designed to reflect their daily practice and achieve a friendly, confidential, yet community-centred approach
to healthcare.
As a result of the pharmacy having recently relocated to the heart of the community, its visibility and accessibility
have massively improved. The advantages to patients are clear, as they’re now presented with a consultation room, a
treatment room (primarily used for vaccinations), and a quiet private area away from the main counter.
Another key focus which Craig has homed in on over the last 12 months has been service development and
keeping on top of the main changes that are likely to affect the profession. Striving to help his team flourish, he has
established an email group whereby he shares relevant CPD articles to guarantee that the pharmacists don’t miss any
of the major issues which will affect their practice.
Seeking other innovative opportunities, Craig has also started employing an online staff and pharmacist CPD
platform that has allowed the pharmacy to open up CPD opportunities to all staff.

SPONSOR:
TEVA UK LIMITED
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PRESCRIPTION ERRORS

IN HARM’S WAY?

The patient may not only suffer side-effects from taking the wrong
medication, but also problems through not taking the required medication.
Despite this, such prescription errors remain one of the most common
reasons for a claim to be notified to the Medical Defence Union. Dr Claire
Wratten, Senior Medical Claims Handler, looks into the common reasons as
to why they lead to claims, and how they can be prevented.
Prescription errors are one of the most
common reasons for claims to be notified
to the Medical Defence Union (MDU).
Although, generally, claims for damages
relating to prescription errors are not very
high, the error can, nevertheless, cause
significant anxiety for both the patient and
prescriber. Although in the majority of
claims notified to the MDU that relate to
prescription errors, there is no ongoing harm
to the patient, occasionally, the results can be
catastrophic.
In the past, the source of a prescription
error may have been the prescriber’s
handwriting, however, with the advent
of electronic prescribing, the error more
commonly relates to accidentally clicking on
the wrong drug or dose from a drop-down
menu. If the patient needs a prescription on
repeat, this error can be compounded further,
and several prescriptions issued before the
error is picked up.

REPORTED CLAIMS
Between 2011 and 2015, there were a total
of 217 cases closed in relation to prescription
errors. Of these, 137 (63 per cent) were
successfully defended, a slightly lower rate
than the MDU’s usual success rate of almost
75 per cent over the last 10 years, which
reflects the fact that prescription errors can
be hard to defend in terms of breach of duty.
It may, however, be possible to defend a
case on the basis that despite a prescription
error being made, no harm was caused to the
patient.
In cases where damages were paid,
they ranged from between £900 to almost
£2 million (the latter concerned hypoxic
brain injury following cardiac arrest due to
excessive morphine), however more than
half of claims resulted in damages payments
of under £15,000, while only six per cent of
payments were over £100,000, the majority
of which were due to excessive prescribing
of sedating analgesics. While the majority of
claims involved GP members of the MDU,
five per cent were from members in private
practice.
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WHICH DRUGS?

CASE STUDY

Over 50 different drugs or drug types were
involved in the claims looked at, and there
were also claims relating to devices and
methods of drug delivery (for example, eye
drops being prescribed rather than ear drops).
The most common cause of drug errors
were analgesics, other than non-steroids
(mainly opiates), followed by NSAIDs. The
other most frequently involved drugs were
penicillins, then other antibiotics, followed
by anti-epileptics, and then antidepressants.

A patient with hypertension was prescribed
NSAIDs for possible gout. This resulted
in improvement in his symptoms and the
NSAIDs were put on a repeat prescription
which continued for four years. During this
time he remained on anti-hypertensives and
his blood pressure was well-controlled but his
renal function wasn’t checked.
When the patient’s renal function was
ultimately checked, his serum creatinine was
147µmol/L. A letter was sent inviting the
patient to make an appointment for review,
but no appointment was made and repeat
prescriptions continued to be issued for both
the NSAIDs and the anti-hypertensives.
Two years later, renal function was
measured again and the serum creatinine had
risen to 180µmol/L and the calculated GFR
was 36 ml/min. Renal function was rechecked
three months later and was unchanged. The
patient remained On NSAIDS and the renal
function was not repeated for three years,
by which time the patient had a GFR of
below 20ml/min. At this point the NSAIDs
were stopped and a referral made to the
nephrology clinic but unfortunately renal
function continue to decline and the patient
required renal replacement therapy. A letter
of claim was received alleging that there was
a failure to monitor rental function despite
long-term prescriptions of NSAIDS to a
hypertensive patient, and that once renal
impairment was demonstrated there was a
failure to stop the NSAIDS and a failure
to measure renal function regularly. It was
alleged that if this occurred, end-stage renal
failure would have been avoided.
The MDU instructed independent GP
and nephrology experts. The GP expert
advised that renal function should have
been measured more frequently, and once
renal impairment was diagnosed, serious
consideration given to stopping the NSAIDs
and prescribing alternative analgesics.
The nephrology expert advised that the
long-term prescription of NSAIDs made a
significant contribution to the claimant’s
renal impairment and end-stage renal failure.
In light of this expert advice, and with the
agreement of the GP involved, the claim was
therefore settled.

The most common drug-related errors were:
• Prescribing a drug to a patient with a known
allergy (in particular, penicillins)
• Prescribing the wrong drug due to them
having similar names (e.g. mefloquine instead
of Malarone)
• Prescribing the wrong dose of the drug
(for example, a twice-weekly drug being
prescribed daily)
Other claims in relation to prescribing
errors included failing to consider drug
interactions, resulting in side-effects, patients
developing addictions to medication, and
claims in relation to recognised side-effects of
medications.

REDUCING PRESCRIPTION
ERRORS
Although the steps that can be taken to try
and reduce prescription errors may seem
obvious, the number of claims that are
notified to the MDU suggests that despite
care being taken, checks are not always being
made.
To avoid prescription errors, doctors should:
• Check for known drug allergies
• Take care to prescribe the intended drug,
correct dose, and correct delivery method,
especially when selecting from a drop-down
menu
• Warn patients of side-effects, both common
and more serious ones
• Re-evaluate the need for a specific drug if a
side-effect occurs or if the clinical situation
changes (for example, if a patient becomes
pregnant and the drug is contraindicated)
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PICTURE THIS
New artwork – which marks a century of Rookwood Hospital – is
garnering much praise across the community.

Regan Paddock
Pieces of art have been carefully crafted and recently unveiled as part of
the celebrations to mark a century since the opening of the Rookwood
Hospital in Cardiff, and to tie in with the impending 70th birthday of the
NHS.
A number of artists have been commissioned to honour the site’s

century of caring for people and safeguarding their wellbeing – including
Regan Paddock, a Rockwood patient admitted following a car accident,
who penned a poem in tribute to the staff who looked after her.
She remarked, ‘I felt looked after and cared for by staff on the wards.
It’s not just a patient / nurse relationship, I’ve created more than that with
some of them, like a friendship. They look after me and care about how I
feel.
‘I just look upon the ward like a different place now. I went from a
really low place at one point, but now I realise I’m actually really lucky to
be where I am today. Thanks to the support of all the people around me
and my therapists and nurses, I wouldn’t be in the place I am now and I’m
so very grateful.’
Additionally, Artist, Haf Weighton, was commissioned to create a
tapestry of the building, and said that the experience had made her look at
the building through new eyes.
A flurry of praise for the efforts has subsequently flooded in –
particularly from Maria Battle, Chair of Cardiff and Vale University
Health Board, who commented, ‘The artwork and photos are bright,
colourful and inspiring – which really helps to lift the spirits of patients
and staff around the hospital, thank you to all of you for your input into
this project.’

We care
A pharmacy to home delivery
service you can trust
We are helping pharmacies to offer a secure and cost effective
delivery service. If you need support with driver cover, we’re
here to help.
To learn more, to book or to set up an account,
get in touch with our specialist team today.
Phone: 01793 836 071
Email: pharmacy@citysprint.co.uk
citysprinthealth.co.uk
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PAEDIATRIC NUTRITION

OF A CERTAIN AGE
Paediatric sip feeds are a widely-employed aid for children in need of
nutritional support – but how much do we know about the practicalities
that this adjusted feeding regimen entails? Clare Thornton-Wood,
Specialist Paediatric Dietitian at Community Surrey Health (Epsom
Hospital), helps demystify the treatment plan, and enlightens as to
the options available, and how compliance among patients can be
encouraged.

Clare Thornton-Wood
WHEN MIGHT PAEDIATRIC SIP FEEDS BE USED?
Paediatric sip feeds are prescribed for specific conditions under the
Advisory Committee for Borderline Substances (ACBS) and are listed in
the British National Formulary for Children. They’re generally suitable for
use in children aged one to 10 years of age, or eight to 30kg, although this
does vary slightly between products.
Children under the age of one year should either be breastfed or use a
suitable infant formula; those over the age of 10 years may be prescribed
an adult sip feed or can continue with paediatric products as appropriate.
In addition to being prescribed, sip feeds can also be purchased over the
counter.
Standard ACBS indications for paediatric sip feeds: Diseaserelated malnutrition, intractable malabsorption, pre-operative
preparation of malnourished patients, dysphagia, proven
inflammatory bowel disease, following total gastrectomy,
short-bowel syndrome, bowel fistula in a child one to 10 years.
Not suitable for use in child under one year.
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The choice and daily volume of the sip feed prescribed should be
directed by a paediatric dietitian, or other suitably qualified healthcare
professional, and kept under regular review to ensure that the product
continues to meet nutritional requirements, and that local guidelines for
appropriate prescribing are met.
Paediatric sip feeds can form part of a short or long-term treatment
plan; they may be required due to temporary loss of appetite, impaired
swallow function, or increased requirements due to disease effect.
Examples of their usage might be in children with chronic kidney
disease, trauma, congenital heart disease, childhood cancers, cerebral
palsy, neurological conditions, and cystic fibrosis. In addition to being
drunk, sip feeds can also be delivered via nasogastric tube or gastrostomy,
meaning that a child can be encouraged to drink the sip feed initially and
any remainder then be delivered via tube; alternatively the entire volume
can be given via pump or bolus feed. The suitability of individual products
is based on the child’s weight, age, clinical condition, and any known
allergies.
The aim of optimising nutrition in children is always to use ‘food
first’ and food fortification, but sometimes this approach needs to be
supplemented with a sip feed. An example of this might be a child
undergoing oncology treatment whose appetite and tastebuds have been
temporarily adversely affected by chemotherapy; although they are eating
small amounts of food, this isn’t meeting their nutritional requirements
for either macronutrients or vitamins and minerals, and to prevent further
weight loss and to optimise growth and development, they require sip
feeds over the short to medium-term.
In children with cystic fibrosis, the use of supplements can be more
long-term, sometimes over many years. This is due to children with cystic
fibrosis having increased energy requirements (120 to 150 per cent above
the estimated average requirement (EAR) for age) and the effect of
chronic infection, prolonged cough, and other factors on eating ability.
Sip feeds are often used in the treatment of eating disorders, whereby if a
meal / part of a meal is not eaten then the treatment plan is for a sip feed
to be consumed or delivered via a nasogastric tube in order to ensure a
measured amount of nutrients are obtained.
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When using in this situation, or any circumstance where oral intake has
been poor, the possibility of refeeding syndrome must be highlighted and
appropriate monitoring of blood results and speed of delivery and volume
of sip feed considered.
Children using paediatric sip feeds either short or long-term require
regular monitoring by a registered dietitian, or other suitably qualified
healthcare professional. Use should be reviewed in terms of growth,
change in clinical condition, and any change in dietary intake.

WHAT OPTIONS ARE AVAILABLE?
Standard paediatric sip feeds are based on cows’ milk protein and are
lactose-free (or low lactose) and gluten-free; a number of levels of energy
density are available, ranging from one kcal to two kcal per ml, and
they can be formulated with or without a mix of soluble and insoluble
fibre. The balance of macronutrients and micronutrients are specifically
formulated for children; these differ from those required in the adult
population – for instance, children have lower protein requirements per
kilogramme bodyweight.
Colouring agents are not permitted in products specifically designed
for children and therefore the colours can appear somewhat muted
in comparison to adult products. There are suitable options for those
requiring halal, kosher or vegetarian products.
There are currently no pre-thickened sip feeds available for children
– where required, sip feeds can be thickened with proprietary thickeners
under guidance from a speech and language therapist. A number of
different styles and flavours are available, such as milkshake, juice,
smoothie, and more recently, compact supplements that deliver the same
nutrients as in 200ml in just 125ml. Currently all paediatric sip feeds are
presented as ‘ready to feed’, as opposed to the adult specific ranges which
include some powdered options. The presentation is generally a plastic
bottle with straw and all can be kept at ambient temperature.
Most sip feeds can be used as a sole source of nutrition; data on
volumes for complete nutrition are based on the age of the child and are
be provided by the manufacturer, however a few products (juice-style
feeds) cannot be used as a sole source of nutrition as they don’t meet full
nutritional requirements in any volume. When using the compact type
sip feeds, care must be taken to ensure the daily fluid requirements are still
met.
In addition to whole protein sip feeds, there are a small number
containing partially hydrolysed protein – these are useful where
malabsorption or gastrointestinal tolerance is an issue. There is also a very
small number of specialised feeds for specific clinical conditions, such as
elemental feeds for use in children with Crohn’s disease.
Parents are often naturally concerned regarding the sugar intake of sip
feeds. This is of course a consideration, but pharmaceutical companies
have reformulated many products in recent years to reduce the sugar

content to the lowest level possible, while still maintaining palatability,
and the levels are lower than in many shop-bought beverages.
Good oral hygiene does need to be encouraged at all times, particularly
cleaning teeth before bed.
Most of the major suppliers of paediatric sip feeds have a sample service
whereby a small selection of flavours / types can be sent to trial prior to
prescribing.

HOW CAN WE ENCOURAGE CHILDREN TO TAKE
SIP FEEDS?
Prescribing a sip feed for a child is just the start of the journey – it’s then
necessary to encourage the child to take the supplement as prescribed.
Children can have strong preferences and aversions towards particular
tastes and these are often heightened by the effect of illness, side-effects of
medication, or the experience of being in an unfamiliar environment, such
as a hospital.
Taste fatigue is a common issue and it’s important to try to offer a
selection of flavours and rotate them regularly. If the proprietary flavours
are not popular, an unflavoured option could be tried with flavourings,
such as milkshake powder or syrup or hot chocolate or cocoa powder.
A number of techniques can be used to encourage children to
drink paediatric sip feeds; these include offering the sip feeds in a glass
or novelty cup, perhaps with a straw. If possible, avoid giving with
medication to avoid ‘over medicalising’. Temperature can play a part
in compliance as most sip feeds taste better chilled, however personal
preference will play a part in this, and some flavours, such as chocolate,
can be gently warmed (never boiled or cooked as this destroys some of the
nutrients) prior to serving.
If a child is using sip feeds as an adjunct to food then it’s important
to consider timing, avoiding where possible giving the sip feed close to a
meal to avoid blunting appetite. The aim is generally to provide additional
nutrition and not replace a meal with the sip feed. It’s often an idea to
offer the sip feed after a meal, at bedtime, or perhaps at breakfast if this
is a meal not generally eaten or perhaps taken to school to consume at
breaktime.
Sip feeds – particularly those neutral in flavour – can be poured over
cereal. Freezing into ice lolly moulds, making into jelly or blancmange, or
using in a smoothie are other alternative serving ideas.
The juice-style drinks can be mixed with a small amount of fizzy water
or other fizzy drink, although this does of course increase the volume that
needs to be consumed. Many of the pharmaceutical companies offer their
own recipe ideas and resources to encourage compliance, including the use
of sticker charts, toys and craft ideas using the empty bottles.
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WOUND CARE

WOUND CARE: DO WE HAVE
OUR WORK CUT OUT?
The reality of an ageing population, coupled with rising levels of diabetes, means
that the efficient provision of wound care has never been more necessary. So,
why has recent UK research indicated that 30 per cent of wounds didn’t even have
a differential diagnosis? Annie Price, Clinical Research Fellow, Welsh Wound
Innovation Centre, and Keith Harding, Medical Director, Welsh Wound Innovation
Centre, consider the pressure on the purse strings, innovative treatments – and
where our best hope for improved wound care service lies.
Wounds represent a broad and complex problem, affecting patients of
all ages and influencing caregivers across multiple specialties. The public
perception of wounds can be over-simplified, with images of plasters and
crepe bandages used to treat scrapes and grazes in the minds of many. In
reality, wounds – particularly burns, surgical wound complications, and
chronic wounds – can severely limit patients’ quality of life and are a major
burden to the NHS.
Health economics studies estimated the prevalence of wounds
managed by the NHS to be 4.5 per cent of the UK adult population in
2012 / 2013, resulting in an annual cost of around £5 billion. Chronic
wounds are more expensive, requiring more community nursing and GP
visits and prescriptions.
Given the high cost of wound care, which is certain to increase within
an ageing population with an increasing prevalence of chronic diseases
such as diabetes, it would seem logical to optimise care pathways and
access to specialist services. In fact, specialist input for wound care is
advised in many guidelines. The reality, however, is that the majority of
costs are incurred in the community, implying that this is where the bulk
of wound care is delivered.
Worryingly, recent research in the UK estimated that 30 per cent
of wounds did not have a differential diagnosis. Without proper
consideration and correction of the underlying cause of the wound (for
example, revascularisation for arterial ulcers, or compression for venous
ulcers), the chance of healing is low. Even in relatively simple and common
cases where evidence-based guidelines exist (such as those for venous leg
ulcers), the standard of care is often suboptimal.
Although this may seem disheartening, a positive development is that
data on wounds is being collected, which helps to identify and quantify
the problem and will hopefully lead to an increased level of interest
from healthcare professionals as well as from the government, research
organisations, and the general public. The costs of dressings make up a
small fraction of the total spend on wound care but this is not reflected
in current research design where evaluation of novel methods of care
delivery may well result in greater savings and better outcomes. Although
technological innovation is clearly important, it is our opinion that
innovations in service delivery are vital, as without these there is not the
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facility to implement basic care, let alone new technologies.
Wounds have diverse aetiologies. Examples include traumatic wounds,
burns, leg ulcers (commonly venous, arterial or mixed), diabetic foot
ulcers, pressure ulcers and surgical wounds. Generally wounds are classified
as acute or chronic; the latter being defined as those that fail to progress
through the physiological stages of wound healing. Currently, there is no
test available for use in clinical practice that can identify a healing or nonhealing wound, although there is much current research in this area.
While most wounds heal without difficulty, there is the potential for
any wound to become chronic, and this risk is increased by underlying
disease states that influence healing such as diabetes, venous insufficiency
or autoimmune disease.
It was recently reported that in the UK, 25 per cent of all surgical
wounds heal by secondary intention, and considering the prolonged need
for dressings, nursing input and risk of complications associated with an
open wound, that figure is quite astonishing, especially in view of the
difficulties many patients and clinicians have in accessing expert care.
Dressings remain the cornerstone of wound care, but without proper
diagnosis and correction of contributing factors when possible, healing is
difficult to achieve no matter how advanced the dressing applied. Though
the list of potentially available dressings is comprehensive, clinicians will
be somewhat limited by their local formulary.
The importance of maintaining a moist wound environment to aid
healing is well-established. Choice of dressing should be guided by the
appearance and location of the wound, the level of exudate, the condition
of the surrounding skin, and any comorbidities or allergies.
Patient preference should also be considered, and the importance
of patient education and shared decision making should not be
underestimated. Non-compliance, particularly with compression
bandaging or garments for treating venous leg ulcers, can be a problem and
there may be a need for a degree of compromise between the patient and
clinician.
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The presence of infection may also influence dressing choice.
Topical antiseptics have been used in wound care for thousands of
years, and Hippocrates (460-377 BC) reportedly used vinegar to irrigate
wounds. In times of increasing antibiotic resistance, consideration should
be given to returning to these age-old remedies and the use of honey
and silver dressings to manage localised wound infection have become
commonplace today.
Another example of this is the use of maggots (sterile larvae of the
green bottle fly, Lucilia sericata) to debride slough and necrotic tissue,
a popular treatment in the early 20th Century prior to the discovery of
antibiotics, which has seen a resurgence in the last few decades.
The controlled application of subatmospheric pressure to a wound,
termed negative pressure wound therapy or vacuum assisted closure, has
now become routine, particularly for the management of deep cavity
wounds. Adjunctive treatments, such as hyperbaric oxygen therapy and
electrical stimulation, can be useful in selected cases. Newer technologies
including high and low frequency ultrasound and local oxygen therapy are
being investigated. Surgical options, such as debridement, skin grafting,
excision or amputation may also be required. While some medications
(particularly immunosuppressants and chemotherapy) can negatively
impact wound healing, others may be useful. There’s good evidence to
support the use of pentoxifylline, a xanthine derivative that improves
capillary microcirculation, as an adjunct or alternative to compression
bandaging for treating venous leg ulcers. Pentoxifylline is rarely used
in clinical practice, however, due to high rates of gastrointestinal
disturbances.
Vasodilators, steroids and immunosuppressive drugs may be helpful
for ischaemic or vasculitic ulcers, pyoderma gangrenosum and other
inflammatory causes of ulcers.
The future of wound management may lie in biological therapies,
which aim to restore deficiencies in the innate wound healing process
associated with many chronic wounds. A better understanding of the
biology of wound healing has led to the development of recombinant
growth factors, tissue engineering and stem cell therapy.
Despite optimal treatment, some wounds will never heal. In these
cases, the goals of treatment should be re-assessed and considered with the

patient, and efforts re-focussed on symptom control, such as minimising
odour and pain.
Generally, the evidence for the management of wounds is lacking. The
Cochrane Wounds Group have published over 160 systematic review
articles. Many of these determine that the evidence is inconclusive or
insufficient for recommendations, and comment on the shortage of
well-conducted randomised controlled trials. The literature is full of
case series and treatment evaluations but given the many confounding
factors associated with chronic wound research (particularly patient
co-morbidities and polypharmacy), these are of limited value and any
conclusions must be interpreted with caution. Translational research
presents another problem.
Excellent results in animal studies, for example with growth factor
technology, have not translated so well into patients, probably in part due
to the confounding factors mentioned above. We also need to reconsider
the endpoints that are used currently in clinical research.
Healing rates or time to healing may be unrealistic or unhelpful targets.
How useful is healing as a measure of success for diabetic foot ulcers
which have recurrence rates of over 50 per cent over three years? Taking
all of this into account, a lack of evidence should not be used as an excuse,
and individual clinician experience and accepting patient choice may be
the best way of managing patients in such circumstances.
To conclude, the problem of wounds is not going away, and is only
likely to increase due to an ageing population and increasing rates of
diabetes, obesity and peripheral vascular disease. A greater level of
interest is required in order to improve and standardise the quality of
care provided to patients. Although an understanding of wound healing
biology has led to the development of new technologies in wound
care, innovations in service delivery are equally, if not more important.
Involvement of a well-trained, appropriately skilled multidisciplinary
team is, in our opinion, the best hope for improving the standard of care,
minimising inefficiencies and thereby reducing the cost of wounds to
society.
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EPILEPSY

PULLING NO
PUNCHES

According to Epilepsy Action, only 52 per
cent of people with epilepsy in the UK are
seizure-free – however, it’s estimated that
70 per cent could see their absence with
the right treatment. WPR's Sarah Nelson Ormond Street Institute
of Child Health, has been
explores how tapping into the pulse of
looking into improving
innovation and skillmix is helping to
imaging techniques which
dismantle this statistic.
allow doctors to identify
Modernity vs tradition: a formidable battle
which has eclipsed even that of Mayweather and
McGregor’s boxing brawl. Be it the familiarity
of a leafed-through paperback pulling punches
against the ease of an iPad reading app; or a visit
to your friendly travel agent squaring up against
the appeal of an online booking platform, the
conflict shows no sign of subsiding.
As we know, the health profession is a
glaring example of innovation’s influence – but
how is it helping an arena like epilepsy where
treatment has, for so long, been peppered with
misdiagnoses and misinformation? Given that
it’s now the most serious neurological condition
in childhood – it affects 112,000 people aged
25 and under in the UK, and on average one
child at every primary school and five at every
secondary school will have been diagnosed with
epilepsy – it may be time to untangle our ties to
the old and look towards the new.

A SURGICAL SOLUTION?
The potential of innovation to reshape epilepsyrelated service provision has particularly been
steered via the arrival of new life-saving surgery
options for young people with the condition.
In a study funded by Action Medical
Research, new revelations home in on the
impact of the combined scans of Electrical
Source Imaging (ESI), Electroencephalography
(EEG), and functional MRI (fMRI) – ESI/
EEG-Fmri.
Dr David Carmichael, Reader in
Neuroimaging and Biophysics at UCL Great
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brain areas which cause
seizures.
He, alongside his team, employed a childfriendly protocol, scanning 53 children without
sedation or anaesthetics, measuring EEG and
fMRI at the same time. They first created an
ESI map using EEG data to pinpoint where the
epileptic activity was coming from. They then
combined both the EEG with fMRI to create
an EEG-fMRI map of the epileptic activity. In
doing so, this gave a much more accurate profile
of the area causing seizures which is hoped will
help surgeons to further improve outcome of
epilepsy surgery. The ESI and EEG-fMRI can
then be controlled.
Additionally, the area causing seizures was
accurately localised by combined ESI/EEGfMRI (in 92 per cent) and ESI (in 82 per cent),
which it is hoped will help surgeons and further
improve outcome of epilepsy surgery.
Hot on the heels of the results being reaped,
Dr Carmichael is looking to the future –
suggesting that the NHS, as well as private
specialists, should consider this method as part
of their long-term investment and care plans for
epilepsy surgical candidates.
‘Our research is expanding so we could be
able to help more young people,’ he added.
‘However, as the UK’s health system
continues at looking into cost management,
investing in a combined ESI/EEG-fMRI scan
could save long-term costs associated with
having epilepsy.
‘By analysing the results we’ve seen, the
combined ESI/EEG-fMRI scan can offer a

chance for children and young people with
epilepsy, where standard MRI has failed.’
Weighing up the new findings, Carol Long,
CEO of Young Epilepsy, commented, ‘This
research is hugely significant. More young
people could now be considered for surgery;
a life-changing opportunity to spend their
adulthoods with much reduced, or no seizures.’

COOL STORY
Also charging ahead has been the prospect of
change to earlier epilepsy treatment, and in
line with this, a study published in the journal,
Epilepsia, and led by Marianne Thoresen,
Professor of Neonatal Neuroscience, from the
Bristol Medical School: Translational Health
Sciences at the University of Bristol, has
indicated that cooling babies deprived of oxygen
at birth (perinatal asphyxia) can reduce the
number of children who develop epilepsy later
in childhood.
Known as therapeutic hypothermia, a
cooling treatment has been developed and
delivered for newborns who suffer a lack of
oxygen during birth. And in order to assess its
impact, for up to eight years, the researchers
followed 165 infants who were born in the
South West and who received the therapy.
Explaining the positive ramifications
associated with the research, Professor Marianne
Thoresen said, ‘Even if we account for a lesser
severity of perinatal asphyxia, our research has
shown that therapeutic hypothermia reduces
the number of children who develop epilepsy
later in childhood. Cooling treatment also
reduces the number and severity of cerebral
palsy and increases the number of patients who
survive normally.’
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NO EASY FEET
With the temperature set to intensify in the
coming months, for many, the allure to step
outdoors and replace their trusty TV schedule
with a running regime is rife. Although the
benefits of doing so are evidently abundant, the
health perks can also be underscored by pain
and problems with the feet. Matthew Fitzpatrick,
Consultant Podiatrist, The College of Podiatry,
helps WPR get to the bottom of these challenges,
and shares his advice as to how fellow healthcare
professionals can keep keen or novice runners,
as well as those wanting to just ‘keep fit’, on the
right track.

Matthew Fitzpatrick
Getting fit and healthy is both the New Year resolution and the
summer fad that a lot of people will embark on. The post-Christmas
excess can be the spur, and the nicer, lighter, and warmer evenings
inspire people to go for a little run. This is nothing I would ever
discourage – and with obesity and diabetes becoming more prevalent,
anything that can contribute to their prevention is something as
healthcare professionals that we should promote.
One problem that always comes to the forefront, however, is that
eagerness outstrips ability, and patients will find that they are not
quite ‘ready’ for the run, and their feet may not be able to take on the
extra work and effort.
In the absence of any specific conditions affecting your patient’s
feet, the majority can put on their trainers and get out and enjoy
the fresh air and endorphin release from a good run. Even in these
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situations, though, the increased demand placed on their feet means
that you need to consider this and discuss how much, and how far,
they may be able to run for in the first instance.
Feet are wonderful tools that through the interaction of 26 bones,
in each, numerous muscles, tendons, and ligaments translate both the
force and weight of each step from the ground through the rest of the
body.
Accommodating uneven surfaces, hard or soft surfaces, up
gradients, and down hills, requires hundreds of impulses and messages
to go to and from them all to make sure that in each step they’re not
only able to stay upright and stable, but able to progress at a pace
along the run.
Knowing your feet and appreciating what effects may be occurring
is key – so when asking your patients if there is something not quite
right, advising them to take steps (no pun intended) to correct or
address things is really helpful.

FIVE TIPS YOU CAN USE WHEN
DISCUSSING THIS WITH YOUR
PATIENTS SO THAT THEY CAN HAVE
FEET FIT-FOR-PURPOSE
1. The last thing any runner wants is for their lace to come undone
during the race – so use a square knot for your laces. The result of a
loose lace can not only mean potential injury, but it can also disrupt
your pace. Research from the University of Berkeley, California, has
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the shown that if you use a ‘sqaure knot’ where the left lace is crossed
over the right and the bow crossed the opposite way, right over left,
you significantly reduce the risk of the lace coming undone and
affecting your run
2. Get the right size for your feet – this may not be the size you think.
If you are training for a longer distance then trainers may need to be
half a size bigger than your normal shoe size, as your feet tend to swell
during long runs. When fitting your trainers – consider doing this in
the afternoon too when feet will have naturally swollen a bit.
They won’t last forever if you use them regularly. The average
trainer / running shoe has approximately 350 to 500 miles of life
as over time they become stretched and lose their shock absorbent
benefit and should be changed accordingly
3. Consider the importance of good socks – people often focus on the
shoe and neglect the type of sock, but ill-fitting socks are one of the
main causes of blisters. Although seemingly minor, they can have a
massive impact on your performance, as well as being rather painful. A
cotton sock, for everyday wear, is sensible due to the breathable nature
– they aren’t the best material for running as they absorb moisture.
Damp feet can increase the risk of blisters. Using a specific running
sock made from a material which will help wick away sweat will help
to ensure that the sock fits properly so it doesn’t bunch and affect the
toes
4. Watch out for athlete’s foot and treat it early – athlete’s foot is
called this for a reason, as it’s linked to those who are generally more
active. It’s a fungal infection which is commonly seen if your feet
regularly experience damp, warm conditions – common if you’re
running! We see it between the toes, but it can appear on any part of
the foot. Early signs are persistent flaking and red skin. It may appear
either ‘wet’ or ‘dry’; both are forms of athlete’s foot. Treatment with
over-the-counter remedies may include creams, powders, and sprays.
Taking care you choose the right one is important, and commonly
a podiatrist will also advise people seek advice from their local
pharmacist as a first-line approach
5. Pain is there for a reason – it’s not always good to push or run
through it! If you experience frequent and ongoing pain in your
feet, ankles, and legs when you run – this could be a sign that your

footwear isn’t right, or you have a musculoskeletal issue in your lower
limbs that needs looking at. Don’t run through pain as this can cause
long-term damage. If in doubt, and to help get you back running
sooner, make an appointment to see a podiatrist who can assess,
diagnose, and treat the problem
Engaging with those who have simple foot problems is really
important when considering the outcomes and time-scales for
improvement. Early, appropriate intervention and advice is paramount
in both dermatological and mechanical pathologies. Utilising
assessment rooms, in the pharmacy setting, and liaising or linking with
local NHS and private podiatrists can lead to great benefits for the
patient.
Understanding when onward referral is needed, and who and
where to send to, will mean that the intervention you are part of is
more streamlined and helpful. Working on developing local networks,
with the option for shared learning and teaching, has been a beneficial
part of some local areas I have worked in as realising the demand
on podiatry services is growing and not always available means that
we need to ensure that foot health is made more accessible and not
exclusive.
The NHS drive to primary care and front-line healthcare settings
means that these more simple conditions would be appropriately
managed, even if only initially, by colleagues in pharmacies up and
down the country. Taking the approach that every contact counts
means that the early advice and input can enable, even if not fully
realised, the patient achieving a quicker, more positive outcome, and
getting them back to what they set out to do; be it run for fun, to get
fit, or to achieve the goal of completing a marathon.
Being realistic and knowing your limitations is important, which
goes back to what I alluded to earlier, and knowing your feet from the
start is helpful. It’s not always possible for every person to become the
next Linford Christie, but even he started with the smaller runs and
developed, trained, and learned what his feet and legs could achieve
before pushing himself to Olympic success. This was not without
challenge, injury, or problem – but with the right input from a wide
spectrum of clinical colleagues he was able to get to his goal.
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ALLERGIES

SOMETHING IN THE AIR

For a significant number of sufferers, summer’s swing is blighted by itchy eyes,
non-stop sneezing, and other unwelcome symptoms. And this year is set to be no
different, given that the prevalence of allergic disease is rising, with the UK having one of
the highest rates of allergy in the westernised world, and it being estimated that 21 million
people in the UK have at least one allergy. (1) In view of this statistic, Allergy UK's Nurse
Advisor, Holly Shaw, highlights the important role which pharmacists adopt in guiding and
informing patients.
ALLERGY OVERVIEW

Allergy is an umbrella term for a group of
allergic conditions, including:
• Asthma
• Eczema (atopic dermatitis)
• Hay fever (allergic rhinitis)
• Food allergy
• Drug allergy
• Venom allergy

Holly Shaw
For many patients a visit to the community
pharmacy during the summer months may be
the first point of contact for several reasons,
including convenience, accessibility, and
availability of expert knowledge without the
need to take time off school or work to make
an appointment. In a changing healthcare
landscape patients are actively seeking
knowledge and treatment options that are
flexible and that fit in with busy lifestyles.
Pharmacists are well-placed in their roles
in community pharmacies to help address the
needs of the allergic patient depending on the
type of allergic condition they have. This should
be done on an individual case-by-case basis, and
include:
• Advice on the supply of over-the-counter and
prescription-only medication
• Medication Reviews
• Device technique education
• Education on recognising allergic symptoms
• Advice on allergen avoidance or minimisation
• Signposting to another health professional
• Signposting to reputable sources for allergy
testing

UNDERSTANDING THE
IMPACT OF ALLERGIC
DISEASE ON YOUR PATIENT

It’s common for allergic diseases to co-exist
in children. Research has shown that there
are close links between food allergy, asthma,
hay fever, and eczema. (2) The progression of
allergic disease from birth to late childhood
has been historically described as the ‘allergic
march’. This simply means the natural order or
sequence in which allergic diseases develop over
time. (3)
The first signs of allergic disease seen in
infants are usually food allergy and eczema,
with asthma and hay fever having a later on-set
in older children. Hay fever and atopic eczema
are two common forms of allergic disease where
patients may choose to visit a pharmacy for
advice and treatment options before seeing their
GP.

HAY FEVER

Hay fever (allergic rhinitis) is a common allergic
condition affecting children and adults. A
large proportion of hay fever symptoms will
be endured because of grass pollen during the
summer months. It’s also possible to experience
allergic symptoms from tree and weed pollens
which pollenate at different times throughout
the year.
Community pharmacists are well-placed
with their product and medication knowledge

to recommend specific treatments for hay fever.
Antihistamines are commonly used to treat mild
symptoms, such as a runny or congested nose,
sneezing, and itchy and / or watery eyes. These
should always be non-sedating so they do not
impact on the individual’s ability to carry out
day-to-day activities. Patient education should
always be provided for the correct use of nasal
sprays and eye drops. Incorrect use can impact
on medication efficacy and may result in poor
compliance if there is no benefit.

ECZEMA

There is well-documented evidence on the link
between early on-set eczema, which develops in
the first few months of life, and an increased risk
of developing food allergy. (4) Parents may seek
the advice from pharmacists who are able to give
advice on emollients which are the cornerstone
of the daily management of eczema.
Emollients come in a variety of preparations,
including lotions, creams, and ointments, and
should be matched to the severity of dryness.
Pump-style dispensers reduce the likelihood
of an infection as pots and tubs of emollients
may become contaminated. Using a bath oil or
emollient substitute for washing will also help
to improve skin dryness. Educating patients
about the quantity, frequency and application
techniques is important so that eczema can
be well-managed using a complete emollient
therapy regimen on a day-to-day basis with
stepped-up treatment for eczema flares.
Parents may have concerns about using
steroids to treat eczema flares and their concerns
will need to be addressed. It’s key that eczema
flares are appropriately treated with a steroid
potency matched to the severity and location
of the eczema. If eczema appears to be infected
(crusting, weeping, infant / child unwell with
a high temperature) then signposting to the
GP will be necessary for further management,
which may include a course of antibiotics.
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15 minutes from Cardiff city centre,
making the Vale Resort one of the
UK’s most desirable business and
leisure destinations.

Y

Conferences | Dinners | Team Building | Golf Days | Christmas Parties
Spa Days | Leisure Breaks | Gym Membership | Afternoon Tea

01443 667800 | www.valeresort.com
Vale Resort, Hensol Park, Hensol, Vale of Glamorgan, CF72 8JY

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

Moving from BuTrans 5,10,15 or 20µg/h to Butec..

A like for like
switch..
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Butec sits in Category C of the drug tariff.

Prescribing Butec by brand is the
only way to ensure patients receive
a like for like switch while delivering
drug cost savings to the NHS.
For further information and latest pricing please
contact Qdem enquiries on: 01223 426929
Or contact your local account manager at:

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

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

www.qdem.co.uk
® Butec and QDEM are registered trade marks. © 2013 Qdem Pharmaceuticals Limited.
Date of preparation: January 2018 UK/QDEM-16023a(2)

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