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

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

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

*2’-FL HMO: 2’-fucosyllactose human milk oligosaccharide. Structurally identical to that found in breast milk (not sourced from human milk).
†MIMS. May 2020. 
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL HMO (not Alimentum), compared to control formula 
without 2’-FL HMO. 
§Studies conducted in infants fed standard Alimentum formula without 2’-FL HMO.
¶¶Parent reports from a single-arm study, where all infants were consuming an extensively hydrolysed formula before being switched to Alimentum 
with 2’-FL HMO for 60 days. After 7 days of switching to Alimentum with 2’-FL HMO, the majority of parents reported that the following 
persisting symptoms had improved or resolved: 84% of infants with constipation, 71% of infants with eczema, 100% of infants with vomiting.7

References. 1. Reverri EJ, et al. Nutrients. 2018;10(10):1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566. 3. Marriage BJ, et al. J Pediatr 
Gastroenterol Nutr. 2015;61(6):649–658. 4. Triantis V, et al. Front Pediatr. 2018;2;6:190. 5. Borschel M. Allergy. 2014;69(Suppl. 99): 454–572. 
6. Sampson HA, et al. J Pediatr. 1991;118(4 Pt 1):520–525. 7. Abbott. Data on File (AL32). April 2020. 8. Borschel MW, Baggs GE. T O Nutr J. 
2015;9:1–4. 9. Abbott. UK Alimentum Market Research. 2018.

UK--2000058 May 2020

Well tolerated 
and highly 
trusted formula7–9

Helps support the 
immune systemimmune system in 
the gut and beyond1–4

Contains 2’-FL HMO* 
which has proven benefi ts 
for the gut and systemic 
immune responses‡

Clinically shown to 
be hypoallergenic§

and improve CMA 
symptoms fast¶5–7 

For healthcare professionals only

Help them 
face life’s 

adventuresadventuresadventures
Alimentum® (previously

Similac Alimentum) has been
upgraded to further support the 

immune needsimmune needs of formula-fed 
infants with mild-to-moderatemild-to-moderate
cow’s milk allergy, and other 

conditions where an extensively 
hydrolysed formula is indicated.

FO
R COW’S

MILK ALLERGY

IM
PROVED

NEW &

trusted formula7–9

2’-FL
HMO*

NOW 
with

73029803-001 Alimentum Indoor A4 AD_DIETETICS TODAY_Journal aw1.0.indd   173029803-001 Alimentum Indoor A4 AD_DIETETICS TODAY_Journal aw1.0.indd   1 22/05/2020   12:3322/05/2020   12:33



Grief is a strange old thing. Rather than 
just a wave of emotions or responses, it’s 
a whole other entity which embeds itself 
in every part of you. And it’s somewhat 
ironic that in the midst of the loss of life, 
we’re forced to take on this whole new life 
which we’re suddenly immersed in, yet 
didn’t ask for. 
      People often focus so much on the 
torrent of death’s consequences which 
appear to the eye – from the formality of 
the funeral arrangements to the wardrobe 
clear-out. But often it’s that which can’t 
be seen which is the most painful. The 
sudden gaping emptiness which blurs and 
blinds and terrifies.
      Grief doesn’t just hinder, sadden, or 
anger – it changes forever; especially when 
coupled with the gruelling task of being 
on the frontline of this pandemic and 
taking on other people’s traumas everyday, 
or being unable to fully acknowledge 
your own loss as a result of what feels like 
relentless restrictions.
      But we must remember that 
throughout the process of such pain, there 
will always be people. People who pull 
you by the hands kicking and screaming. 
People who fill the silence when the 
stillness overwhelms. People who make 
plans when you bark at the sheer absurdity 
that time moves beyond today. People 
who head-up the search party for your 
sense of humour – knowing that finding 
the funny will become your favourite 
armour. People who are so much more 
than just people.
      And then slowly (grief requires a lot of 
patience as well as courage) you’ll find that 
it’s you who is plotting plans in the diary. 

You who has a funny story you can’t wait 
to relay to friends. You who can lead and 
not just be led.
      In this issue of WPR, and as the 
COVID-19 situation deepens, we try 
to tackle this complex role of grief – 
particularly its weight on those currently 
serving on the frontline, and how 
healthcare professionals can help both 
themselves and others (page 28).
      With new pandemic insights 
dominating thoughts, frets and agendas, 
we take a look at Wales’ ongoing research 
(page four), advice for managing 
migraines during the crisis (page 15), and 
how lockdown has triggered a change in 
alcohol consumption (page 14).
      You can get an update on monitoring 
and accessing medicines in Wales during 
the COVID-19 pandemic too (page 
eight). We also delve into aplastic anaemia 
and the impact it has on young people 
(page 40), and confront why late-stage 
diagnosis of prostate cancer is still on the 
rise (page 29).
      Before you go, check out how you can 
help patients spot the signs of shingles 
(page 24), and remember that the 2020 
Welsh Pharmacy Awards is approaching 
(page 11).

Take care.
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sarah.nelson@medcom.uk.com 
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• No minimum order quantities
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based telesales team, or via e-mail
• PMR cascade partners
• Payment terms of 30 days on statement
• Payment by Direct Debit, BACS, cheque, all major 

credit cards and Amex (with no additional charge)

Talk to us today

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

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

Email: sales@bestwaymedhub.co.uk

Web: bestwaymedhub.co.uk
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RESEARCH ROLLS ON
Science and study remain core components of Wales’ 
strategy for contending with the coronavirus pandemic.

QUEST FOR COVID-19 T CELL BLOOD TEST
As the sector forges ahead in its mission to discover emerging revelations regarding 
coronavirus – and new mechanisms for both protecting and assisting patients – the 
importance of innovation is rising to the fore, in which a leading biotech company co-
founded by a Cardiff University alumnus has been awarded funding from Innovate UK to 
develop a new immunity test for COVID-19.
      Current methods focus on finding antibodies in blood samples, but Cardiff-based 
Indoor Biotechnologies is developing a test to examine T cells, which play a critical role in 
controlling and eradicating viral infections. If successful, the Simple Cellular Immunity Test 
can identify the presence of T cells that respond to the virus which causes COVID-19 from 
a single tube of blood, within 24 hours.
      Cardiff alumnus, Dr James Hindley, Executive Director of Indoor Biotechnologies, 
remarked, ‘We are delighted to have been awarded funding to develop this unique product 
which may help in the fight against this pandemic.’
      Shedding further light was Dr Martin Scurr, a post-doctorate researcher in the School of 
Medicine, Cardiff University, who has secured a secondment as Project Manager at Indoor 
Biotechnologies to set up the test, who said, ‘The aim is to develop a T cell test that can be 
easily used by labs across the world, enabling mass testing of COVID-19 T cell immunity to 
be performed.’
      The test may also be valuable during vaccine development to help identify whether an 
adequate immune response has been generated to protect people from COVID-19, and for 
testing how long that immune response remains.

COVID-19: 
WHAT’S BEEN 
HAPPENING?
Corresponding with the pandemic’s 
ever-altering pace are changes to Wales’ 
responses, research, and restrictions. 
WPR catches up on some of the latest 
coronavirus-centric news – and how, 
together, we’re moving forward.

PROJECT TO BOLSTER PREPARATION 
FOR THE FUTURE 
The repercussions of the pandemic will undoubtedly 
be far-reaching – but just what shape will their severity 
take and what precautions can we complete for 
impending escalations? Set to elevate our knowledge 
are four Swansea University academics who are part of 
a major new research project investigating COVID-19 
and what it can teach us about coping with future 
pandemics.
      Biagio Lucini, Professor of Physics and Head of 
Mathematics Department; Mike Gravenor, Professor 
of Epidemiology and Biostatistics at the Swansea 
University Medical School; and Supercomputing 
Wales Senior Research Software Engineers, Dr Mark 
Dawson and Dr Ed Bennett, are part of an initiative 
aimed at building an open platform for pandemic 
modelling.
      Mathematical modelling of infectious disease 
transmission is an important tool in forecasting future 
trends of pandemics, however different models tend to 
provide different results.
      Professor Lucini said, ‘To draw robust conclusions 
from modelling, it is important to consider multiple 
models, which can be facilitated by expanding the 
modelling community, as models tend to reflect the 
people that develop them, and by bringing models 
and developers together to compare and contrast their 
findings.’
      The project aims to not only empower the next 
generation of modellers, but also to act as an incubator 
for a platform for comparisons of infectious disease 
models both in terms of computers and people.
      It is one of nine studies investigating pandemic 
preparedness which have been launched by Microsoft. 
The studies will bring together expertise to examine 
topics, including infection prevention and control, 
treatment and diagnostics, mental health, and return 
to work.
      These collaborations, made-up of leading academics 
from around the world, will study the critical issues 
required to understand and respond to the current 
pandemic, as well as better prepare for the future.

NEW PINPRICK BLOOD TEST FOR 
CORONAVIRUS
A convenient, low-cost blood test for COVID-19 has 
been developed by scientists in Wales.
      Dried blood spot (DBS) samples have been used 
since the 1960s to test newborn babies for inherited 
disorders. The antibody test puts a single drop of blood 
from a skin prick onto specialised filter paper cards 
which can be sent for laboratory testing.
      Experts from the University Hospital of Wales 
(Newborn Screening, Immunology, Point-of-Care 
Testing, ICU and Haematology), Cardiff University 
(Immunology and Clinical Innovation) and the Welsh 

COVID-19
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Blood Service have now devised DBS methods for testing COVID-19 
antibodies in adults.
      When the DBS reaches the laboratory, a disc from the card is ‘punched 
out’ and the antibodies are released using a specialised liquid and the 
sample is then tested.
      Cardiff University scientists adapted the DBS method for COVID-19 
by establishing an ELISA (Enzyme Linked Immunosorbent Assay) 
antibody test. It has been optimised for DBS specimens and translated 
onto an NHS-automated platform in the Immunology Department at the 
University Hospital of Wales, enabling hundreds of DBS samples to be 
tested at the same time.
      Professor Ian Weeks OBE, Dean of Clinical Innovation at Cardiff 
University’s College of Biomedical and Life Sciences, commented, ‘This 
approach could prove important in tackling the COVID-19 pandemic. 
The test only requires a finger prick sample of blood, rather like a diabetic 
patient checking their blood sugar levels.
      ‘No healthcare workers, such as phlebotomists, nurses or doctors, 
need to be present in order to take the blood sample, reducing the risk of 
possible COVID-19 transmission to or from healthcare workers, and the 
sample can easily be taken at home.’
      The method itself is presently being further evaluated on larger 
numbers of samples and funding is being sought which is needed to allow 
the method to be scaled up and used routinely.

CONTINUED CAUTION AND 
COLLABORATION
A number of initiatives and critical decisions 
relating to the COVID-19 emergency are being 
regularly revealed to the public. 

PLANNING FOR PANDEMIC IN WALES RELEASED
The Coronavirus Control Plan for Wales has set out how all partners – 
including local government, health boards, businesses and the people of 
Wales – must work together to manage the risks of coronavirus.
      Looking towards the next phase of the pandemic, the strategy 
highlights the importance of Wales’ response being a collective effort, with 
everyone having a role to play to help stop the spread of the virus.
      The plan has five key areas of intervention, which are:
• Prevention
• New cases and clusters
• Incidents and outbreaks
• Local and regional measures
• All-Wales measures

      At each level of intervention, the plan details the approach which 
everyone will take should prevalence of the virus increase. The most 
important element is prevention, including what we can all do to prevent 
the spread of coronavirus – such as washing our hands and keeping two 
metres apart. Working together to prevent coronavirus spreading in the 
first place is the only way further restrictions on our daily lives will be 
prevented.
      At each level, there are systems in place across Wales to respond to new 
cases, clusters or outbreaks. Should it be necessary, also set out in the plan 

is the approach to introducing wider local, regional or All-Wales measures 
to keep Wales safe.
       Minister for Health and Social Services, Vaughan Gething, explained, 
‘Coronavirus has not gone away, so it’s vital we continue to monitor, adapt 
and plan for any future outbreaks. We know that this virus prefers cold 
weather and, with autumn approaching, the plan sets out further steps 
we will take to keep Wales safe. We are placing a huge importance on 
prevention. By getting that stage right we can avoid further restrictions on 
our lives. None of us wants to see another lockdown like we saw in March 
this year.
       ‘We have shown that, working with partners, we can efficiently and 
effectively manage small incidents and outbreaks – as we saw in Anglesey 
and Merthyr Tydfil. Our key messages is that each person, business and 
organisation has their part to play in preventing the spread of coronavirus.’

MAJOR BOOST TO COVID-19 TESTING TURNAROUND 
TIMES 
Health Minister Vaughan Gething has announced an investment of nearly 
£32 million to deliver faster results for contact tracing and to ensure that 
Wales is prepared for any increases in cases during the autumn and winter.
      The money will pay for:
• Extra staff and equipment for the Public Health Wales regional 
laboratories based at University Hospital Wales, Cardiff, Singleton 
Hospital, Swansea and Ysbyty Glan Clwyd, Rhyl, so that they can operate 
24 hours a day, seven days a week
• The creation of six Hot Labs at acute hospitals across Wales, which 
will have rapid, under-four-hour testing equipment and new testing 
equipment for other conditions to free up staff to work on COVID-19 
testing. They will operate from 8am-to-10pm, seven days a week

      It is expected that the three regional laboratories will be able to operate 
24 hours from October, while the six new Hot Labs will be up and 
running in November.
      Dr Tracey Cooper, Chief Executive of Public Health Wales, stated, 
‘This investment will allow us to make some fundamental changes to 
our laboratory services that will significantly increase their capacity and 
resilience, both in the context of the current pandemic and in the longer-
term.
       ‘We are already working behind-the-scenes to implement these 
changes and have recently launched a recruitment drive to recruit up to 
160 staff into the new roles made possible by this investment.’
      The initial outlay on staffing and new equipment is expected to be 
nearly £8 million and the cost of carrying out tests is expected to vary 
between £8 million-to-£24 million depending on demand.
       The six new Hot Labs will be based at:
• Prince Philip Hospital, Llanelli
• Morriston Hospital, Swansea
• Princess of Wales Hospital, Bridgend
• Prince Charles Hospital, Merthyr Tydfil
• University Hospital, Llandough
• Grange Hospital, Cwmbran

WWW.WALESHEALTHCARE.COM
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DUDLEY TAYLOR IN 
LLANIDLOES ADAPTS 
TO CHANGE WITH 
PHARMACY MANAGER

Dylan Jones, Pharmacy Manager, Dudley Taylor, explained, ‘There has 
been a surge in people seeing pharmacies as the first place to come for 
advice. Any improvement to Pharmacy Manager that can make the day-to-
day processes easier and quicker is incredibly useful.’

MANAGING CHANGE
Technology is playing a vital role in supporting community pharmacy 
during these challenging and changing times. Dudley Taylor pharmacies 
have been using Pharmacy Manager from Cegedim for over 10 years and 
earlier this year upgraded to the latest version – version 11.  
      ‘Cegedim gave us a talk on the product before we upgraded, and 
we also spent time discussing how the NHS Wales’ requirements for 
pharmacies differ to NHS England. It was good to see those discussions 
reflected in the way the product has evolved,’ said Dylan Jones.

As a large community pharmacy with 
12 staff, the Llanidloes branch of Dudley 
Taylor has long played a vital role in 
supporting a dispersed, rural community. 
In a post-COVID-19 world, the pharmacy 
has become ever more important. WPR 
finds out more.

      A key aspect of this has been the ability of Pharmacy Manager to read, 
recognise and automatically print script directions. Rather than typing 
individual directions for each script, as each 2D barcode is scanned the 
directions are mapped and appear immediately on the label. 
      ‘As a 7,000-item pharmacy we dispense around 300 scripts each day. 
Pharmacy Manager enables us to dispense and generate the label with just 
a click – saving around 30 seconds each time is a significant improvement 
in efficiency,’ said Dylan Jones.

EFFICIENCY GAINS
He also cites the new functionality within Pharmacy Manager that splits 
owings and instalments into two different tabs as extremely useful. 
      ‘In the past, when prescribing to methadone and addiction patients we 
had to click through several tabs to open a new screen – now we just click 
straight to the correct screen, it is much quicker,’ he says.
      Pharmacy Manager’s modernised user interface has also improved day-
to-day activity, making it more intuitive and easier to navigate and with 
monthly product updates providing regular improvements. 
      He continued, ‘For example, in the last update the system now 
highlights the boxes being completed with a blue border, which makes it 
much easier to see exactly where you are, and the information being filled 
in.’
      Another important benefit of the new version has been the 
introduction of the dashboard, providing immediate visibility of a 
number of key aspects of day-to-day pharmacy management. Critically 
for pharmacies in Wales, the dashboard provides an at-a-glance view of 
the current percentage of ETCs (Electronic Transmission of Claims) – 
enabling the pharmacy to track the progress towards transmission targets. 
Additional information includes the number of items owing as well as the 
number of unclaimed prescriptions. 
      The pharmacy also uses the fridge temperature recording facility on the 
dashboard to prompt daily checking and ensure this essential task is never 
overlooked. 
      Dylan Jones added, ‘We are also able to leave notes on the dashboard, 
which is very useful.’

LOOKING TO THE FUTURE
In these times of change it’s important that the technology has to continue 
to adapt and Cegedim’s commitment to the continual development 
of Pharmacy Manager is vital. He predicts that the impact from the 
pandemic will see a shift towards remote customer support and only 
seeing patients face-to-face when required.
      ‘The monthly Pharmacy Manager updates from Cegedim are 
essential to supporting community pharmacy at a time of unprecedented 
change, while the level of customer demand has settled down since the 
extraordinary pressures of the first three weeks of COVID-19 lockdown, 
the role of community pharmacy has changed for good,’ he said.

CASE STUDY



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

Having Pharmacy Manager alongside MedEpos at your 
pharmacy counter helps speed up the dispensing process, 
saving time for the whole pharmacy team and improving 
patient interaction.

Find out more by visiting www.cegedimrx.co.uk
or calling us on 0330 303 3342
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IN SAFE 
HANDS
In this edition of WPR, the All Wales 
Therapeutics and Toxicology Centre 
discusses the measures and 
mechanisms for monitoring and 
accessing medicines in Wales during 
the COVID-19 pandemic.

COVID-19
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MONITORING THE SAFE AND EFFECTIVE USE OF MEDICINES
To ensure that all healthcare professionals in Wales have ready access to authoritative 
evidence-based information to manage common medical conditions that might be 
impacted by the COVID-19 pandemic, the All Wales Therapeutics and Toxicology 
Centre (AWTTC) – the professional support group to the All Wales Medicines 
Strategy Group (AWMSG) – launched a repository of relevant therapeutic guidance 
in March 2020. The resources are reviewed regularly by pharmacists, clinical 
pharmacologists and scientists to ensure the latest information is always available. 
The repository can be accessed on the AWTTC website at www.awttc.org/covid-19.



      People who have long-term medical conditions and 
are receiving medicines which need regular monitoring 
have faced challenges during the pandemic when 
face-to-face appointments can be difficult. AWTTC’s 
repository signposts to available information written 
for healthcare professionals by authoritative bodies on 
the monitoring of several groups of medicines during 
the COVID-19 pandemic. These include guidelines 
on the use of oral anticoagulants, such as warfarin, and 
direct-acting oral anticoagulants; clozapine and lithium; 
disease-modifying antirheumatic drugs (DMARDs); 
biologics, immunosuppressants and corticosteroids (for 
a range of conditions); and vitamin B12 injections. 
      Diabetes is one of the commonest long-term conditions 
and the repository includes links to Diabetes UK’s 
advice on managing diabetes while at home, self-isolating 
and shielding. There are also links to the All Wales 
interim commissioning guidance, approved in April 
2020, which makes abiraterone (Zytiga®), apalutamide 
(Erleada®) and enzalutamide (Xtandi®) available within 
NHS Wales for treating high-risk, locally advanced and 
metastatic, hormone-sensitive prostate cancer during 
the COVID-19 pandemic. A new interim process 
has also been adopted in Wales for implementing the 
COVID-19 rapid guidelines from the National Institute 
for Health and Care Excellence (NICE); details of 
these can be accessed through the repository.
      AWTTC’s repository also contains details of the Rapid 
Policy Statement and Interim Clinical Commissioning 
Policy concerning the use of the antiviral medicine 
remdesivir for patients hospitalised with COVID-19 
(adults and children aged 12 years and older) which became 
effective from 3rd July 2020. The repository also links to the 
16th June 2020 letter from the UK Chief Medical Officers 
and Medical Director of NHS England, and accompanying 
Therapeutic Alert, on dexamethasone, based on the initial 
results from the RECOVERY trial in COVID-19. 
      Safe use of medicines remains a high priority at all 
times. The repository links to the MHRA’s temporary 
advice for initiation of valproate in female patients, and 
guidance for annual review and pregnancy testing to 
support adherence to the need for pregnancy prevention 
during the pandemic, when face-to-face appointments may 
not be possible. One of the tools of any medicines safety 
system is a reporting mechanism for suspected adverse 
drug reactions (ADRs). The repository highlights the 
MHRA advice to healthcare professionals, patients, and 
carers to send their yellow card reports of suspected ADRs 
electronically, rather than by mail, at the present time. The 
new dedicated MHRA reporting website for suspected 
side-effects from medicines, future vaccines or medical 
devices relating to COVID-19 treatment is also signposted.
      Pharmacists have played a vital role in the response to the 
pandemic and there are links to information and resources 
for pharmacists working in hospitals, the community and the 
pharmacy teams supporting care home staff and residents.

ENSURING ACCESS TO MEDICINES
At the start of lockdown in March 2020, AWTTC 
began monitoring stocks of critical medicines in hospital 
pharmacies across Wales, collaborating closely with health 
board Chief Pharmacists, Welsh Government, and the 
NHS Wales Informatics Service (NWIS). AWTTC staff 
monitor the top 20 critical medicines every day, so that the 
national procurement leads have ready access to up-to-
date information, can allocate any medicines with limited 
availability to the most appropriate sites, and can obtain 
stock from across the health boards when necessary. A 
dashboard to monitor stocks of selected antimicrobials that 
might be needed to treat infections has also been developed.    
The Royal College of Anaesthetists and its partners have 
produced advice to help to manage additional demand for 
anaesthesia and intensive care medicines in the UK and 
this information is also accessible through the repository. 
      There are links in the repository to the Royal College 
of General Practitioners’ series of resources on delivering 
end-of-life care in the context of the pandemic, including a 
summary of the changes in death certification and a guide 
to community palliative, end-of-life and bereavement care.    
A new NHS Wales End of Life COVID-19 Medicines 
Service has also been developed to provide access to 
‘Just-in-Time’ Emergency Medication Packs consisting of 
an agreed list of medications. These are available through 
a single point of access to supplement the usual service, 
focussing on rapid supply out-of-normal working hours 
during the pandemic. Further details about this service 
and how it can be accessed are available in the repository.

MEETING PRESENT AND FUTURE 
THERAPEUTIC CHALLENGES IN NHS WALES
AWTTC has increasingly relied on digital solutions to 
support AWMSG in its medicines appraisal processes, 
in monitoring medicines access schemes, the National 
Prescribing Indicators, the uptake of medicines through 
the New Treatment Fund in Wales, and the One Wales 
Interim Commissioning and Individual Patient Funding 
Request (IPFR) processes. To deliver on these goals, 
AWTTC continues to work closely with NWIS and the 
NHS Wales Shared Services Partnership (NWSSP).
      AWTTC’s repository, stock monitoring, and End of 
Life COVID-19 Medicines Service have all been well-
received by healthcare professionals across Wales. The 
repository has also received an acknowledgement from 
Health Technology Assessment International (HTAi) 
who have linked from their website to the AWTTC 
website, thus providing international signposting. 
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In this issue’s column, Elen Jones, Director of the 
Royal Pharmaceutical Society in Wales, takes a look at 
how we can build on the positives from the pandemic, 
and implement changes to help the profession 
achieve further momentum.

SILVER LININGS

As pharmacy teams across all sectors continue to provide essential care 
and pharmaceutical services for patients, at the Royal Pharmaceutical 
Society (RPS) we’ve been working with our members, other pharmacy 
organisations, and the wider health service across Great Britain, to support 
and capture the experience of pharmacy teams during the COVID-19 
pandemic.
      Despite the huge challenges, there have been many positive changes to 
practice that we must capitalise and build upon. We also must shine a light 
on the urgent changes that are still needed to ensure that pharmacy can 
thrive in a modern health service. 
      Through collaboration we have identified solid principles to drive 
further development of the profession and pharmaceutical services. These 
key principles have been set out in our policy; The Future of Pharmacy in 
a Sustainable NHS. We will also be lobbying for the most crucial changes 
that are needed in Wales through our Manifesto, in preparation for the 
2021 elections to the Welsh parliament. 
      Here’s the run down on some of our key priorities for pharmacy: 

ESTABLISHING A VALUED AND SUPPORTED PHARMACY 
WORKFORCE
As we approach winter, the safety of pharmacists and their teams 
continues to be the number one priority. Pharmacists must be equipped 
to perform their role safely and confidently. It’s vital that measures 
put in place to support the pharmacy workforce are maintained and 
strengthened. We have heard consistently of the benefits that flexible 
opening hours had for community pharmacy teams for instance. Not only 
has this created the space to prioritise workload and improve quality of 
care, but importantly it has supported the wellbeing of pharmacy teams in 
coping with unprecedented pressures. 
      Mental health and wellbeing have been critical priorities during the 
pandemic. We identified early on that pharmacy teams must have access 
to mental health and wellbeing support and escalated our concerns 
to respective governments. In Wales we are delighted that the Welsh 
government responded so quickly and extended access to its Health for 

Health Professional Wales Service to all pharmacy professionals. 
      Our focus on mental health and wellbeing is ongoing. During 
September we will be issuing our mental health and wellbeing survey to 
gain feedback from members about how they are feeling and what support 
they would value. This is now an annual survey and we are committed to 
taking whatever action is necessary to ensure that pharmacy teams are able 
to work in a positive working environment.

EQUALITY OF OPPORTUNITY MUST BE ASSURED 
ACROSS PHARMACY
Ensuring everyone working in pharmacy is treated fairly has long been 
a high priority for RPS. As the pandemic has served to shed a spotlight 
on inclusion and diversity issues, we have advanced our approach to 
ensure long-term change and address systemic workplace inequalities and 
discrimination. Our Inclusion and Diversity strategy, co-created with our 
members, aims to:
• Challenge inclusion and diversity barriers
• Champion inclusive and authentic leadership
• Create a culture of belonging

      We are committed to implementing the RPS I&D strategy and we 
welcome all pharmacy team members to join our ABCD group to help 
shape our work and activity.

ENABLING AN INTEGRATED AND CONNECTED 
PHARMACY WORKFORCE
The IT infrastructure to enable pharmacists to work more effectively 
continues to be a key focus for RPS. In Wales we are asking for a 
commitment from the next Welsh government for community 
pharmacists to have read and write access to GP patient records. We 
are also pressing for advances in digital prescribing systems to ensure 
that patients can benefit from seamless care when they are prescribed 
medication whether in hospital or community settings. 
      The COVID-19 pandemic highlighted the importance of IT and 
electronic prescribing solutions, which if in place in Wales, could have 
improved efficiencies considerably. 

EMPOWERING THE PHARMACY PROFESSION TO 
TRANSFORM PATIENT CARE
Further developing pharmacist independent prescribing, including 
training and the universal roll-out of services proven to benefit patients 
and improve capacity, is crucial for ensuring care that is consistently 
delivered and universally available throughout Wales.    
      The use of independent prescribing pharmacists in all sectors must be 
developed and expanded so that patients and healthcare teams can fully 
benefit from their skills.
      While good progress has been made with utilising the skills of 
prescribers in the community pharmacy acute illness service, it is only 
available in certain community pharmacies in pockets of the country. All 
patients must be able to benefit from community pharmacy support and 
treatment for a wider range of conditions beyond the existing national 
common ailment service. We already know this service has been well- 
received by patients, enabling continuity of care on weekends and outside 
of GP practice hours. It’s time to upscale this across Wales and to make the 
best of pharmacist independent prescribing skills in the community.  
      Our task now in Wales is to take the learning from the pandemic to 
the political parties and the future Welsh government to influence their 
programme of government. We will be using examples of good practice 
and case studies provided by our members to bring our manifesto to life. 
This is the start of an important process requiring concerted action and 
collaboration across all healthcare sectors from all key stakeholders.

ROYAL PHARMACEUTICAL SOCIETY
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WATCH THIS SPACE!

WELSH 
PHARMACY 
AWARDS 2020

WEDNESDAY 9TH 
DECEMBER 2020

THE VALE RESORT, 
GLAMORGAN

WELSH 
PHARMACY
AWARDS 2020

WE HOPE TO SEE YOU AND YOUR 
TEAMS THERE TO CELEBRATE 
OUR PHARMACY HEROES AND 
THEIR STELLAR CONTRIBUTION TO 
THE SECTOR AND PATIENT CARE 
– PARTICULARLY DURING THESE 
UNPRECEDENTED TIMES

FOR MORE INFORMATION, 
EMAIL: bridget.mccabe@nimedical.info
CALL: 02890 999 441
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LIGHTING THE WAY
As the COVID-19 pandemic persists, so, too, does research into potential health aids. 
WPR scours new indications of vitamin D’s positive implications, and why intake of the 

nutrient is being increasingly encouraged.
The merits of vitamin D have long been remarked upon, but in recent weeks 
and months the scope of the nutrient’s benefits has been further broadened 
– with it poised as a possible support in the battle against COVID-19. 
      New research has surfaced regarding the advantageous potential of 
its intake; in particular, the report ‘Vitamin D Deficiency in Ireland – 
Implications for COVID-19. Results from the Irish Longitudinal Study on 
Ageing (TILDA)’ has highlighted vitamin D’s critical role in preventing 
respiratory infections, reducing antibiotic use, and boosting the immune 
system’s response to infections.

THE EXPERT INSIGHT
Shedding light on the results garnered from the research, Professor Rose 
Anne Kenny, Principal Investigator of TILDA, explained, ‘We have 
evidence to support a role for vitamin D in the prevention of chest 
infections, particularly in older adults who have low levels. In one study 
vitamin D reduced the risk of chest infections to half in people who took 
supplements. 
      ‘Though we do not know specifically of the role of vitamin D in 
COVID infections, given its wider implications for improving immune 
responses and clear evidence for bone and muscle health, those cocooning 
and other at-risk cohorts should ensure they have an adequate intake of 
vitamin D. Cocooning is a necessity but will reduce physical activity. Muscle 
deconditioning occurs rapidly in these circumstances and vitamin D will 
help to maintain muscle health and strength in the current crisis.’

HOW IS VITAMIN D PRODUCED?
Vitamin D is produced in the skin by exposing the body to just 10-to-15 
minutes per day of sun. It can’t be made in the winter, and the amount that 
we make in the summer depends on how much sun we get, weather and 
other factors. Even in the summer, attaining a sufficient amount of vitamin 
D can pose a challenge due to cloud cover, rainy weather, and a lack of 
sunshine.
      The good news is that deficiency can be remedied by adequate 
intake of foods and by supplementation. In fact, vitamin D is readily 
found in foods like eggs, liver and oily fish – such as salmon or mackerel – as 
well as fortified foods, such as cereals and dairy products.

WHO IS MOST AT-RISK OF VITAMIN D DEFICIENCY?
People who get little sun exposure or eat inadequate amounts of fortified 
foods are most at-risk, especially those who are currently house-bound or 
confined to their homes. Other people who fall into the high-risk category 
are those who are obese or physically inactive, and those that have asthma or 
chronic lung disease.
      Vitamin D is available without prescription. What is needed now is for 
people to increase their vitamin D intake, especially as supplementation is 
low across the nation, and particularly low in men.
      Dr Eamon Laird, Research Fellow in Medical Gerontology and co-
author of the report, commented further on the newly-released data, saying, 

‘These findings show our older adults have high levels of vitamin D 
deficiency which could have a significant negative impact on their immune 
response to infection. There is an even larger risk now of deficiency with 
those cocooning or confined indoors. 
      ‘However, vitamin D deficiency is not inevitable – eating foods such as 
oily fish, eggs, vitamin D-fortified cereals or dairy products and a daily 400 
IU (10ug) vitamin D supplement can help avoid deficiency.’

WHAT IS THE RECOMMENDED INTAKE FOR VITAMIN D?
TILDA researchers have recommended that adults over 50 years of 
age should take supplements – not just in winter, but all year-round if they 
don’t get enough sun. Those who are cocooning at present should also take 
supplements.

VITAMIN D: WHAT IN THE WORLD?
A global perspective of the role of vitamin D throughout the pandemic 
has additionally been produced; pointing towards a correlation between 
severe deficiency of the nutrient and mortality rates.
      Led by Northwestern University, the research team conducted a 
statistical analysis of data from hospitals and clinics across China, France, 
Germany, Italy, Iran, South Korea, Spain, Switzerland, the UK, and 
America.
      The researchers noted that patients from countries with high 
COVID-19 mortality rates, such as Italy, Spain and the UK, had lower 
levels of vitamin D compared to patients in countries that were not as 
severely affected. However, this doesn’t mean that everyone – especially 
those without a known deficiency – needs to start hoarding supplements, 
the researchers caution.
       ‘While I think it is important for people to know that vitamin D 
deficiency might play a role in mortality, we don’t need to push vitamin 
D on everybody,’ explained Northwestern’s Vadim Backman, who led the 
research. 
      ‘This needs further study, and I hope our work will stimulate interest in 
this area. The data also may illuminate the mechanism of mortality, which, 
if proven, could lead to new therapeutic targets.’
      By analysing publicly-available patient data from around the globe, 
the team discovered a strong association between vitamin D levels and 
cytokine storm – a hyperinflammatory condition caused by an overactive 
immune system – as well as a parallel between vitamin D deficiency and 
mortality.
      Not only does vitamin D enhance our innate immune systems, it also 
prevents our immune systems from becoming dangerously overactive. This 
means that having healthy levels of vitamin D could potentially protect 
patients against severe complications, including death, from COVID-19.

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

by ion exchange resins and laxatives. Pregnancy and lactation: Use only 
under medical supervision. Studies have shown safe use up to 4,000 IU daily 
but reproductive toxicity has been seen in animal studies. The 20,000 IU dose 
should not be used during pregnancy. Vitamin D is excreted in breast milk, 
when prescribing additional vitamin D to a breast-fed child consider the dose 
of any additional vitamin D given to the mother. Undesirable effects: Allergic 
reactions are possible. Uncommon adverse reactions include hypercalcaemia 
and hypercalciuria. Rare adverse reactions include: pruritus rash and urticaria. 
Overdose: Refer to SmPC. Legal Category: POM. Pack size: Fultium-D3 800 
IU capsules x 30 – NHS Price £3.60. Fultium-D3 800 IU capsules x90 – NHS 
Price £8.85. Fultium-D3 3,200 IU capsules x30 – NHS Price £13.32. Fultium- D3 
3,200IU capsules x90 – NHS Price £39.96. Fultium-D3 20,000 capsules x15 – 
NHS Price £17.04. Fultium-D3 20,000 capsules x30 – NHS Price £29.00. MA 
Number: 40861/0002 [Fultium-D3 800 IU capsules]. 40861/0003 [Fultium-D3 
3,200 IU capsules]. 40861/0004 [Fultium-D3 20,000 IU capsules]. MA Holder: 
Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, Huddersfield, 
West Yorkshire HD7 5QH, UK. Full Prescribing Information is available from 
Internis Pharmaceuticals Ltd. Date of preparation: August 2018. unique 
ID no. FUL-458.

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

hypercalciuria; severe renal impairment. Warnings and Precautions: Use 
caution in patients with impaired renal function or sarcoidosis. Monitor effect 
on calcium and phosphate levels in these patients. Consider risk of soft tissue 
calcification. Use other forms of vitamin D in cases of severe renal insufficiency. 
Consider the need for calcium supplementation in individual patients. Where 
calcium supplementation is necessary, close medical supervision is required. 
Use caution in patients receiving treatment for cardiovascular disease. Make 
allowances for vitamin D supplementation from other sources. Monitor to 
prevent hypercalcaemia. Interactions: Concomitant phenytoin, barbiturates 
and glucocorticoids can decrease the effect of vitamin D. Ion exchange resins, 
laxatives, actinomycin and imidazole may also reduce the effect of vitamin D. 
Oral calcium and vitamin D potentiates the effect of digitalis and other cardiac 
glycosides. Pregnancy and lactation: Limited clinical data in pregnancy. 
Animal studies have shown reproductive toxicity. RDI in pregnancy is 400 
IU. Pregnant women who are vitamin D deficient may need a higher dose. 
Pregnant women should follow the advice of their GP, as their requirements 
may vary depending on disease severity and response to treatment. Vitamin 
D and metabolites are excreted in breast milk. Overdose in nursing infants 
has not been observed, however, when prescribing additional vitamin D to 
a breast-fed child, consider the maternal dose of any additional vitamin D. 
Undesirable effects: Hypercalcaemia and hypercalciuria. Refer to the SmPC 
for the full list of side effects. Legal Category: POM. Pack size: Fultium-D3 
Drops, 1 x 25 ml – NHS Price £10.70. MA Number: 40861/0005. MA Holder: 
Internis Pharmaceuticals Ltd. Linthwaite Laboratories, Linthwaite, Huddersfield, 
West Yorkshire HD7 5QH, UK. Full Prescribing Information available. Date of 
preparation: August 2018. unique ID no. FUL-263.

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

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

Reference: 
1. IQVIA Data (52 weeks RxA and HPA) November 2019.
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Navigating the lockdown measures of COVID-19 has been a tense and 
demanding process for the population; resulting in many resorting to 
increased alcohol intake. Dr Richard Piper, Chief Executive of Alcohol Change 
UK, focuses on how you can help individuals stay on top of their drinking 
behaviour. 

HITTING THE BOTTLE

The way that people are drinking alcohol has changed in 
lockdown. Even as lockdown eases, pubs, restaurants and 
bars have been closed or restricted for a long time, and 
face-to-face meeting, and any accompanying drinking, has 
become a lot less frequent. We’ve shifted from drinking 
in person to moving all our meetings online. But has this 
had an effect on how much we’re drinking? 
      Research we at Alcohol Change UK conducted two 
weeks after social distancing measures were put in place 
found that more than one-in-five (21 per cent) adults who 
drink alcohol are drinking more often since lockdown 
began. But one-in-three of those who drink (35 per cent) 
have reduced how often they drink or stopped drinking 
altogether. On the surface this seems positive, but those 
numbers are hiding something else: the people who were 
drinking the least are more likely to have cut down or 
stopped drinking altogether, and those who were drinking 
the most are the least likely to have done so. 
      Managing your drinking is a key part of looking after 
your mental and physical health – which is all the more 
important during lockdown. The UK’s chief medical 
officers recommend drinking 14 units per week or less.    
That’s about a bottle-and-a-half of wine or six pints of 
four per cent beer, spread out over three or more days and 
with a few days off in between. 
      Here are some tips for helping individuals manage 
their drinking:

LOOK AFTER YOUR GENERAL MENTAL 
HEALTH 
As mentioned above, this is an incredibly stressful 
time, and many of us turn to alcohol when we’re feeling 
stressed, anxious or low. But alcohol can make mental 
health worse; it’s been linked to worsened symptoms of 
anxiety, depression, and other conditions. For that reason, 
one of the most important things you can do to stay on 
top of your drinking is to look after your general mental 
health. Different things work for different people, but 
advice and resources can be found on the NHS Every 
Mind Matters website.

WORK OUT OTHER WAYS TO RELAX, UNWIND AND HAVE FUN
Some of us find ourselves having a drink after a stressful day. But since unwinding can feel 
hard to do at the moment and stress increases, we might be drinking a little more than 
we’re used to. We might also use alcohol to distinguish between ‘work time’ and ‘fun 
time’. To stop this from becoming a habit, it’s important to find some good alcohol-free 
treats too. 

KEEP TRACK OF YOUR DRINKING 
With normal routines disrupted and stress levels heightened, people might find 
themselves drinking more without realising. There are tools available to help you keep 
track of your drinking if you’re worried about it getting out of hand or considering 
making a change. 
      Our drink-tracking app is called Try Dry, and it can be used to track your alcohol 
intake with charts and graphs, plus see your units, calories and money saved when you 
cut down. If people prefer not to use an app, a physical drinking diary is also a good idea.
      On our website you can find an AUDIT quiz which people can use to check their 
drinking risk score. This is a great place to start for those considering making a change 
to their drinking – the quiz only takes a few minutes to complete, and gives a good 
indication of how harmful someone’s drinking is. 

GET SUPPORT 
For those in recovery or sober and receiving support, there might be concerns about 
receiving ongoing support under ‘social distancing’ measures. Or, for those who would 
like to seek support now but haven’t before, they might be wondering how to go about 
this.
      Treatment services across the country are making their support available remotely, 
so there are lots of great options open to you online or over the phone. AA, SMART 
Recovery, Drinkline and We are With You are some of the organisations you can contact. 
You can find more information, including their contact details and opening times, on our 
website. There are also links to support for those affected by a loved one’s drinking. 
      For very heavy or dependent drinkers who want to cut down during lockdown, it’s 
important that this is done safely and with support, as otherwise they could suffer from 
alcohol withdrawal. This can be very dangerous and even fatal, so it’s important to 
recognise the signs. Some common symptoms include sweating, shaking (especially in 
the hands), and headaches. Some more severe symptoms include seizures, hallucinations, 
unsteadiness and confusion. If someone is experiencing these symptoms, urgent medical 
attention is needed and 999 should be called immediately. 
      The easing of lockdown will come with pressures and stresses of its own. Most of the 
above advice about managing your drinking applies post-lockdown as well as during. The 
key thing is to keep an eye on your drinking and ask for support if you need it. 
      For more information, visit www.alcoholchange.org.uk.

COVID-19
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ADDRESSING IT HEAD-ON
From wading through the complexity of treatment options, to accessing 
specialist support virtually, Una Farrell, The Migraine Trust, homes in on how 
migraines can be managed during the pandemic.
From early on in the COVID-19 crisis, we 
were hearing from people seeking our help 
that the pandemic was seriously impacting the 
management of their migraine. 
      We ran a survey of over 2,000 people with 
migraine to understand what was happening 
and what could be done to help. The results 
were worrying. 
      It found that a large number (58 per 
cent) of people’s migraines have worsened 
since the beginning of March. It also found 
that 17 per cent can’t access the treatment / 
medication that they had been receiving for 
their migraine; 17 per cent of people had 
appointments with specialists postponed or 
cancelled; and eight per cent were unable to 
get an appointment.
      It was clear that more needed to be done 
to help people with migraine. Many people’s 
condition was worsening at a time when access 
to care and treatment is restricted. 
      Wherever you are in a migraine patient’s 
journey, you can help by understanding the 
full range of healthcare that is available to 
them during the pandemic, and explaining 
their options to them. 

THE NEW MIGRAINE 
HEALTHCARE 
LANDSCAPE 
While migraine care has been greatly impacted 
by the COVID-19 pandemic, healthcare 
professionals are working hard to continue to 
provide care to people with migraine. Many 
are adapting their practices and finding new 
ways to offer support. Here is an overview of 
the different ways in which they are providing 
help with migraine during the pandemic. 

GPS
For many people their GP is their main 
healthcare provider for help with their 
migraine. They may be able to diagnose 
migraine, provide information, and prescribe 
acute and preventive treatments to help 
manage them. Some GPs specialise in 
headache and they are often known as a ‘GP 
with a special interest in headache’.
      However, sometimes people need more 
support than their GP can provide. For 

example, if they are not responding well to 
treatment, there is doubt over their diagnosis, 
or their symptoms are becoming more 
debilitating. In these cases their GP should 
refer them to a specialist, such as a headache 
clinic.

HOW ARE GPS SUPPORTING 
PEOPLE DURING COVID-19?
Many GPs have had to adapt how they work 
to support people during COVID-19. This 
includes offering more telephone and virtual 
consultations when there isn’t a need to 
physically assess someone. For more details on 
how their GP is operating they can visit their 
website or give them a call.

PHARMACIES
Pharmacies can provide a range of services 
for people with migraine, including fulfilling 
prescriptions and consultations about their 
symptoms so that they can recommend 
appropriate treatments.
      They can recommend painkillers, such as 
paracetamol, NSAIDs (aspirin, ibuprofen 
and diclofenac) and combined analgesics 
containing paracetamol that can be used as 
first-line treatment to relieve pain from all 
headaches. There are also treatments that 
can be combined with paracetamol, such as 
buclizine and prochlorperazine, to treat the 
nausea.
      Sumatriptan can also be provided ‘over-the-
counter’ to people with a migraine diagnosis. 
The pharmacist will ask about any cardiac risk 
or contraindications to taking sumatriptan 
before providing it.

HOW ARE PHARMACIES 
SUPPORTING PEOPLE DURING 
COVID-19?
As with many other healthcare providers, 
pharmacies have had to adapt how they are 
working. How they have been affected will 
vary from pharmacy-to-pharmacy, but may 
include only one person at the counter at a 
time and reduced opening hours.       
      Some pharmacies may not be providing 
consultations for the time being.

MIGRAINE
SPECIALISTS
Many people with migraine need to be seen 
by a specialist to access specialist support and 
different treatment options. This is usually 
for people who have a complicated migraine 
presentation, unusual features, have not 
responded to preventive treatment offered by 
a GP, or where a diagnosis is unclear. Who 
someone sees will depend on their local 
area; if possible it’s advisable to be seen by a 
headache specialist but people may also be 
seen in a general neurology department or a 
pain clinic.
      A headache or migraine clinic specialises 
in the diagnosis and treatment of migraine 
and head pain. The clinics are often linked 
to a neurology department in a hospital and 
are directed by a consultant neurologist or 
doctor with a particular interest and expertise 
in migraine.
      Each NHS migraine clinic will have its 
own referral criteria and people will need 
to be referred by a medical practitioner. 
This is most likely to be their GP, but could 
be a hospital doctor or other healthcare 
professional within the NHS. 
      Headache clinics have access to a wider 
range of treatments and have more expertise 
in managing migraine, and other headache 
conditions. Many will also have a nurse 
specialist to provide support, information and 
treatments to people with migraine.

HOW ARE SPECIALISTS 
SUPPORTING PEOPLE DURING 
COVID-19?
Unfortunately, many specialist appointments 
and treatments (such as Botox) have had to be 
cancelled due to COVID-19. This is to ensure 
the safety of staff and patients; and also (in 
some areas) due to staff being redeployed into 
other areas of the NHS.
      Where they can, specialists are 
continuing to provide information, support 
and treatment via telephone and virtual 
consultations; and are working hard to ensure 
that treatments can restart as soon as possible, 
although there may be a delay in access for 
some people when clinics resume.
      If they have had an appointment or 
treatment cancelled, or have an upcoming 
treatment, they should contact their clinic to 
find out what options are available to them 
until their appointment or treatment resumes.
      To keep up-to-date on all things migraine-
related, individuals can sign-up to The 
Migraine Trust e-bulletin at 
www.migrainetrust.org, and by following us 
on Twitter – @MigraineTrust, and Facebook 
– themigrainetrust.
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COW'S MILK ALLERGY

TURNING THE TABLES
COVID-19 has generated a multitude of complications for individuals with health 
concerns – including fears related to restricted access of supplies. Here, one 
father shares with WPR his journey looking after his 18-month-old son with a 

cow's milk allergy during lockdown, and how he has dealt with his worries.

CAN YOU TELL WPR ABOUT YOUR SON AND WHEN HIS 
COW'S MILK ALLERGY (CMA) WAS FIRST DETECTED?
My son is 18 months old and was first diagnosed with CMA when he 
was four months old. Up until that point we had been trying to use 
every type of infant milk formula available to buy but he continuously 
experienced severe stomach aches and projectile vomiting. He would cry 
sore as he was taking his bottle and that’s when we decided to go to the 
GP for advice.

HOW HAVE YOU TYPICALLY MANAGED HIS DIETARY 
REQUIREMENTS?
It has been quite difficult at times as many products have cow's milk as 
an ingredient, which he isn't allowed even in this form. My son’s appetite 
wouldn't be and hasn't been great which is why we rely so much on his 
prescription milk powder. We are now much more comfortable with 
what he can and can't have but it has taken a long time – the worry is 
always that you may accidentally give your child something to eat or 
drink that will cause them discomfort or pain, which is every parent’s 
nightmare.

WHAT WERE YOUR INITIAL CONCERNS WHEN 
LOCKDOWN COMMENCED? HOW DID THESE CHANGE 
IN LINE WITH THE ESCALATION OF COVID-19?
Our GP will only prescribe one week’s worth of my son’s milk at a time 
and when lockdown was announced I immediately panicked as I didn't 
know what way GP surgeries and pharmacies would work. I ordered 
his prescription and it took a lot longer than normal to get and I had to 
borrow some from my local pharmacy. 
      When I turned up and saw a queue outside of more than 10 people I 
was really worried about how things would go. Some patients can miss 
a day or two of their medication if an issue arises, but my son isn’t able 
to miss his food. I have to say that my local pharmacy were fantastic and 
helped as much as they possibly could.

WHAT CHALLENGES DID YOU FACE WHEN TRYING TO 
ACCESS COW'S MILK ALTERNATIVES? DID SOCIETY’S 
BEHAVIOUR HINDER YOU AT ALL?
When people began bulk buying it really limited what we could feed my 
son as the shelves were constantly bare. For the first few weeks his diet 
remained pretty constant and bland as the choices available had declined 
significantly. Regarding milk, there was no alternative to his prescription 

and although I requested that he received a few weeks’ worth at once I 
was unable to speak to anyone in the GP surgery and just had to continue 
with the weekly stress.

HOW DID THE WORRYING IMPACT YOUR FAMILY LIFE 
AND OWN MENTAL HEALTH DURING THIS TIME?
It was always at the back of my mind: was his prescription ordered on 
time? Did the GP issue it or was there a backlog? Would the pharmacy 
then be able to obtain the stock if so? 
      I think that it was more stressful as it was a weekly cycle and we only 
really received two days of not worrying before it was time to reorder. 
Like everyone else the pandemic affected our work and also the ability to 
go out etc., and this was an added stress.

WHAT ROLE DID PHARMACISTS PLAY IN ALLEVIATING 
YOUR DISTRESS?
I have to say that my local pharmacist was fantastic – she always told 
me that if we needed to borrow any food, we could, and she was always 
trying to ensure that there was at least one tin in stock at all times.    
This really helped as I knew that even if the prescription hadn't been 
completed on time, I would always be able to get something to keep my 
son going. 
      The pharmacy staff were already contending with their own stresses 
and increased workload – however their caring attitude towards me 
never wavered.

HOW CAN THE NEEDS OF THE FOOD ALLERGY 
COMMUNITY BE PROTECTED NOW AND INTO THE 
FUTURE?
I think sometimes it is not looked upon as an overly important issue – 
people tend to think that as the prescription is for food then surely the 
parents could just buy something similar in a supermarket to keep them 
going. 
      If an adult has a food allergy then they know to avoid it, but when it is 
a baby or young child it becomes so much more difficult, especially when 
it is their milk. 
      The actual initial diagnosis took a relatively long time as well – I 
feel that if there was more awareness surrounding CMA with both 
healthcare professionals and the public then children could be diagnosed 
a lot quicker and put on the necessary products immediately. 
      Also, once a child is being prescribed a CMA product, I believe that it 
should be prescribed on a longer-term basis than just a week.
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EPILEPSY

EPILEPSY: THE 
WHOLE WORKS
In light of the simply staggering unemployment rate for 
individuals with epilepsy, the Epilepsy Society help WPR 
thrust the route to employment and necessary working 
conditions into the spotlight – providing practical advice, 
and taking into account both the potential employee and 
employer’s perspectives.

Although an epilepsy diagnosis doesn’t 
necessarily stop someone from doing the job 
they want, certain issues may affect them 
at work – such as whether they experience 
seizures, the manner in which their seizures 
present, and how often these happen. It also 
depends on the nature of the work that they 
do, and any risks that having seizures at work 
might bring.

TELLING EMPLOYERS 
ABOUT EPILEPSY
It’s often the case that those with epilepsy 
fret about disclosing their condition to their 
employer or potential employer – believing 
that the information may hinder their chance 
of getting a job or being treated fairly at work. 
Although discrimination can happen, the 
Equality Act 2010 aims to protect individuals 
from this and help their employer to treat 
them fairly and support them at work.    
However, having the right information about 

the individual’s epilepsy can significantly bolster the employer’s ability to do this.
      Although it isn’t necessary to inform an employer about an epilepsy diagnosis, there are 
advantages to doing so:

EMPLOYERS HAVE RESPONSIBILITIES UNDER THE HEALTH AND SAFETY 
AT WORK ACT 
For employers to be able to meet health and safety regulations, they need to know whether their 
employees have any medical conditions that could affect their work. Employers can only ask the 
individual questions about their health to help keep them and others safe at work, and to help them 
be able to do their job. If the employer knows about the patient’s epilepsy, they may make changes 
to their job or adjust the environment to make it safer for them. If the employer doesn’t know, they 
can’t be held responsible for not carrying out the safety assessments in question.

CO-WORKERS WILL BE MORE ABLE TO HELP IF THEY HAVE A SEIZURE
Often, people feel more comfortable with epilepsy if they understand it and know what to do if 
someone has a seizure. This might help the individual and their fellow workers feel more confident 
about how to help, in addition to encouraging the provision of epilepsy awareness training at work.

WHEN IS THE BEST TIME TO TELL A NEW EMPLOYER?
When it comes to informing a new employer about their epilepsy, there are several approaches for 
the individual to consider:
• They could include a covering letter with their application, explaining the condition. This could 
include details from their GP or neurologist about the condition – and may be beneficial by way of 
enabling the potential employer to enhance their understanding prior to an interview
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• It could be mentioned if the individual is invited for an 
interview, and subsequently discussed face-to-face. This presents 
an opportunity for them to promote their skills and experience 
first
• Discussion could be conducted during a final interview, or 
when they are offered the job

      Once the employer is aware of the individual’s epilepsy, 
they might complete a risk assessment and consider reasonable 
adjustments. They may also attain medical advice, or ask a health 
and safety or occupational health expert to help.

INFORMATION FOR EMPLOYERS
When employing somebody with epilepsy, it is important that 
their specific situation is assessed, and that any decisions are 
based on facts. For the employer, this means looking at the 
individual’s epilepsy and the effect it might have on their work. 
Talking to them about what their epilepsy is really like is more 
helpful than making assumptions.
      Things that should be considered about their epilepsy:
• What type of epilepsy do they have?
• Do they have seizures? What are their seizures like, how often 
do they happen, and how do they affect them?
• Do they have any warning before a seizure (sometimes called 
an aura)?
• Do they lose consciousness, and how does this affect them?
• Do they need an ambulance to be called, and is there someone 
who can do this for them?
• How long do they need to recover from a seizure? Some people 
can return to work quickly, while others may need more time
• Are their seizures brought on by anything, such as tiredness or 
stress?
• Do they take medication to control their seizures, and how 
does this affect them (they may feel tired or find it hard to 
concentrate)?

      Things that should be considered about the nature of the job:
• Does the job involve any equipment, working at heights or 
near water, or any other potentially risky situation?
• Do they work alone or with other people (who could help if 
they had a seizure)?
• Would they be responsible for other people, such as children?

RISK ASSESSMENTS
Under the Health and Safety at Work Act, employers are 
required to ensure that their employees are safe at work. To 
be able to do this, they need to know about their employees’ 
disabilities or medical conditions, and assess any possible risks by 
doing a risk assessment.
      As such, the Health and Safety Executive have outlined that it 
is important that risk assessments:
• Are based on the individual’s circumstances, as each situation 
and each workplace are different
• Include only factual information
• Avoid assumptions – for example, they shouldn’t assume that 
something is going to happen just because their employee has 
epilepsy

      For some people within certain jobs, their epilepsy may pose a 
risk to their health or safety, or to that of other people.    
However, health and safety law should never be used as a 
reason not to employ someone without first looking at any risks 
individually, and considering reasonable adjustments.
      The Health and Safety Executive have an interactive tool to 
help businesses understand what they need to do to assess and 
control risks in the workplace and comply with health and safety 
law.  

OTHER FACTORS TO CONSIDER
SEIZURE TRIGGERS
Some people know that particular situations ‘trigger‘, or bring 
on, their seizures. These can include being tired, stressed, or 
anxious.
      If someone’s seizures are triggered by tiredness, shift work 
could make them more tired and trigger seizures. This is because 
shift work can disturb the normal pattern of sleep.    
      A reasonable adjustment may be to consider changing or 
reducing shift work, or changing working hours for this person.

WORKING WITH COMPUTERS
For most people with epilepsy, working with computers 
isn’t a problem. Up to three per cent of people with epilepsy 
have photosensitive epilepsy in which seizures are triggered by 
flashing or flickering lights, or by moving patterns.             
      Modern flatscreen computer screens don’t flicker, and so the 
screen itself is unlikely to trigger seizures. However, flashing 
images on the screen itself could be a photosensitive trigger for 
some people.
      If an employee does have photosensitive epilepsy, it may be 
helpful to discuss this with them directly.

TIME OFF WORK
If someone’s epilepsy is controlled (they don’t have seizures), 
they are unlikely to need more time off work than other 
employees. If they still have seizures, the need for time off work 
might depend on the type of seizures they have and the time they 
need to recover.
      Time off work because of a disability – for example, to attend 
a medical appointment, or to recover from a seizure – could 
be considered a reasonable adjustment. It might be recorded 
separately from time off for other reasons (for example, sick leave 
for a cold).

INSURANCE AND PENSION SCHEMES
Employers’ Liability Insurance covers all employees in the 
workplace. However, they need to have made all reasonable 
efforts to ensure the safety of their employees, including 
individual risk assessments where needed.
      The Equality Act covers occupational pension schemes. This 
means that if a pension scheme is offered, all employees can join 
and must be treated fairly under the scheme. They can contact 
the Pensions Advisory Service for further advice.
      For more information, visit www.epilepsysociety.org.uk.

EPILEPSY
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In Europe, rare diseases are defined as conditions which 
affect fewer than one-in-2,000 people and there are more 
than 7,000 identified rare diseases worldwide. There 
is huge diversity in rare diseases: from more common 
conditions, such as Cystic Fibrosis, to conditions 
that may be yet unnamed because they are so rare. 
Rare conditions can affect a range of different body 
systems and around 80 per cent have a genetic basis. 
      Although rare diseases are individually unique, 
collectively they affect around 350 million worldwide. This 
means that healthcare professionals will encounter patients 
with rare diseases during their careers. Yet, rare diseases 
are often at the periphery of medical school teaching and 
the medical curriculum. Alongside studying for medical 
exams, hospital placements, and the challenge of getting 
enough sleep, it is unlikely that most medical students 
will be able to give rarer conditions much thought. 

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

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

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

WINNING WORDS

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

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

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

RARE DISEASES 

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

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

IDENTIFYING THE LIGHT AT 
THE END OF THE TUNNEL 

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

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

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

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

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

RARE DISEASES 

The runners-up, Anneliese Ng, Sandy Ayoub 
and Muhammad Shaikh
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GOING OVER AND BEYOND

WHAT IS OVER-LABELLING?
Over-labelling is a standard pack of commonly-
used medication with the drug's name, dispensing 
directions and BNF warnings added to a label and 
applied to each pack.
      In practice, medicines supplied for use under a 
PGD (Patient Group Directive) are often in packs 
that are pre-labelled by a licensed manufacturing 
unit. These labels include all the standard labelling 
requirements, leaving a space on the pack for the 
patient’s name, date of dispensing and address of 
the supplying service to be added at the time of 
supply. This is sometimes known as over-labelling.
      In most cases, the pack to be issued under a 
PGD will need to be labelled to reflect the dose 
exactly as authorised in the PGD, as if it were being 
dispensed against a prescription.

WHY DO WE NEED AN OVER-
LABELLED MEDICINE? 
Over-labelled medicine allows doctors and nurse 
prescribers to safely supply to patients.
      There is a lot of pressure in hospitals to 
discharge patients quickly so that they can release 
beds for the next patient. Instead of the patient 
having to wait for their medicines to come from 
pharmacy, which sometimes can take a whole 
day, there is a selection of medicine on the wards 
/ clinics which are already over-labelled so the 
nurse can give it to the patient and discharge them 
quickly. There is therefore a quick turnaround and 
no bed blocking that prevents another patient from 
being admitted to the ward.
      In the OOH sector, doctors now have to give 
the whole dose of medicine to patients rather than 
giving them a few doses and asking them to go to 
their GP.

AT KENT PHARMA, DO YOU 
MANUFACTURE YOUR OWN 
PRODUCTS?
Yes, Kent Pharma is a leading sales and marketing 
distributor of branded generic and generic 

medicines both within the UK and internationally. We are one of the largest manufacturers 
of antibiotics to the UK market and all our manufacturing is based at Athlone in Ireland.

WHAT ARE YOUR CURRENT LEAD TIMES ON DELIVERING OVER-
LABELLED PRODUCTS?
We have over 500 products which are next-day delivery as SL4 / SL5 stock items. As for SL2 
Bespoke labelling, we offer a 14-day turnaround.

WHAT IS YOUR MINIMUM ORDER QUANTITY ON OVER-LABELLED 
PRODUCTS?
We offer no minimum order quantity on all SL4 / SL5 stock lines and a minimum order 
quantity of 30 packs on our SL2 Bespoke products.

CAN WE HAVE ACCESS TO YOUR CMU PRODUCT AND PRICING FOR 
OUR BUSINESS?
Yes, we can offer our CMU range with our CMU agreed pricing, including a small charge 
for our mini address label on top.

ARE WE ABLE TO ORDER WITH KENT PHARMA USING EDI?
Yes, we are fully equipped with having all accounts set up with ourselves on EDI.

MEETING YOUR NEEDS
At Kent Pharma our broad range and portfolio of over 520 products is responsive to your 
needs, allowing us to offer the package to meet your diverse requirements. We source 
efficiently, which allows us to pass on savings directly to you.
      Our purpose-built, temperature-controlled, MHRA and NHS-audited re-packaging and 
assembly suite has the capacity to produce up to 500,000 packs per month and allows much 
of our over-labelling to be done automatically, allowing for a rapid, accurate turnaround of 
the highest quality.
      With Kent Pharma Over-Label we recognise the growing challenge within the NHS 
to improve patient safety and the time patients spend waiting for their prescriptions to be 
dispensed. This is why we constantly work in conjunction with our NHS customers and lead 
procurement pharmacists to give you the best solutions. 
      Kent Pharma over-label lead the way with the following:
• Comprehensive range of generically-labelled products
• Competitive and fixed-term pricing
• Stock management efficiency
• GS1 compliant
• BNF and DM+D formats as standard
• E-procurement
• FMD-ready
• Next-day delivery
• Free delivery on over £100 spend
• Free label design service
• Dedicated Account Manager
• Bespoke options available, including address labelling

We supply to the following:
• NHS trusts
• Out-of-hours providers
• Independent clinics
• Ambulance trusts
• Walk-in clinics
• Private hospitals
• Prisons

Aware of the growing challenge within the 
NHS to improve efficiency, patient safety, and 
the time patients spend waiting for their 
prescriptions to be dispensed, Kent Pharma has 
been working in conjunction with NHS customers 
and lead procurement pharmacists to give you 
the best solutions. Ian McWilliams, Hospital 
Over Label – Key Account Manager (North) at 
Kent Pharma, talks to WPR about the important 
role of over-labelling, and the benefits achieved 
through the company’s scope of services.

Ian McWilliams

OVER-LABELLING
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We are READY to help

Joshua House, Crowbridge Road, 
Orbital Park Kent, TN24 0GR

Tel: +44 (0) 845 4375565
Fax: +44 (0) 845 437 5567
Key Account Manager: Ian McWilliams 
Mobile: 07860 400 101
E: ian.mcwilliams@kent-athlone.com 

Kent Pharma

AMO215R2DL Amoxicillin Capsules

AMO221R2DL

AMO515R2DL

AMO521R2DL

ASF125R2DL

ASF250R2DL

DOX114R2DL

FLU228R2DL

FLU528R2DL

PNV125R2DL

PNV250R2DL

TRM206R2DL

TRM214R2DL

Amoxicillin Capsules

Amoxicillin Capsules

Amoxicillin Capsules

Amoxicillin S/F Suspension 

Amoxicillin S/F Suspension 

Doxycycline Capsules 

Flucloxacillin Capsules 

Flucloxacillin Capsules 

Penicillin S/F Oral Solution BP 

Penicillin S/F Oral Solution BP 

Trimethoprim Tablets

Trimethoprim Tablets

250mg

250mg

500mg

500mg

125mg/5ml

250mg/5ml 

100mg

250mg

500mg 

125mg/5ml 

250mg/5ml 

200mg

200mg

15

21

15

21

100ml

100ml

14

28

28

100ml

100ml

6

14

For general enquiries: 
conscience-stricken-athlone.com 
To place an order: 
orders@kent-athlone.com

Head of Hospital Over Labelling: 
Radhesh Desai 
Mobile: 0782 334 7770
E: Radhesh.desai@kent-athlone.com
W: www.kentpharm.co.uk

Ready To Dispense Range (R2D)



SPOTLIGHT ON: SHINGLES
Following the onset of shingles, significant confusion and fear ensues for many 
individuals. Explore the role of the pharmacist in reassuring patients and 
pointing them towards optimal management tips, courtesy of Marian Nicholson, 
Director of the Herpes Viruses Association & Shingles Support Society, who 
overviews the painful condition.

Shingles is more likely in the elderly, and they 
are more likely to be affected by long-term 
pain afterwards. This post-herpetic neuralgia 
(PHN) ‘can render the patient’s final years an 
unendurable misery’, to quote a pain expert.    
      The pharmacist has a very important role in 
the treatment of shingles as prompt antivirals 
can help prevent PHN. Therefore, recognising 
the signs and telling patients that a prescription 
drug could help, is paramount.
      Pharmacists also need to reassure patients 
that what they have been prescribed is the ‘right 
thing’ for PHN, because the drugs used were 
first developed as antidepressants and anti-
epileptics. Pharmacists should reassure patients 
that these drugs can help with pain, as they 
may think they are being fobbed off, or have an 
erroneous prescription. The pharmacist should 
also inform the patient that the starting dose 
of the pills prescribed for pain is unlikely to be 
high enough to be effective and that the patient 
should return to the doctor after a few weeks to 
get the dose increased. 

NEWS: A VACCINE TO PREVENT SHINGLES
A vaccine to prevent shingles in the elderly is available in the UK. Zostavax is licensed for 
anyone over 50. From September 2020, the NHS vaccination programme will include 
anyone from 70-to-79 years old. The vaccine is well-tolerated because it boosts the antibodies 
that the patient already has. It has been found to prevent half the cases of shingles, and in 
the cases that do occur, it lessens the level of PHN by two-thirds. Zostavax is safe for people 
with no history of  chickenpox. It is contraindicated for those with a weakened immune 
system.

WHAT CAUSES SHINGLES?
Shingles is a recurrence of chickenpox. Most of us have chickenpox before the age of 10. The 
virus that causes it is called herpes varicella and like all herpes viruses it remains hidden 
in the body after it is caught. As a person gets older, it is more likely that this virus will 
reactivate.    
      When it does it is called herpes zoster and the condition it causes is called shingles. 
In younger people (under 50) shingles is usually a minor problem and gets better quickly 
without treatment. In people over 50, shingles may be a longer, more painful problem.
      A person develops shingles because their body’s ability to suppress this dormant virus has 
been reduced. This can be caused by an illness, trauma, operation, old age – sometimes there 
is no apparent trigger.

RECOGNISE THE SIGNS
A doctor can prescribe antiviral tablets to help clear the rash, but to be effective they should 
be started within three days, so prompt diagnosis is important.
      The warning signs of an impending outbreak are often mistaken for something else. They 
include:
• An unexplained pain or discomfort, or numbness, often on the face or around the ribs. The 
patient may have thought this is ‘a pulled muscle’ but there has been no recent activity to 
cause it; an ‘allergic reaction’ but they can’t think to what; an ‘insect bite’; or an ‘odd injury’ 
with no obvious cause. These sensations are caused by the reactivating virus travelling in the 
nerve and irritating it
• The pain and the subsequent blisters or rash will occur near the area where this pain has 
been. Shingles usually affects a single dermatome – nerve area – and is only on one side of 
the body
• The duration of the outbreak can vary from a few days in a young person to several weeks 
in an older person
• In older patients, it is more likely that the nerve pain will continue after the shingles 
blisters or rash have cleared up. See later in the article

IS SHINGLES CAUGHT? 
People are often mystified when they develop shingles. They also wonder if others can catch 
it from them. They may be told to stay away from pregnant women without any reason being 
given. 

SHINGLES

Marian Nicholson
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• Shingles is always a recurrence of chickenpox
• Most people have had chickenpox, although they may 
not remember. Since chickenpox is highly infectious, 
anyone who has ever nursed someone with chickenpox, 
or even been in the same house as a person with 
chickenpox, will have caught it, although it may have 
been so mild that they don’t remember
• No-one can catch shingles (though they may catch 
chickenpox if they haven’t had it yet). In fact, the more 
often a person meets a patient with chickenpox, the less 
likely they are to develop shingles
• A person who has never had chickenpox may catch it 
by rubbing directly against shingles sores. Chickenpox 
is not caught just by being in the same room as someone 
with shingles
• Therefore, there is no need for a person with shingles 
to refrain from normal social / work activities if they are 
feeling well enough
• This applies to pregnant women as well – they will not 
catch chickenpox by being in the same room as a shingles 
patient unless they touch the sores
      There is one exception, which is when a person has 
active shingles sores on the face or head. Infectious 
matter from the rash could be inhaled by someone 
nearby. In this case, the rash should be carefully covered 
when going out in public. If the rash can’t be covered, 
then ‘social distancing’ is necessary.

TREATMENT FOR SHINGLES
Antiviral treatment (aciclovir, valaciclovir or Famvir) 
is used for shingles. It needs to be started within three 
days of the onset of symptoms to be effective. After that, 
the drugs will be of less use even though GPs may still 
prescribe them.
      Taking antiviral tablets and amitriptyline may help to 
reduce the chance of developing post-herpetic neuralgia 
– the pain that may follow shingles, especially in the 
elderly – see later in the article. 

SELF-HELP FOR SHINGLES
• Patients may wish to take systemic treatment if a flu-
like illness accompanies the onset of shingles
• Treatment for shingles pain is often required, either 
OTC or in some cases stronger medications
• Topical pain relief includes lidocaine hydrochloride 
five per cent ointment (indicated), lidocaine 10 per 
cent spray, calamine lotion – and products containing 
benzocaine or prilocaine
• Cover lesions that are not under clothes while the rash 
is still weeping to prevent secondary (bacterial) infection
• Keep the rash clean and dry to reduce the risk of 
secondary infection. Patients should seek medical advice 
if there is an increase in temperature, as this may indicate 
bacterial infection
• Patients will need to rest if they feel weak and tired. 
Only they can judge how badly they are affected by 
shingles

POST-HERPETIC NEURALGIA 
When the blisters have healed there may still be pain in 
the nerve that has been irritated by the virus as it travels 

SHINGLES

to the skin. It is termed post-herpetic neuralgia (PHN) when the pain has continued 
for three months after the skin has cleared. PHN occurs in approximately one-in-five 
people with shingles, and the risk increases with age.
      The sooner treatment for PHN is begun, the more likely it is to be effective. It may 
slowly fade away, but there is a risk that it can continue. It has been found that after two 
years, one-in-five patients with PHN are still somewhat affected.
      This means that when a patient has PHN, there is no way to predict for how long 
this pain will last. It is up to the patient to decide how vigorously to treat PHN – is 
the idea of continuing with this discomfort / pain, even though it has improved, 
acceptable? If not, they will need to talk to the GP about treatment.

TREATMENT FOR PHN
The pills used for PHN slowly build up ‘a pain block’ over several weeks or even 
months. They must be started at a low dose which is slowly increased over the following 
weeks to reach an effective dose. When the starting dose is too high, the side-effects are 
more likely to cause the patient to discontinue treatment.
      Gabapentin and pregabalin were developed as anti-epileptic drugs and now have a 
specific licence for neuropathic pain.
      Tricyclic antidepressants, such as amitriptyline or nortriptyline, are frequently used 
to treat this nerve pain.
      Axsain (capsaicin 0.075 per cent cream) has an indication for treating PHN. It may 
cause a sensation of burning, so it is advisable to apply lidocaine five per cent ointment 
to the area first.
      Versatis plasters (or patches) may sometimes be prescribed when other treatments 
are not effective or for patients who find swallowing tablets a problem. They are used on 
the affected area: 12 hours on, then off for 12 hours, to allow the skin to recover.
      If, after two months, the treatment seems not to be working, it is time to try a 
different one.
      If none of these are helping, then patients could be referred to a pain clinic. This 
should not be left too long as after about a year treatment is much less likely to be 
successful.

SELF-HELP TIPS THAT MAY BE WORTH TRYING
TENS machines are available in some pharmacies. Using TENS can be useful to either 
alleviate the pain or just counter-stimulate the area to ‘take your mind off it’. Patients 
should experiment with different settings, how often to use it, and where exactly the 
pads should be placed. 
      Some people with shingles have found these ideas helpful – they are not medically-
tested:
• Holding a hot-water bottle to the area
• Holding a well-wrapped ice pack to the area for up to 90 minutes at a time 
• Firmly bandaging the area or wearing a compression garment underclothes in order to 
prevent the pain of a light touch if the patient has allodynia
• Eurax cream
• Lidocaine five per cent ointment on the area

COMPLICATIONS
NHS Clinical Knowledge Summary supplies a list of complications that could apply to 
patients with shingles. Two that the pharmacist may wish to bear in mind:
• Long-term corticosteroid use lowers the immune response and therefore makes any 
infection more likely to be serious
• Shingles on the face – when the eye may be involved. If the patient has discomfort /
pain in one eye, there may be a danger to eyesight. The patient should have a fluorescein 
stain to detect involvement of the virus

Shingles Support Society
41 North Road, London N7 9DP
Office: 020 7607 9661 
Helpline: 0845 123 2305
Website: www.shinglessupport.org.uk
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We’re now delighted to announce that Aquaflush – the innovative range of bowel irrigation 
and stoma-care products – has become part of the Renew Group, expanding our product 
offering to encompass Renew Aquaflush Irrigation Systems and the Renew Stoma Stopper. 

With the new addition of these products we aim to support many more HCPs, enabling them 
to offer a wider range of Renew products for their treatment plans, and patients, enabling 
them to manage their bowel control problems and live their lives as normally as possible.

While effective bowel emptying is the norm for most people, for some, functional or neurogenic bowel disorders cause 
symptoms such as faecal incontinence or chronic constipation. In the year 2017-2018 an estimated 218,000 people in 
the UK visited their GP to seek help for constipation, with 196 people being admitted to hospital every day. 

Bowel Management Innovation

Along with Renew Inserts – our 
award-winning containment 
product that helps prevent 
faecal incontinence – we now 
offer a range of products for 
rectal irrigation – also known as 
trans-anal irrigation (TAI). Rectal 
irrigation is a unique method of 
bowel management that can help 
a patient avoid complications 
of bowel dysfunction, such as 
constipation, faecal incontinence 
and accidental leakage.  

In the last few years, Renew Medical has helped thousands of people regain control of 
their bowel through the use of Renew Inserts, our ground-breaking containment product 
for faecal incontinence.

As well as the physical 
discomfort, bowel control 
problems can also have a major 
impact on a person’s quality of 
life and wellbeing. At Renew 
Medical, we’re dedicated to 
designing and developing a 
range of innovative products 
to help people manage their 
bowel function and improve 
their quality of life.

BE CONFIDENT. BE IN CONTROL. BE YOU.

A conservative estimate is that there are 
around 6.5 MILLION people in the UK 
today with some form of bowel problem1

That’s 1 in 
10 of us.

£162 
MILLION 

was spent by 
NHS England on 
treating constipation 
in 2017–18 alone1

1. Bowel Interest Group, Cost of constipation report, 2019

INTRODUCING AQUAFLUSH 
IRRIGATION SYSTEMS

LMar2020H
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Renew Aquaflush Irrigation

Designed in the UK, the Renew Aquaflush Irrigation systems are simple, complete systems created based 
on feedback from healthcare professionals and patients. Safe, hygienic and easy to use, each product 
has everything a patient needs to carry out rectal irrigation, helping them to achieve regular bowel 
emptying or gain control of their bowel function.

Environmental Promise
We take our commitment to the environment seriously. While it’s difficult to achieve the best environmental 
standards and also adhere to medical standards for safety and performance, we’re constantly reviewing our 
product range and looking for ways to reduce environmental impact. 
Find out more: aquaflushmedical.com/environment

Actif
With its ergonomically designed cone the 
Actif is a unique dual-purpose product, 
which can be used for either paediatric 
rectal irrigation or stoma irrigation.

Compact
Designed with the patient in mind, 
the Comapct provides a system that 
is quick, easy to learn and safe to use. 
Best suited to those who only require a 
small amount of water when irrigating.
 

Designed to seal and maintain stoma sites 
in various locations on the body, our unique 
Renew Stoma Stopper enables a patient to 
cut the length of the stopper to ensure the 
best comfort and fit every time. Made from 
implant-grade silicone and with an ultra-low 
profile, the Stoma Stopper is virtually invisible 
even beneath thin clothing.

Developed over several years to help 
prevent faecal incontinence, our Renew 
Inserts feature an award-winning design 
that offers a discreet, clean and hygienic 
alternative to pads. Soft, comfortable and 
easy to use, each single use Insert comes 
with a hygienic fingertip applicator and is 
safe to be worn day and night.
 

Renew Stoma Stopper Renew Inserts

The Renew Care Programme
We understand that beginning a new bowel management routine can be daunting 
and that you may have a lot of questions. Our dedicated Care team are on hand 
to provide you with telephone support and information that will help you to take 
control of your bowel management. Our Care team can be contacted at:

Visit:  www.renew-medical.uk 

Call:  0800 542 0814
Email:  support@renew-medical.uk

BE CONFIDENT. BE IN CONTROL. BE YOU.

Lite
Our simple full irrigation system uses 
modular components to deliver an intuitive 
and easy-to-use solution. With its large 1.2 
litre bag it is suitable for patients who can 
sit on a toilet or commode.

Compact Plus
The latest product from our range with 
a larger, softer pump than our standard 
Compact, providing the user with an 
increased water capacity for irrigating.

OFFERING A RANGE OF INNOVATIVE 
PRODUCTS FOR THE TREATMENT OF 
BOWEL CONTROL PROBLEMS

LMar2020H



As the pandemic continues, those working on the frontline of care are more likely to be experiencing 
grief, at a time when the situation is already stressful, and wider factors are making bereavement 
difficult to cope with for everyone. Janette Bourne, Director, Cruse Cymru, taps into how you can 
support yourself and others through bereavement during the coronavirus. 

AT A LOSS
Grieving is a normal part of life. However, even during 
periods of stability, it can be one of the most distressing 
things we will ever have to deal with. At Cruse Cymru, 
we know that two of the most profound effects on 
our grief can be how the person has died, and our own 
circumstances while we are grieving. Both of these factors 
have been strongly impacted by the coronavirus.
      During this pandemic we are also dealing with a 
situation which is making bereavement for everyone even 
more challenging. Our tried and tested rituals for saying 
goodbye and for coping when someone dies are all being 
affected.

• Many of us are cut off from some of our usual support 
networks, and unable to meet up with friends and family
• Funerals have been limited to immediate family so you 
may not be able to say goodbye the way we would usually, 
or offer up your condolences to your colleague’s family in 
the way you would like
• If your colleague died from coronavirus or another 
work-related cause, it might make you feel very anxious or 
vulnerable for yourself and for your own family

HOW TO COPE
LEARN TO BE AWARE OF AND MONITOR 
YOUR RESILIENCE
Be aware of your psychological strength to cope when 
times are hard and stressful. Some days will be harder than 
others. On the difficult days ask for help if you can (from 
colleagues, friends and family, external helplines and so 
on), and when you are stronger offer to help others who 
may be struggling. 

TAKE TIME FOR YOURSELF WHEN YOU CAN
We know that it is easier said than done, but take time 
for yourself when you can. Consider what helps you to 
relax and recharge, and try to schedule in some time to 
do those things. Put them in your diary – you can best 
care for others if you have looked after yourself as much 
as possible. Again, it is easier said than done, but try 
to practice self-compassion. Treat yourself as you would 
a friend or loved one who was dealing with the same 
situation. 

TALK TO PEOPLE
Talk to friends and relatives if it helps you, but don’t feel 

bad if you can’t share things with them at the moment. It can sometimes be hard to put 
difficult situations and the feelings that go with them into words. Explain to those close to 
you how they can help, and that this might change from day-to-day.

USE ANY SUPPORT WHICH IS IN PLACE AT YOUR PLACE OF WORK 
Recognise the symptoms and early warning signs of trauma, PTSD, and burnout. Contact 
your management if you are worried – many organisations have dedicated mental health 
support or helplines you can contact. 

HOW YOU CAN HELP SOMEONE ELSE
The best way to help someone is to be there for them, but respect their wishes and find out 
how you can best help. Some people may want to talk about what they are doing, but others 
will need you as a break from the relentlessness of what they are dealing with. What they 
need from you may change from day-to-day.
      If you are worried about their mental health, do encourage them to find out what 
support is available through their work. You may be able to do some research for them, and 
encourage or help them to get in touch. If there is no help through work or they need more 
than what is on offer then they can contact their GP. If they’ve been bereaved remember 
that everyone grieves in their own time and their own way. 

HOW CRUSE CAN HELP
If you’re struggling, we can help. Cruse Cymru are continuing to offer as much support as 
possible over the phone or web. 
      You can call our National Freephone Helpline on 0808 808 1677. There is a lot of 
information elsewhere on the website, including more on traumatic bereavement. Our local 
services are offering telephone and online support. Find the details of your local service in 
Wales.
      For more information, visit www.cruse.org.uk.

      To support employers at this time, Cruse Bereavement Care have transformed their 
long-standing Loss and Bereavement workshop, into a new 2.5-hour webinar. The webinar 
is tailored to the needs of each organisation, and will help attendees gain an understanding 
of grief and bereavement, become aware of the impact of loss, communicate with bereaved 
employees, and develop an understanding of support organisations. 
      For more information about the training, visit www.cruse.org.uk/training/cruse-
webinars. 

OTHER SOURCES OF ADVICE AND HELP
NHS staff can access a confidential bereavement support line, operated by Hospice UK, 
and free to access from 8am-to-8pm, seven days a week. Tel: 0300 303 4434.
      You can be offered up to three sessions with the same counsellor and onward support to 
staff mental health services if you need.
      If the situation is making you anxious or you are finding it difficult to cope there are 
other resources which might help.
• NHS staff can find information and support at 
www.people.nhs.uk 
• Our Frontline provides support and information for all keyworkers at 
www.mentalhealthatwork.org.uk/ourfrontline2 8  |  W P R  |  S e p t  2 0 2 0
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PROSTATE CANCER

A SIGN OF THINGS TO COME
With late-stage diagnosis of prostate cancer still on the rise, Rebecca Porta, Orchid’s Chief Executive, 
explains why, and depicts the importance of risk awareness.

cent) said that they knew nothing about 
prostate cancer, and over three-in-five 
men said that they were not confident in 
identifying the signs and symptoms of the 
condition. (4) Furthermore, nearly three-
in-four men were not aware that prostate 
cancer most commonly affects men over 50 
and that their ethnicity can impact their 
risk of developing prostate cancer.  
      Low prostate cancer awareness is 
not limited to the public either. Orchid 
commissioned another survey which 
demonstrated that even among GPs, more 
awareness of risk factors and the symptoms 
of prostate cancer is needed. (5) Only five 
per cent identified ethnicity as one of the 
primary risk factors for prostate cancer, even 
though Black African and Black Caribbean 
men are twice as likely to be diagnosed with 
the disease than other men. In addition, less 
than half of GPs identified the remaining 
two key risk factors of age (44 per cent) and 
family history (47 per cent). These statistics 
were made more concerning by the fact 
that 84 per cent of survey participants felt 
that training for GPs on prostate cancer 
risk factors and symptom awareness was 
sufficient.

SOLVING THE PROBLEM: 
AWARENESS CAMPAIGNS 
To combat the issue of late-stage diagnosis, 
more men need to visit their GP earlier, and 
it is vital that both men and GPs are aware 
of their or their patients’ risk to facilitate 
this. Men at-risk must be empowered to 
visit their GP and be checked as early as 
possible, rather than wait for symptoms 
to develop, which can result in late-stage 
diagnosis. Similarly, while we appreciate 
that GP time is limited, we urge them to 
incorporate a prostate cancer awareness 
discussion into every consultation with at-
risk men to aid earlier diagnosis of prostate 
cancer further. 
      To help tackle the problem, Orchid 
launched and drove a specific campaign 
to improve prostate cancer risk and 
symptom awareness among men, called 
#FaceuptoProstateCancer.    
      The campaign was based on ‘FACE’, 
an easy to remember and understandable 
acronym for three key risk factors of 
prostate cancer and one major symptom: 
Family history, Age, Change in urinary 
habits and Ethnicity. This has proven to be 
highly successful, with widespread coverage 

THE PROBLEM: LATE-STAGE 
DIAGNOSIS 
Prostate cancer is now the most commonly-
diagnosed cancer in men in the UK, with 
nearly 50,000 cases in 2018. While it was 
encouraging to hear from Public Health 
England that the increase in prostate cancer 
diagnoses is a result of more men getting 
tested, the fact remains that incidence is 
rising and around 12,000 men are dying 
from prostate cancer in the UK each year. 
(1) Furthermore, around four-in-10 prostate 
cancer cases are diagnosed at a late stage 
(stage III or IV) in England and Northern 
Ireland, and as many as six-in-10 cases are 
diagnosed at a late stage in Scotland. (2)
      Problematically, late-stage diagnosis 
of prostate cancer is at an all-time high 
and shows no sign of letting up across the 
UK. Statistics from the National Cancer 
Registration and Analysis show a year-on-
year increase of 11.27 per cent between 
2012-to-2017, with the latest figures 
showing that 42.5 per cent of prostate 
cancer diagnoses are now made in the late 
stages. (3) The impact of late diagnosis can 
significantly reduce chances of survival, 
limit treatment options, or result in more 
invasive interventions for patients. 

EXPLAINING THE PROBLEM: 
POOR AWARENESS OF RISKS 
AND SYMPTOMS
For the general population, one-in-eight 
men are at risk of prostate cancer, but for 
Black African and Black Caribbean men, it 
is one-in-four. Problematically, awareness 
of prostate cancer risk among men has been 
shown to be poor. In a survey commissioned 
by Orchid, nearly a third of men (31.4 per 

across national press and social media.
      Encouragingly, the GP survey conducted 
by Orchid demonstrated that GPs largely 
agreed with this approach. The vast majority 
(85 per cent) said that they believed that 
the most effective way to increase earlier 
diagnoses of prostate cancer is to undertake 
public health awareness campaigns 
specifically targeting men from high-risk 
groups, and encouraging them to speak to 
their GP about their risk. (5)

WHAT NEXT?
The reality is that until a reliable and 
comprehensive tool for diagnosing 
prostate cancer is established, the key to 
earlier diagnoses is for men to be more 
aware of their risk and to have informed 
conversations with their GP if they find 
themselves at risk or have any concerns. It 
is therefore imperative that we continue 
to drive awareness of prostate cancer and 
ensure that as many men as possible are 
being diagnosed in the early stages. 
      Looking ahead, Orchid will continue 
to drive the #FaceuptoProstateCancer 
campaign, seeking to entrench the FACE 
acronym and risk awareness to help both 
healthcare professionals and men to beat 
prostate cancer through earlier diagnoses.
      Orchid – Fighting Male Cancer is the 
UK’s leading charity covering the three 
male-specific cancers. The charity exists to 
save men’s lives from testicular, prostate 
and penile cancers through pioneering 
research, education programmes, promoting 
awareness and a range of support services.
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A STROKE OF ACTION
WPR talks to Manuel Reiberg, MD of Daiichi-Sankyo, about the impact of 
strokes on the population, particularly during the ongoing pandemic, and the 
necessity of effective detection and prevention strategies.

WHAT HAVE BEEN THE CHALLENGES 
PUT ON HEALTHCARE SYSTEMS 
WITH REGARDS TO PROTECTING 
PATIENTS WITH A HIGH RISK OF 
AF-RELATED STROKE DURING THE 
COVID-19 PANDEMIC?
The COVID-19 pandemic has forced all 
organisations to review the way they operate 
and assess how they can do things differently. 
Nowhere has this self-reflection been more 
necessary than in the delivery of preventative 
healthcare. 
      Specifically in stroke prevention, health 
systems have had to look across their 
populations to understand which patients can 
be supported and managed outside of hospital 
settings and in the community. Decision-makers 
have had to balance the need for patient safety 
while exploring how disruption to day-to-day 
services can be minimised through the adoption 
of novel ways of working.

WHAT HAS THIS MEANT ON A 
REGIONAL LEVEL IN WALES 
SPECIFICALLY?
To limit the scope of the pandemic, which to 
date has sadly led to more than 1,500 deaths in 
Wales alonei, HCPs have risk-assessed patients 
with AF to ensure their treatment plans remain 
suitable. Practically this involved reviewing 
whether patients receiving warfarin could be 
switched to an appropriate DOAC, which 
avoids the need for regular blood tests for INR 
monitoring and thus the reliance on face-to-face 
interaction.ii

      While this was essential to protect patients 

with detected AF, the challenge for all parts of 
the health system now needs to be on ensuring 
the safety of patients that remain undetected. 
Recent studies have highlighted the impact that 
lockdown policies have had on the detection 
of AF, which points to a potentially worrying 
downward trend across developed economies.iii 
      If we are to protect the significant number 
of patients in Wales living with this condition 
undetected, we must be open to collaboration, a 
partnership approach, and exploring the use of 
digital technology to optimise detection across 
the patient pathway. 

WITH REGARDS TO STROKE 
PREVENTION IN WALES, HOW 
IMPORTANT IS COLLABORATIVE 
WORKING BETWEEN HEALTHCARE 
PROFESSIONALS IN IMPROVING 
POPULATION HEALTH?
Collaborative working across the healthcare 
system is incredibly important to improving 
population health outcomes, reducing health 
inequalities and protecting patients. 
      Stroke is the fourth biggest cause of death 
in Wales.iv It is estimated that AF causes 12,500 
strokes in the UK every year and potentially 
7,000 strokes and 2,000 premature deaths 
could be avoided every year through effective 
detection and protection of patients at risk.v 
      There are significant cost-saving 
opportunities from better detection and 
management of AF, with some experts 
estimating a potential £4 billion worth of 
savings in societal costs by 2035.vi Locally, this 
is important, as the total cost of all-cause stroke 
in Wales is predicted to increase to £2.8 billion 
by 2035.iv,vi

IN YOUR VIEW, WHAT SHOULD 
BE THE LONGER-TERM GOALS IN 
WALES FOR STROKE DETECTION 
AND PREVENTION?
We believe that all leaders across the system 
should work towards a common long-term goal 
of improved AF detection and management in 
the region. This is absolutely essential in order 
to keep patients out of hospital and reduce 
preventable CV events.

      Around 76,000 people in Wales have been 
diagnosed with AF. It is estimated that there are 
thousands more living with undiagnosed AF 
across Wales.vii These patients are living with a 
serious undiagnosed condition that may greatly 
increase their risk of stroke.viii

      Better detection and prevention can be 
done via a number of ways; including utilising 
available innovative technologies to support 
addressing the detection gap. For instance, the 
AF Audit Plus tool, developed by Public Health 
Wales, can help GPs look at lists of patients 
who are in the high-risk category for AF or 
who have already been diagnosed. It can also 
be achieved through embedding a dedicated 
patient-centric, clinical pathway for AF across 
all Health Boards, as has been proposed by the 
Wales Cardiac Network.ix 
      Long-term targets, as we have seen with the 
NHS Long Term Plan in England, enable the 
creation of shared and focussed objectives for 
all partners across the system to pursue. The 
Stroke Delivery Plan published in 2017, which 
included objectives to improve the detection 
and management of AF, offers the foundations 
which can be developed further.x 
      As a committed partner, we wish to support 
the NHS in Wales to seize the opportunities 
presented by better prevention of AF-related 
stroke, both at a customer-level in terms of cost-
savings but most importantly at a patient-level 
in terms of health outcomes. 

WHAT ARE THE AMBITIONS OF 
DAIICHI-SANKYO GOING FORWARD 
WITH REGARDS TO STROKE 
PREVENTION IN WALES?
As an organisation we hold a lasting 
commitment to supporting healthcare 
professionals to deliver effective preventative 
health interventions that improve the lives of 
patients. 
      We support the calls for a dedicated AF 
strategy for Wales which will drive forward 
service improvement in detection and 
management, and includes clear long-term 
targets for the wider system to work towards. 
       I passionately believe, now more than ever, 
that the role of pharmaceutical companies 
is changing. The pandemic response has 
demonstrated that industry and healthcare 
provider collaborations can achieve 
transformations in the standard of care. 
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People in Wales can be treated closer to home for treatment that can 
minimise the risk of oesophageal cancer, thanks to the introduction of the 
South Wales Barrett’s Radiofrequency Ablation (RFA) service. 
      The South Wales Barrett’s RFA service, which started in May 2020 and 
is housed within Cardiff & Vale University Health Board, has already seen 
30 referrals to date; all of which have developed consequences of long-term 
Barrett’s oesophagus.
      Barrett’s oesophagus is a condition where the lining of the lower part 
of the oesophagus changes to a lining similar to the stomach. The cause 
of the pre-cancerous condition is not known but it is believed that many 
years of acid reflux from the stomach into the oesophagus causes injury to 
the lining of the oesophagus, known as oesophagitis. In some people this 
inflammation may lead to damage of the oesophagus cells and progress 
through a series of stages to oesophageal cancer. 
      In normal circumstances the oesophagus heals and returns to normal 
but sometimes the oesophagus does not heal in the usual way; this is where 
patients require treatment as part of the RFA service. 
      Patients with Barrett’s oesophagus typically undergo surveillance 
endoscopy with multiple biopsies every six months to five years. Biopsies 
can show differing stages of cellular changes which have the potential to 
become cancerous. 
      Treatment of such pre-malignant changes, also known as dysplasia, often 
uses a combination of endoscopic mucosal resection and a RFA therapy 
which is effective in reducing dysplastic Barrett’s tissue. The treatment is 
performed under conscious sedation in the endoscopy unit and typically 
takes 40 minutes to perform. Patients usually need three treatments 
(approximately every three months) to completely eliminate the dysplastic 
tissue and therefore decrease the risk of oesophageal cancer. 
      Oesophageal cancer is a serious condition but if changes are caught at an 
early stage, it can be successfully treated.  
      The Minister for Health and Social Services, Vaughan Gething, stated, 
‘I am delighted to see this service will now be available in Wales. A lot of 
people have worked hard over a number of years to set up a sustainable 
service for South Wales and I am grateful to them for their efforts. Patients 
will certainly benefit from having this treatment closer to home.’
      Barrett’s oesophagus is found in 15-to-20 per cent of adults undergoing 
endoscopic investigation of symptomatic chronic reflux. The condition can, 
however, develop in the absence of symptoms and only five-to-10 per cent 
of adults with reflux develop Barrett’s oesophagus. Other factors associated 
with increased risk of developing Barrett’s oesophagus are Caucasian race, 
male sex, and older age.

SERVICE INTRODUCED IN 
SOUTH WALES TO REDUCE THE 

RISK OF OESOPHAGEAL CANCER

Dr Hasan Haboubi, Consultant Gastroenterologist and Clinical 
Lead for South Wales Barrett’s RFA service, and his colleagues



PARKINSON’S: 
WINDOWS OF 
OPPORTUNITY 

EARLIER DIAGNOSIS AND TREATMENT OF DEMENTIA 
IN PARKINSON’S
A research team at the UCL Queen Square Institute of Neurology – led 
by Dr Rimona Weil – have recently published research that suggests that 
the monitoring of levels of iron in the brain might eventually help predict 
which people with Parkinson’s will go on to develop dementia.
      A significant number of people with Parkinson’s will eventually 
develop cognitive impairments or dementia, but the severity and the onset 
of this affliction are currently unpredictable and vary greatly between 
people. The identification of biomarkers that can help to detect who will 
be affected would considerably help with earlier diagnosis and treatment. 
      Tiny amounts of iron have been found to accumulate in people’s brains 
as a normal part of the ageing process. In Parkinson’s, however, these levels 
are higher than normal. And high levels of iron in the body can become 
toxic, killing cells and leading to proteins being irreversibly altered.    
      Many of the proteins associated with neurodegenerative conditions like 
Parkinson’s are known to interact with iron. Consequently, monitoring 
iron levels over time could be a useful tool for predicting cognitive issues 
or dementia in people with Parkinson’s.
      In their study, the researchers recruited 100 people with Parkinson’s 
(and 37 unaffected individuals to act as control subjects), supported 
by The Cure Parkinson’s Trust. They were administered both cognitive 
and clinical assessments, as well as a brain imaging technique called 
quantitative susceptibility mapping (or QSM). QSM determines iron 
levels in different regions of the brain and then maps them onto MRI 
images of the brain.
      The researchers found that people with Parkinson’s had increased 
levels of iron in their brains compared with the control group. They also 
reported that iron accumulation in two regions of the brain involved in 
memory (the hippocampus and the thalamus) was associated with poor 
memory and thinking scores in people with Parkinson’s who had not at 
the time been diagnosed with dementia. 
      They concluded their study by suggesting that their findings have 
important implications for brain imaging biomarkers for Parkinson’s and 
associated conditions, and this could have important applications in both 
the clinic and in therapeutic trials.

As the urgent need for 
disease-modifying therapies 
for the Parkinson’s 
community continues, 
what’s currently leading 
the way in the research 
landscape?

This article was sourced from news stories 
highlighted by The Cure Parkinson’s Trust.

PARKINSON’S
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PARKINSON’S

UDCA AND LABORATORY CELL-BASED 
PARKINSON’S
There is a great deal of variability between individuals with 
Parkinson’s in terms of features, like the symptoms and speed of 
disease progression. Given these differences, many researchers 
believe that we may not be dealing with a single condition, but 
rather a ‘syndrome’ – that is, a collection of different diseases that 
appear very similar. 
      This idea has led to a lot of research focused on attempting 
to define possible ‘subtypes’ of Parkinson’s, where the disease 
is categorised into groups according to dominant symptoms. 
This approach will hopefully lead to more targeted and relevant 
treatments for people with Parkinson’s in the future.
      Researchers at Sheffield and Oxford Universities have 
published research exploring this idea. They took skin cells from 
100 people with Parkinson’s and skin cells from 50 age-matched 
control people without Parkinson’s, and they analysed the health 
of all the cells according to two functions: energy production 
within the cells, and how well the cells coped with waste 
products.
      While there was little difference between the Parkinson’s cell 
samples and the control cell samples in both sets of experiments, 
there were a lot of differences between the Parkinson’s cells 
samples themselves – with much greater variability than the 
control samples – which allowed for distinct subgroups to be 
identified.
      The researchers also treated some of the cells with a drug 
called ursodeoxycholic acid (or UDCA). This is a medication 
that is already used for treating gallstones, which has previously 
demonstrated interesting results in models of Parkinson’s. 
The researchers reported that UDCA treatment restored the 
Parkinson’s cells to normal levels of energy production.

WHO IS BEST SUITED TO BENEFIT FROM 
GENETIC-TARGETED THERAPIES?
The Cure Parkinson’s Trust approved funding for a project 
with Associate Professor, Antony Cooper, Garvan Institute, 
Sydney, to determine if there is a group of people with idiopathic 
Parkinson’s (where the cause is unknown) who have a deficiency 
of their GBA enzyme GCase (glucocerebrosidase) because of 
DNA changes outside of the GBA gene. It’s predicted that these 
idiopathic Parkinson’s individuals could benefit from the new 
therapies that are being developed for the genetic form of the 

condition – GBA Parkinson’s.
      In people with a GBA deficiency – particularly those with 
GBA gene mutation Parkinson’s – there is a decrease in activity 
of the GCase enzyme which helps cells dispose of unwanted and 
potentially toxic surplus material. Dr Cooper is predicting that 
his research will identify people with Parkinson’s who also have 
poor GCase enzyme activity but who don’t have a mutation in 
the GBA gene.
      Dr Cooper’s research will use large clinical and genomic 
datasets, held at the National Institutes of Health in America, of 
people with both genetic and idiopathic Parkinson’s and healthy 
individuals, to test whether other changes in their DNA might 
cause an individual to make less GBA. These small variations in 
their DNA might impact how Parkinson’s presents in different 
people. By comparing data from GBA and idiopathic Parkinson’s 
in this way, we will have a clearer understanding of this stratified 
group and be able to determine if there is a larger cohort of 
people with lowered G-Case enzyme activity who might benefit 
from new treatments targeted to this aspect of Parkinson’s.
      This project will also provide a clearer indication of the 
potential to predict clinical outcomes and help with more direct 
patient selection criteria for future clinical trials investigating 
GBA therapeutics in Parkinson’s.

A 15-YEAR MILESTONE
2020 is a milestone year for The Cure Parkinson’s Trust – 
marking their 15th year of investing in pioneering Parkinson’s 
research, and a chance to reflect on the advances they have 
achieved within the Parkinson’s arena. 
      The team are utilising this anniversary as an opportunity to 
reflect on what they have achieved so far, and look ahead towards 
a future with renewed confidence and belief in their mission – to 
slow, stop, or even reverse Parkinson’s.
      The Cure Parkinson’s Trust have led the way in bringing real 
focus to global research and their efforts to engage and refine 
a more collaborative approach with research teams across the 
world have helped maintain progress and momentum.
      This dynamic approach means that they must maintain their 
fundraising momentum. 2020 has brought a new drive towards 
finding a cure. The Cure Parkinson’s Trust have come a long way 
in 15 years – but another 15 years is too long to wait!
      For more information, visit www.cureparkinsons.org.uk.
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PHARMASELF24: CLICKING WITH MEDICINE COLLECTION
NEWS

When Ali Sparkes, owner of The Health 
Dispensary in Neath, first came across the 
Pharmaself24 in 2017, it was a lightbulb 
moment.
      ‘I thought it was a no-brainer,’ she said. ‘As 
an independent, I felt it would enable us to offer 
the added convenience of longer hours. It’s like 
having an extra team member, and when you 
lock the door at night, you still feel like you’re 
providing a service.’
      Having installed the machine in 2018 
and successfully embedded it as part of the 
pharmacy’s patient offering, never could Ali 
have imagined how useful that extra pair of 
hands would be when the threat of coronavirus 
sent pharmacy demand into overdrive and 
introduced social distancing among patients.
      ‘With coronavirus, everything changed 
for the first couple of months. I felt for every 
contractor out there,’ explained Ali.

RECONFIGURING FOR COVID
Motivated by a desire to serve the local 
community at this difficult time, Ali set about 
reconfiguring The Health Dispensary’s offering 
to best support patients while also keeping 

staff motivated and well. Information and 
services moved online as much as possible, and 
a communications ‘triage’ desk was set up to 
respond to the ‘fast and furious’ demand of up 
to 900 calls per day.
      The Pharmaself24 became a focal point 
for collections as increasing numbers of 
patients were transferred to picking up their 
prescriptions via the machine. Queues were 
greatly reduced as a result, and even those 
previously reticent to use the Pharmaself24 
were converted by the benefits of remote, 24/7 
collection.
      ‘You sell solutions to problems and suddenly 
there was this massive problem,’ said Ali. 
      ‘Some people have not always understood 
the Pharmaself24, and with pharmacy, people 

can initially be sceptical or wary, but when 
coronavirus hit, everyone really got what it was 
about.’

CHANGE FOR GOOD
As a pharmacy that has always had a strong 
focus on innovation and preparing itself for the 
future, the accelerated changes brought on by 
COVID-19 mean that The Health Dispensary 
is now coming into its own with the help of the 
Pharmaself24.
      Prescription volumes have grown in recent 
months, but Ali says the real achievement is 
that relationships with patients have been 
strengthened by the team stepping up to fulfil 
its duty of care. She is now looking at what 
comes next.
      Ali concluded, ‘With the Pharmaself24 now 
taking on more collections, we are looking to 
use this moment as a springboard to provide 
new clinical services. If this experience has 
taught us anything, it’s that there are different 
ways we can do things and new opportunities to 
serve our community.’
      For more information, visit 
www.pharmaself24.co.uk.

Ali Sparkes, The Health Dispensary



COLORECTAL CANCER

Colorectal cancer (CRC) is Europe’s second biggest cancer killer, claiming the lives of over 
170,000 people in the EU each year. (1) Accounting for 13 per cent of all cancers – with over 
375,000 newly-diagnosed cases annually – CRC is the most common digestive cancer.
      This year marks 10 years since the European Parliament adopted the Written Declaration on 
Fighting Colorectal Cancer in the European Union, which called upon the EU and Member 
States to improve public awareness and policies to tackle the CRC burden across Europe. CRC 
screening, which has been shown to reduce mortality rates, was a key focus of the Written 
Declaration, with calls to encourage the implementation of CRC screening best practice in all 
EU countries. 
      Since 2010, the number of countries that have implemented CRC screening has increased 
from 15-to-23, targeting 72 per cent of the eligible European population. (3) 
      Although clear progress has been made in the implementation of CRC screening 
programmes across the EU, there are still vast discrepancies between Member States in the 
quality and cover of their national programmes. 

Monique van Leerdam, leading colorectal cancer expert and member of the United European 
Gastroenterology Public Affairs Committee, discusses what action can be taken to reduce 
the heavy burden of colorectal cancer across Europe.

FIGHTING WORDS

THE IMPORTANCE OF CRC SCREENING
Detecting CRC at an early stage is vital in improving survival rates. CRC patients have a five-
year survival rate of 92 per cent when detected at stage one and an 84 per cent survival rate at 
stage two, while dropping down to 65 per cent when detected at stage three, and even further at 
stage four with a survival rate of just 10 per cent. (6) This demonstrates that the vast majority of 
patients can be cured if they receive an early diagnosis. 
      Since the roll-out of screening programmes, Europe has observed a steady decline in 
CRC mortality rates and a recent global study published in The Lancet has demonstrated a 
correlation between the introduction of screening programmes and a reduction in mortality. 
      While the UK and Ireland have CRC screening programmes, implementing a screening 
programme in the first place is not the only issue. The inequality in eligible citizens participating 
in screening is vast across Europe, including in the UK and Ireland. For example, there are 54 
per cent, 55 per cent, 55 per cent and 63 per cent participation rates in Northern Ireland, Wales, 
England and Scotland respectively, but in Ireland participation rates are as low as 12 per cent. 
Governments should therefore address the organisation of screening programmes to encourage 
improved participation rates in eligible citizens. 

IMPROVING PUBLIC AWARENESS 
As well as improvements in CRC screening, we need to support and encourage public awareness 
campaigns and public health interventions in the EU that facilitate positive lifestyle changes to 
reduce the risk of CRC. 
      Nine-in-10 people, for example, are unaware that alcohol increases the risk of cancer. 
Consuming just one alcoholic drink per day increases the lifetime risk of CRC and it is therefore 
advised to avoid heavy alcohol consumption to reduce the risk of CRC. (4) In addition to the 
risks associated with alcohol, CRC is linked to inactive lifestyles, poor diets and obesity. (5) 
CRC rates in young adults is increasing by six per cent per year, which could be linked to these 
unhealthy habits and sedentary lifestyles. Research has found that up to 28 per cent of CRC 
cases in the UK are caused by eating too little fibre, while five per cent is caused by too little 

physical activity. (7) It has been suggested 
that lifestyle changes, such as a high fibre 
diet, reducing the intake of red meat, and 
maintaining a healthy weight, while keeping 
active, aids the limit of colorectal cancer. 
      Raising public awareness that addresses 
healthy lifestyles is therefore a key measure 
action in minimising the threat of colorectal 
cancer. 
      Positive actions include the introduction 
of policies that limit the consumption of 
fast foods, implementing incentives to 
reduce the production of processed foods, 
and facilitating educational programmes 
that highlight the risk of smoking, high 
alcohol consumption and processed foods. 
      Knowing the key symptoms of CRC 
is also a key factor helping to achieve an 
earlier diagnosis. These include a change in 
bowel habits, blood in stools, or unexpected 
weight loss, and patients should seek advice 
from their doctor should they notice any 
of these changes. Healthcare professionals 
must act as proactive figures by educating 
citizens of CRC symptoms to help 
contribute to early detection of this disease. 

SUMMARY
The most crucial and effective component 
in the battle against colorectal cancer is to 
recognise its presence as early as possible.       
Increasing the implementation and quality 
of CRC screening programmes needs to 
become a key priority for governments 
across Europe, as well as improving public 
awareness of the key symptoms and risk 
factors.
       For more information, read the United 
European Gastroenterology’s 
‘Co-ordinating European Action on 
Colorectal Cancer’ manifesto.
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ALL 
KIDDING 
ASIDE
IN THIS FEATURE, LEADING GORD EXPERT AND 
TREASURER OF THE EUROPEAN SOCIETY FOR PAEDIATRIC 
GASTROENTEROLOGY, HEPATOLOGY AND NUTRITION 
(ESPGHAN), CHIEF OF THE DEPARTMENT OF TRANSLATIONAL 
MEDICAL SCIENCE AT THE UNIVERSITY OF NAPLES 
‘FEDERICO II’, AND VICE-PRESIDENT OF THE ITALIAN SOCIETY 
FOR PAEDIATRICS, PROFESSOR ANNAMARIA STAIANO, 
ANSWERS THE KEY QUESTIONS SURROUNDING GOR AND 
GORD, INCLUDING THE DIFFERENCES BETWEEN THE TWO 
CONDITIONS, HOW THE CONDITIONS ARE MANAGED, AND THE 
IMPACT THE CONDITIONS CAN HAVE ON INFANTS AND THEIR 
PARENTS.

WHAT ARE THE MAIN 
CAUSATIVE FACTORS 
AND CHARACTERISTICS 
OF INFANT GOR?
GOR is defined as the 
passage of gastric contents 
into the oesophagus with or 
without regurgitation and 
/ or vomiting. The main 
characteristics of infant GOR 
are regurgitation and vomiting 
which are very common in 
healthy infants, mostly during 

the first months of life. 
      Around 70 per cent of healthy infants physiologically regurgitate 
several times per day, and in approximately 95 per cent of this group, 
symptoms disappear without intervention by the time they reach 12-
to-14 months of age. These patients are often labelled as ‘happy spitters’ 
which reflects the benignity of this condition. Infants regurgitate more 
frequently than adults due to the intake of large volumes of liquid, the 
prolonged horizontal position of infants, and the limited capacity of both 
stomach and oesophagus.  

HOW IS GOR GENERALLY MANAGED?
Infants with functional GOR should not receive pharmacological 
treatment. When physiologic GOR is suspected in healthy infants, 
management largely centres on parental education, reassurance, and 

GORD

Professor Annamaria Staiano
Continued onto next page
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GORD
advice.
      Additional treatment options include the use of thickened feeds, as 
well as the adjustment of the quantity and frequency of feeds according 
to age and weight, to avoid overfeeding. Nutritional advice (feeding 
technique, volume and frequency, and changes in the formula) can 
be considered and the physician should always stress the benefits of 
breastfeeding and offer appropriate support to continue breastfeeding.       
      Special attention should be given to fluid management as many infants 
drink too much. This leads to overfeeding that, especially in formula-fed 
infants, is a frequent cause of infant distress. The duration of feeding 
should also be considered as if this is too fast or too slow it may distress 
the infant. 
      Medication and investigations are not required in the management of 
uncomplicated regurgitation. If the infant is very distressed, mainly after a 
feeding or between the feeds, treatment with alginate may be considered. 
If necessary, the use of alginates may slightly improve visible regurgitation 
and / or vomiting as signs and symptoms of GOR, although there is 
currently no scientific evidence that supports their use.
      The use of the histamine receptor antagonists (H2RA) or proton-
pump inhibitors (PPIs) for the treatment of distress in otherwise healthy 
infants is not recommended.

WHEN DOES THE ESCALATION OF SYMPTOMS RESULT 
IN A GORD DIAGNOSIS?
GOR is considered to be pathologic and referred to as GORD when 
the reflux leads to problematic symptoms and / or complications, such 
as esophagitis or stricturing. In infants, the typical symptoms of GORD 
vary widely and may include excessive crying, back arching, recurrent 
regurgitation and / or vomiting, irritability, and weight loss or poor 
weight gain. However, these symptoms are common in infants and, as 
such, are not sufficient to diagnose the condition as they are non-specific 
to GORD.
      In addition to these typical symptoms, there are extra-oesophageal, 
or atypical, symptoms which may occur or may even represent the 
only clinical picture of GORD, including wheezing, stridor, coughing, 
hoarseness, and apnoea / apparent life-threatening events. Moreover, 
GORD may cause other complications or conditions, such as impaired 
quality of life, food refusal, persisting hiccups, abnormal posturing / 
Sandifer’s syndrome, anaemia, and bradycardia.  
      Major symptoms that require further investigation in infants with 
recurrent regurgitation and / or vomiting include gastrointestinal 
bleeding, hematemesis, haematochezia, bilious vomiting, consistently 
forceful vomiting, onset of vomiting after six months of age, failure to 
thrive, diarrhoea, constipation, fever, lethargy, hepatosplenomegaly, 
bulging fontanelle, seizures and macrocephaly / microcephaly.

WHAT DO WE KNOW ABOUT THE PREVALENCE AND 
RISK FACTORS OF GORD?
The prevalence of GOR and GORD vary according to the population, 
the study design (cross-sectional or longitudinal), and the diagnostic 
criteria (visible symptoms vs. validated questionnaire).
      An Italian study conducted on 2,642 infants aged 0-to-12 months 
found a GOR prevalence of 12 per cent, while the prevalence of GORD 
in this cohort was less than one per cent. Being born from atopic parents 
was found to be a risk factor for GOR. (1)
      A recent prospective cohort study conducted in France, which 
included 272 full-term infants aged 0-to-12 months, found that GOR 
prevalence peaked at three months of age (59.3 per cent), while GORD 
prevalence peaked at one month of age (19 per cent). The prevalence of 

GORD thereafter dropped to nine per cent at three months, and to two 
per cent at 12 months of age. In this study, two risk factors were identified 
for GOR and GORD at one month of age: family history of GOR, and 
exposure to paternal smoking. (2)

TO WHAT EXTENT ARE INFANTS WHO EXPERIENCE 
GORD DISTRESSED AND WHAT EMOTIONAL BURDEN 
CAN IT POSE ON THE INFANT’S PARENT(S)?
The impact of the symptoms of GOR / GORD varies from mild to 
extremely distressing for both the infant and parents. The emotional 
burdens posed by the symptoms can trigger parental anxiety, poor quality 
of life, shortened duration of full breastfeeding, numerous changes in the 
formula, medical consultations, and associated significant healthcare costs. 
GOR / GORD impact significantly on personal and public healthcare 
expenses, such as healthcare consultation fees, drug prescriptions, use of 
special milk formulas and prolonged diet, and the loss of income due to 
absenteeism from work.

WHAT ARE THE RECOMMENDED CLINICAL 
INTERVENTIONS AND MANAGEMENT OPTIONS?
In addition to the use of thickened feeds for treating visible regurgitation 
and / or vomiting, and the modification of feeding volumes and 
frequency, a two-to-four-week trial of formula with extensively hydrolysed 
protein (or amino-acid based formula) should be considered in formula-
fed infants after optimal non-pharmacological treatment has failed. In 
fact, symptoms of cow-milk protein allergy and GORD in infants are 
identical. 
      In the case of reflux-related erosive esophagitis in infants with 
GORD, PPIs should be used as the first-line treatment. NASPGHAN 
/ ESPGHAN recommendations for paediatric GORD suggest to use 
H2RAs if PPIs are not available or contraindicated. However, in April 
2020 the FDA requested to remove all forms of ranitidine from the 
market because unacceptable levels of NDMA, a probable carcinogen 
(cancer-causing chemical), were found in some ranitidine products.
      The use of other treatments, such as massage therapy and 
complementary therapy (hypnotherapy, homeopathy, acupuncture, and 
herbal medicine), or prebiotics and probiotics, have not been adequately 
studied and may pose more risk and cost. Therefore, these treatments 
can’t be recommended to reduce the symptoms of GORD in infants and 
children. Moreover, antacids / alginates should not be used for the chronic 
treatment of infants and children with GORD. 

ARE THERE ANY LIFESTYLE MODIFICATIONS WHICH 
SHOULD BE MADE?
There is a lack of evidence supporting non-pharmacologic interventions. 
Some interventions (such as tobacco avoidance) are low-to-no cost 
and risk, and may merit a trial before considering more costly or risky 
therapies.
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Abbreviated Prescribing Information: Omeprazole 2mg/ml and 
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disease, erythema multiforme, Stevens-Johnson syndrome, toxic 
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ml – PL 34111/0003. Marketing Authorisation Holder: Xeolas 
Pharmaceuticals Limited, Hamilton Building, DCU, Glasnevin, 
Dublin 9, IRELAND. Date of Preparation: January 2020.

Reference. 1. Paediatric Public Assessment Report EU Worksharing 
Project Losec/ Losec MUPS (omeprazole) [PdAR] (2007) Available 
at: http://www.hma.eu/fileadmin/dateien/Human_Medicines/
CMD_h_/Paediatric_Regulation/Assessment_Reports/
Previous_worksharing_project/Losec_omeprazol_PaedPAR.pdf 
Accessed 27 November 2019.
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UNDER THE MICROSCOPE – 
APLASTIC ANAEMIA
Aplastic anaemia is a rare and serious bone marrow failure 
disorder that can be fatal. The Aplastic Anaemia Trust is 
the only organisation in the UK, in existence for over 30 
years, dedicated to raising funds to enable research and 
providing much-needed emotional and practical support 
to patients and their loved ones. Leena O’Hara, from the 
Aplastic Anaemia Trust, helps us take a closer look at this 
rare illness, the impact it has on young people, and how a 
programme she leads on is striving to make a difference.

WHAT IS APLASTIC ANAEMIA? 
In most cases, aplastic anaemia is an auto-immune disorder, where the immune system attacks the stem cells. 
These stem cells are the ‘queen bee’ cells within the bone marrow, making all the different types of blood 
cells. This results in a deficiency of the blood-making cells and the consequent downstream effects of low 
blood counts, in all the cell types. 
      In aplastic anaemia, production of red blood cells, white blood cells and platelets is reduced. A bone 
marrow sample would normally contain large numbers of stem cells. However, for someone with aplastic 
anaemia it would contain very few stem cells over a longer period. 

WHAT ARE THE SYMPTOMS? 
• Deficiency in red blood cells causes anaemia and people affected may experience fatigue, shortness of 
breath, headaches and occasionally angina chest pain
• A low number of white blood cells increases the susceptibility to infections, such as sinus / throat, skin 
and chest infections
• Low platelets cause a tendency to bleed, leading to nose bleeds, unexplained bruising, blood blisters in the 
mouth, but also serious bleeding episodes, such as into the brain cavity or from the gut, which can be fatal

      Once a diagnosis has been made, the severity of the condition will be classified as either non-severe, 
severe or very severe. This classification is determined by levels of neutrophils, platelets and bone marrow 
activity. 

WHO DOES APLASTIC ANAEMIA AFFECT? 
Aplastic anaemia is a rare disease that can affect people of any age, but it is common in the most vulnerable 
groups – 0-to-22-year-olds and in people over the age of 60. The exact occurrence is not known, but it is 
estimated that between 100-and-150 people are diagnosed in the UK each year and about 30-to-50 of those 
diagnosed are children. This is around two people for every million of the population. 

Leena O’Hara

APLASTIC ANAEMIA
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WHAT TREATMENTS ARE AVAILABLE? 
Treatment is closely similar to that of patients suffering 
from cancer. Once a diagnosis is established (and even 
this can take a long time) treatment is lengthy, costly and 
extremely isolating. It entails multiple blood transfusions and 
chemotherapy in preparation for a bone marrow transplant – 
if a direct match bone marrow donor is found. 

THE IMPACT ON YOUNG PEOPLE 
Life with a rare illness is tough. It is even harder when you 
are a child, an adolescent or a young person, trying to get to 
grips with growing up and finding your place in the world. A 
rare illness like aplastic anaemia can turn people’s lives upside 
down.

‘I felt we were entering unknown territory and all the doctors 
kept telling me was that it was something they had never seen 
in their whole career.’ 
Parent of a 14-year-old aplastic anaemia patient 

      Patients and their families may need to travel frequently 
and long distances to access specialist treatment that is often 
not available locally due to the nature of the rare disease. The 
level, quality and access to co-ordinated support currently 
available to a young cancer patient is not available to a young 
person suffering from aplastic anaemia. Yet the effects of the 
disease can be equally devastating. 
      The impact on young patients’ mental health is also 
significant. The lack of available support and information 
can lead to anxiety, undue worry and concern, feelings of 
exclusion, and may add to the already significant emotional 
trauma experienced by everyone affected. 

‘When I was first diagnosed with aplastic anaemia I was scared, 
confused and angry. I felt like things would never improve.’
Alex, diagnosed with aplastic anaemia at 15 

      Young patients, while undergoing intensive treatment, 
will miss school, sometimes for an entire year. This can have 
an additional traumatic effect of missing out in forming those 
key relationships and friendships in the formative years. The 
Aplastic Anaemia Trust is passionate about addressing this 
inequality across all local communities, in which the young 
patients live, and is working hard, alongside patients and 
their families, to secure the necessary funds. This is an area 
of support where there is no government funding available 
and the not-for-profit sector and charities like the Aplastic 
Anaemia Trust exist to plug the gap. 

HOW THE APLASTIC ANAEMIA TRUST IS 
MAKING A DIFFERENCE 
Thanks to the National Lottery Community Fund, the 
Aplastic Anaemia Trust is midway through a two-year 
programme to revolutionise the information available to 
young patients from birth to 25-year-olds and their families. 
Working in collaboration with paediatric haematology 
consultants, senior nurse specialists, young patients and their 
families, they are producing an interactive resource library on 
aplastic anaemia. These resources are aimed at those affected 

by aplastic anaemia from diagnosis, through treatment and 
post-recovery. 

‘For far too long, young people diagnosed with aplastic anaemia 
have had to make sense of their condition by using information 
which has been produced for other conditions – mainly cancer-
related publications. For many young people, being diagnosed 
with such a rare illness is challenging enough, however being 
unable to access any information on their illness fuels their feelings 
of isolation, anxiety and trauma.’
Leena O’Hara, Programme Manager for MarrowKidz 

      Using an online survey completed by consultants, patients 
and their families, the Aplastic Anaemia Trust have identified 
the clinical information needed for young patients. A series of 
new factsheets will cover key procedures and treatments used in 
aplastic anaemia, such as bone marrow biopsies, blood product 
and platelet transfusions, Ciclosporin, Anti-Thymocyte 
Globulin treatment, steroids and stem cell transplants.          
      Alongside these factsheets will be a series of advice booklets, 
which have been developed with extensive engagement with 
the patient community. The advice booklets will explore key 
themes which have been identified as important to young 
patients, such as coping with isolation, managing relationships 
and being a teenager with aplastic anaemia. 
      A short animation film has also been developed for 
children, in consultation with young people and their families. 
This will be the first in a series of films to explain this complex 
condition to children and their peers. The resources have been 
developed in collaboration with consultants, including Dr 
Anne Kelly, Addenbrookes Hospital, Dr Beki James, Leeds 
Children’s Hospital, Professor Rod Skinner, Newcastle, and Dr 
Sujith Samarasinghe, Great Ormond Street Hospital. 
      All of the resources, and many others, will be freely available 
on a new, dedicated area for MarrowKidz on the Aplastic 
Anaemia Trust website later this summer. 

HOW YOU CAN HELP 
Fundraising is one way you can help the Aplastic Anaemia 
Trust, especially at a time when community fundraising has 
been so devastatingly affected by the recent global pandemic. 
      Funding and grants will help the Aplastic Anaemia Trust to: 
• Provide every patient and their family with excellent quality 
information, emotional / psychosocial and practical support 
• Develop and implement a comprehensive patient advocacy 
programme to champion the rights of aplastic anaemia patients 
for excellent quality care and treatment nationally
• Enable ground-breaking research to improve patient 
experience and ultimately find a cure 

      To find out more about aplastic anaemia and the work of 
the Aplastic Anaemia Trust, visit www.theaat.org.uk.

APLASTIC ANAEMIA
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DRY SKIN CONDITIONS

SKIN DEEP

Pharmacists are increasingly 
on the frontline of managing 
eczema and dry skin conditions. 
A key component of first-line 
management is recommendation 
of the most appropriate 
emollients, which may be 
bought over the counter or 
prescribed. A large retrospective 
research study examined the 
patient records of almost 55,000 
patients diagnosed with dry skin 
conditions and eczema, over a 
four-year period. One group of 

patients had been prescribed emollients and the other had not. The 
number of practice visits was significantly lower in the emollient group 
compared to the non-emollient group. Prescribing an emollient was 
associated with fewer prescriptions of potent topical corticosteroids.    
Whereas patients in the non-emollient group were 18 per cent more 
likely to require a topical steroid. They were also 13 per cent more 
likely to require an antimicrobial-containing prescription. (1)

EFFECTS OF DRY SKIN  
Dry skin is synonymous with a skin-barrier defect and is caused by 
loss of water from the stratum corneum. (2) The primary function 
of the skin barrier is to restrict water loss and to prevent the entry 
of irritants, allergens and skin pathogens. When the skin barrier 
function is impaired, water is lost transcutaneously. Skin dehydration 
leads to the development of cracks between the skin cells, resulting in 
inflammation and pruritus. (2)
      Several factors may affect the skin barrier function, including 
ageing, environmental influences like chronic sun exposure, cold, wind, 
low humidity, chemical exposure, physical trauma, and hormonal 
changes associated with the menopause. (3)
      Dry skin (xerosis) is a common symptom of a number of skin 
conditions, including atopic dermatitis / eczema (AD/AE), ichthyosis, 
irritant contact dermatitis, psoriasis and asteatotic eczema. Dry 
skin can be unsightly and can have a negative impact on a patient’s 
quality of life through itching, discomfort and embarrassment about 
their appearance. Left untreated, dry skin can lead to a flare of the 
underlying condition such as atopic eczema. (2)

TREATING DRY SKIN WITH EMOLLIENTS 
The terms emollient and moisturiser are often used interchangeably 
in the literature. The lack of consistency on the use of these terms 

Julie van Onselen, Lecturer Practitioner 
in Dermatology, Dermatology Education 
Partnership Ltd, presents an overview 
of emollients and dry skin conditions, 
aimed at pharmacists.

can be confusing, especially as many products have both occlusive and 
moisturising properties. Generally, emollient is used as an inclusive term 
to describe substances whose main action is ‘to occlude the skin surface 
and to encourage build-up of water within the stratum corneum’. (4)    
Depending on the composition of the emollient, they work either by 
occlusion, ‘trapping’ moisture into the skin (which slows the evaporation 
of water), or in an ‘active’ way by drawing moisture into the stratum 
corneum from the dermis. (5)
      A 2013 Consensus Statement recommended that ‘Emollients should 
be the first line therapy for all dry-skin conditions, including eczema, 
asteatotic eczema and psoriasis.’ (2) Emollients moisturise the skin by 
increasing the amount of water held in the stratum corneum. (6) 
      Emollients help reduce the clinical signs of dryness, such as roughness 
or scaling, and improve symptoms, like itching and tightness. They 
need to be cosmetically acceptable to the patient, so they can continue 
with their day-to-day activities, this will help promote adherence to 
treatment. (4) 
      If possible, patients should be given the opportunity to consider a 
variety of emollients from the wide range of products available, and 
to identify the most suitable products for their skin. The choice of 
emollient may be driven by cosmetic acceptability, cream or ointment 
formulation, oil content, and additional benefits, such as humectant and 
/ or anti-itching properties.
      Ideally, an emollient should be prescribed with a pump dispenser to 
minimise the risk of bacterial contamination. For emollients that come 
in pots rather than pump dispensers, advise that using a clean spoon or 
spatula (rather than fingers) to remove the emollient helps to minimise 
contamination. (7)
      Emollients have a steroid-sparing effect and should be supplied in 
a 10:1 ratio of emollient to steroid in order to achieve the full benefit. 
(7) Aqueous cream BP should be avoided both as a leave-on emollient 
and as a washing product. It contains approximately one per cent SLS 
(sodium lauryl sulfate), an anionic surfactant known to be profoundly 
irritant. Using Aqueous cream BP weakens the epidermal barrier and 
increases transepidermal water loss. (2)
      Pharmacists are well-placed to give balanced, consistent and accurate 
advice, and are uniquely equipped to influence care for the better. 

      Note – this article is based on a National Pharmacy Association-
accredited training course ‘Emollients and Dry Skin Conditions’ developed for 
pharmacists and supported by the Zeroderma range from Thornton and Ross 
Pharmaceuticals.
      The training is available in a series of webinars. Email to register interest and 
receive further details: zeroderma@thorntonross.com.
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Zeroderma range accredited by the 
British Skin Foundation

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

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

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

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

Web: www.britishskinfoundation.org.uk

Email: zeroderma@thorntonross.com 

Tel: 01484 842217

Reference
1. https://www.britishskinfoundation.org.uk/brand-accredita-
tion accessed 1st May 2020



MEDICAL DEFENCE UNION

Over the course of the pandemic, public appreciation and support for the 
work of medical professionals and other carers had been demonstrated with 
weekly clapping, fundraising and charity merchandise. While it is nice to be 
appreciated, the unrelenting strain of being on the frontline during a prolonged 
health crisis is bound to exact a heavy emotional toll.
      While medical professionals are often used to dealing with intense and 
demanding situations, the pandemic has led to additional challenges, such as the 
trauma of seeing patients die alone and the need to break bad news to distressed 
families while socially distancing. Along with taking responsibility for many life-
or-death clinical decisions, medical professionals also face the constant worry of 
contracting coronavirus and passing it to loved ones. 
      Currently, it is unclear how many medical professionals will have been 
pushed to breaking point due to COVID-19, with the implications of the 
pandemic on medical professionals’ mental health only becoming clear in the 
weeks, months, and years to come. However, in a recent survey of 250 Medical 
Defence Union (MDU) members, including consultants, GPs, trainees and staff 
grade doctors, 70 per cent of respondents said that their stress and anxiety levels 
had deteriorated since the beginning of the pandemic, with 22 per cent reporting 
that they were significantly worse. 
      The survey revealed the various ways that work affects respondents’ wellbeing, 
with 55 per cent stating that they felt anxious and / or stressed on a weekly basis, 
and 40 per cent reporting that they often went to work when they didn’t feel fit 
or well. 32 per cent said that relationships at work were strained and the same 
proportion felt unable to do their job effectively. 
      These statistics are supported by the recent ‘Care Fit for Carers’ report 
published by the think tank IPPR which identified significant mental and 
emotional health concerns among health and care workers. In the report the 
IPPR states the need for a set of guarantees for healthcare workers’ personal 
safety and mental health. However, the possibility of stress and anxiety as a 
result of a medical professional facing a claim for compensation related to the 
pandemic is an area not covered in the report. The distress and worry felt when 
responding to a claim should not be under-estimated, especially in the context of 
the potential for deteriorating mental health during and following the pandemic. 
      While healthcare professionals must be held to account, the unforeseen 
circumstances in which care was provided during the pandemic means it 
would be unfair to judge them against the traditional benchmark of a non-
crisis standard of care that preceded the NHS’s response to COVID-19. 
Consequently, we are calling for the government to recognise the exceptional 
circumstances of the current emergency and to protect NHS healthcare staff and 
institutions by introducing legislation to exempt the NHS from COVID-19-
related clinical negligence claims.
      It is essential that there are coping strategies in place for medical professionals 
so that they have the tools to cope with adversity and to recognise the warning 
signs in themselves and others. During the pandemic, the government have 
introduced a number of initiatives, including an NHS wellbeing support 
helpline to encourage healthcare workers to seek help if they are struggling. The 
MDU also have a free health and wellbeing e-learning course for foundation 
doctors which includes advice on how to identify the warning signs of burnout 
in yourself and others and strategies to help to avoid reaching this stage.

TAKING 
A TOLL
Dr Michael Devlin, Head of 
Professional Standards 
and Liaison at the Medical 
Defence Union, weighs in on 
the impact of the pandemic 
on the wellbeing of medical 
professionals. 

Dr Michael Devlin
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CONGENITAL ADRENAL HYPERPLASIA
In this issue, WPR presents an exploration of congenital adrenal hyperplasia – the genetic condition 

affecting the production of hormones in the adrenal glands. 

CONGENITAL ADRENAL HYPERPLASIA

Most types of CAH are autosomal recessive disorders, meaning both 
parents are carriers of the gene. For the most frequent type of CAH the 
defective enzyme involved is required for the synthesis of cortisol and 
the mineralocorticoid hormone aldosterone. The impact on androgens 
is somewhat different; the inability to produce cortisol and aldosterone 
results in the overproduction of androgens.

CLASSIC NON-CLASSIC

Adrenal crisis

Enlarged genitalia in male newborns

Enhanced genital development in males or females 
before the normal age of puberty

Masculinisation of external female genitalia

Rapid growth

Appearance of pubic and armpit hair

Deep voice

Failure to menstruate, or abnormal or irregular menstrual 
periods (females)

Unusually tall height as children, but being shorter than 
normal as adults

Excess facial hair (females)

Early beard (males)

Severe acne

Testicular adrenal rest tumours (TART)

Male and female fertility problems

Rapid growth in childhood and early teens but shorter 
height than both parents

Early signs of puberty

Acne

Irregular menstrual periods (females)

Fertility problems (in about 10% to 15% of women)

Excess facial or body hair in women

Male-pattern baldness (hair loss near the temples)

Enlarged penis (males)

Small testicles (males)

      Classic CAH, although the rarer form, is usually diagnosed when the child is an infant – this is in contrast to Non-Classic CAH which is mainly 
diagnosed later in childhood, adolescence or adulthood.
      It is a condition that manifests itself differently depending on the form the patient has from the more severe Classic Salt Losing form to the Classic 
Simple Virilizing form and finally the least severe Non-Classic variation.
      Symptoms of CAH are detailed below: 

CAH, as a whole, can be segmented into the following variations:

Continued onto next page
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TREATMENT
Although there is no cure for CAH it is no longer a severely life-
limiting condition. That said, treatment of a patient with CAH requires 
an individualistic approach and continuous monitoring. Children 
with CAH require a multidisciplinary team to treat them made up of 
endocrinologists and urologists.
      In growing patients (infants, children and adolescents) maintenance 
therapy with hydrocortisone is recommended (with the body surface 
area based dosing guidance being 10-15 mg/m2 BSA/ day in 3 divided 
doses) however not an oral hydrocortisone suspension. (1) With its 
lower potency when compared to other synthetic glucocorticoids 
hydrocortisone is preferred as it has a lower incidence of associated side- 
effects. (2)
      While many paediatric patients are prescribed hydrocortisone 
doses of 2.5mg a problem immediately presents itself in the form of the 
commercially available hydrocortisone 10mg tablet. Can splitting this 
table in four, even with the markings in place to help, really guarantee an 
accurate dose is being administered?
      A study in 2017 (Madathilethu J, Roberts M, Peak M, et al
Content uniformity of quartered hydrocortisone tablets in comparison 
with mini-tablets for paediatric dosing) concluded that breaking 10mg 
hydrocortisone tablets into quarters produced an unacceptable variation 
in the amount of active pharmaceutical ingredient (API) and would 
increase the likelihood over both over and under-dosing occurring. In 
its conclusion it stated that, ‘The feasibility of industrial production 
of 3 mm mini-tablets with allowing delivery of more accurate doses of 
hydrocortisone than quartered tablets has been demonstrated.’ (2) These 
tablets however, have still not been manufactured.
       It must be noted that the formulation of hydrocortisone used is 
of extreme importance as there have been Yellow Card reports of off-
label use of hydrocortisone muco-adhesive buccal tablets for adrenal 
insufficiency in children in the UK. (3) It has been documented that 
pharmacists and prescribers should only use licensed hydrocortisone 
products for the management of congenital adrenal hyperplasia. (3)

CAREGIVERS
When a child with CAH experiences acute illness or surgery they need 
high levels of their hydrocortisone known as ‘stress doses.’ It is vital their 
caregiver is knowledgeable in the management of their condition and 
their dosage regimen especially during this period. In these instances an 
oral hydrocortisone preparation is administered in less severe situations 
whereas hydrocortisone in a parenteral form is administered in cases of 
acute illness, vomiting or clinical deterioration.
      In December 2011 a study in the Journal of Paediatric Nursing 
named ‘Caregiver knowledge and self-confidence of stress dosing of 
hydrocortisone in children with congenital adrenal hyperplasia,’ focused 

CONGENITAL ADRENAL HYPERPLASIA

on the knowledge of these caregivers and especially their ability to deal 
with stress dosing during an illness or crisis. While it was concluded 
these individuals were competent and had a relatively high knowledge 
of how to treat their child it was discovered that only 70 per cent had 
ever been given written guidelines on proper stress dosing procedure 
and worryingly only 50 per cent had been given a technique on the 
injection of hydrocortisone for an adrenal crisis. Not surprisingly, those 
individuals who had been given both written guidelines and an injection 
demonstration scored higher in the study than those who did not.
      When a healthy child becomes sick, their body will produce more 
cortisol than usual in response to the illness or surgery – it is therefore 
vitally important that when a child living with CAH is ill, their caregiver 
mimics the body’s normal response and increases their steroid dose.
      This is extremely relevant at present as the COVID-19 pandemic is still 
spreading throughout the globe. Patients with adrenal insufficiency are 
at a heightened risk of complications arising from the risk of COVID-19 
infection precipitating an adrenal crisis.
      Patients living with CAH should be provided with a sufficient supply 
of their oral hydrocortisone and self-management support through phone 
calls, emails and video-conferencing.
      The patients’ caregivers should be adequately educated regarding the 
sick day rules; increasing the patient’s usual steroid dose when sick and 
to call for emergency medical assistance when the medication cannot be 
reliably absorbed due to vomiting, diarrhoea or illness.
      A paper recently published in the European Journal of Endocrinology 
states that, in relation to COVID-19, if a paediatric patient experiences 
onset of ‘signs and symptoms suggestive of COVID-19’ (fever >38°C 
(>100 F), a new or continuous dry cough, sore throat, loss of sense of 
smell or taste, aches and pains, fatigue) then their usual daily dose should 
be trebled and administered via four equal doses, every six hours. (4)
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GROUP B STREP

Group B Streptococcus can be hard to spot in young babies, 
but recognising the signs is vital to ensure that fast 
medical help is sought. Jane Plumb MBE, CEO and founder of 
Group B Strep Support Charity, delves into the details which 
parents should be on the look-out for. 

ON FULL ALERT

Group B 
Streptococcus (Group 
B Strep, or Strep B) is 
the UK’s leading cause 
of serious infection 
in babies under three 
months. Thankfully, 
they are not common 
but, when they occur, 
they can be very 
serious, causing sepsis 
(blood infection), 
pneumonia, and 

meningitis. Group B Strep can also be a very fast-acting 
bacteria that can make a baby critically ill within a 
matter of hours.
      Babies sick with Group B Strep infection need 
prompt treatment with intravenous antibiotics, and 
usually need at least a week’s hospital stay. Most fully 
recover from their Group B Strep infection but, of the 
roughly two babies a day in the UK who develop the 
infection, one baby a week recovers with long-term 
health issues, and one baby sadly dies. 
      It’s important to know about Group B Strep – what 
the most common signs of infection are, and what 
action to take should any arise. 
      Typical signs of Group B Strep infection developing 
in the first week after birth (early-onset Group B Strep 
infection) include:
• Grunting, noisy breathing, moaning, seems to be 
working hard to breathe when you look at the chest or 
tummy, or not breathing at all
• Be very sleepy and / or unresponsive
• Inconsolable crying
• Be unusually floppy
• Not feeding well or not keeping milk down
• Have a high or low temperature (if parents have a 
thermometer), and / or be hot or cold to the touch

• Have changes in their skin colour (including blotchy skin)
• Have an abnormally fast or slow heart rate or breathing rate
• Have low blood pressure (identified by tests done in hospital)
• Have low blood sugar (identified by tests done in hospital)

      Most early-onset Group B Strep infections show signs in the first 12 hours after 
birth, so will usually be spotted in the maternity unit.

      Typical signs in babies aged seven-to-90 days (late-onset Group B Strep infection) 
are similar and may include signs associated with meningitis, e.g.:
• Being irritable with high-pitched or whimpering cry, or moaning
• Blank staring, or trance-like expression
• Floppy, may dislike being handled, be fretful
• Tense or bulging fontanelle (soft spot on babies’ heads)
• Turns away from bright light
• Involuntary stiff body or jerking movements
• Pale, blotchy skin

      Speedy identification of the signs of Group B Strep infections is vital for early 
diagnosis and treatment. 

HOW DOES A BABY GET GROUP B STREP INFECTION? 
About one-in-every-four-or-five women carry Group B Strep. This is where the bacteria 
are living quite normally and naturally in the body, typically the vagina and lower 
intestines, without causing any harm. The large majority of babies born to women 
carrying Group B Strep will not be affected, but a small number will. Most of these 
are early-onset infections – most of which can be prevented by giving intravenous 
antibiotics in labour to women whose babies are at raised risk of developing this 
infection. Situations which increase the chance are: 
• Having a previous baby who developed Group B Strep infection
• Group B Strep being detected from samples taken from the mother during the 
current or previous pregnancy 
• Labour starting early (before 37 completed weeks of pregnancy)
• Waters having gone more than 18-to-24 hours before the baby is born
• The mum having an infection suspected during labour, including a high temperature

      For more information about Group B Strep, visit www.gbss.org.uk.

Jane Plumb MBE
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The 1st and only SGLT2i also 
licensed to treat diabetic 

kidney disease (DKD) in T2DM.

For T2DM patients with severe albuminuria (ACR >30 mg/mmol) 
Invokana 100mg can now be initiated down to an eGFR of 30 

mLmin/1.73m2 with continuation until dialysis/renal transplantation.

For T2DM patients without severe albuminuria, Invokana 100mg can 
now be initiated down to an eGFR of 45 mL/min/1.73 m2.

Now for treatment of patients with severe albuminuria from 
early identification until dialysis or renal transplantation.

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

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

Total daily dose of canagliflozin

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

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

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

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

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

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

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

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

FURTHER INFORMATION IS AVAILABLE FROM: Napp Pharmaceuticals Ltd. Cambridge Science 
Park, Milton Road, Cambridge, CB4 0AB, UK. For medical information enquiries, please contact 
medicalinformationuk@napp.co.uk    © 2020 Napp Pharmaceuticals Limited
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Invokana is indicated for the treatment of adults with insufficiently controlled type 2 
diabetes mellitus (T2DM) as an adjunct to diet and exercise. For treatment of diabetic 

kidney disease (DKD) in adults with T2DM as add-on to standard of care, a dose of 
100 mg once-daily should be used. See SmPC section 4.2 for dosing details
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As the spread of COVID-19 presents pressing and 
continued challenges to our community, the team 
at Welsh Pharmacy Review would like to express 
our gratitude to the tremendous members of our 

healthcare teams as they work tirelessly to assist and 
support patients.

Thank you for all that you do.
            If you would like to share your story or utilise our platform 

to communicate messages of awareness, please don’t hesitate to 
email the team at 

sarah.nelson@medcom.uk.com.
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