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WELCOME
Welcome to the latest edition
of Welsh Pharmacy Review!
Anyone who steps into my house – whether they know it or not
– will be greeted by clues of the pandemic’s presence surrounding
every surface. The labelled jars on my kitchen bench when
boredom led to me channelling my ‘inner Mrs Hinch’ for a day
or so. The books and jigsaws tucked into my shelving unit which
served as entertainment (and frustration) during the particularly
long days. Even the framed photographs of my niece Róise who
was born during lockdown.
The changes to our lives have been unavoidable – from the
trivial to major upheaval – but for many of us, the markings of
COVID-19’s turmoil aren’t as physically apparent.
There are the frontline workers who continue to carry the
weight of their experiences silently on their shoulders as they
tend to their patients. The family members whose traumatic loss
you wouldn’t detect as they go about their daily commutes. And,
as we can see in this edition, the increasing number of individuals
who continue to be affected by Long COVID, with the latest
figures from the Office of National Statistics suggesting that
970,000 people in the UK are currently living with the condition.
As its severity comes increasingly to light, find out more as
UK organisations Action for M.E. and Long COVID Support
review the latest evidence and share essential information,
particularly under the glare of winter’s force (page 44).
Also in this issue, Professor Joanna Wardlaw takes a look at
how emerging technology can be harnessed for the improvement
of stroke healthcare delivery (page 31); the All Wales Therapeutics
and Toxicology Centre shed light on the One Wales Medicines
Process (page four); and the importance of providing support
for cold weather-induced worsening skin conditions is discussed
(page 18).
Elsewhere, pharmacist Kelly Jones details the impact of her
project, ‘Improving the Process of Medicines Reconciliation in
Dementia Patients at Neath Port Talbot Hospital’ (page 13), and
check out the campaign, ‘Transform Lives: Prescribe’, which has
been launched by Pancreatic Cancer UK in collaboration with
specialist health professionals (page 37).
Before you go, meet our phenomenal 2021 Welsh Pharmacy
Awards winners, and find out what they had to say on the night
(beginning on page 21).
Happy reading!

@kyronmedia

Kyron Media
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AWTTC

TAKING STEPS
FORWARD
In their latest column, the All Wales Therapeutics and
Toxicology Centre shed light on the One Wales Medicines
Process and the significance of its role in promoting equity
of access to medicines.

The All Wales Therapeutics and Toxicology Centre (AWTTC)
co-ordinates the One Wales Medicines Process. This process
promotes equity of access to medicines not routinely available in
NHS Wales in circumstances where an unmet clinical need has
been identified for a clearly defined patient cohort.

HOW DOES IT WORK?

AWTTC considers intelligence received from the service when
deciding if a medicine is suitable for the One Wales Medicines
Process. It also looks at data from the Individual Patient Funding
Request process (IPFR) to identify medicines that have been
requested repeatedly for a specific indication which might suggest
there is a potential patient cohort. AWTTC seeks confirmation
from clinicians as to whether there is an unmet clinical need,
whether there is a suitably licensed alternative treatment, and
whether there is a mechanism available to capture clinical
outcomes.
For licensed medicines the One Wales Process offers a route
to access a medicine ahead of a health technology appraisal by the
All Wales Medicines Strategy Group (AWMSG) or the National
Institute for Health and Care Excellence (NICE). It provides an
opportunity for the marketing authorisation (MA) holder to
collect additional evidence for subsequent appraisal by AWMSG
and / or NICE, and enables people living in Wales timely and
equitable access to a medicine that is not yet routinely available
on the NHS.
The One Wales Medicines Process also enables an All Wales
decision for unlicensed medicines, or licensed medicines used
off-label where there is no routinely licensed medicine available
that will meet the patients’ needs and:
• The medicine is not licensed for the indication of interest; OR
• The requested use of the medicine is outside of accepted
treatment pathway i.e. the specific sequence of treatment/s has
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not been approved by NICE / AWMSG.

HOW CAN I PUT FORWARD A MEDICINE FOR
CONSIDERATION VIA THE ONE WALES MEDICINES
PROCESS?

A set of criteria helps AWTTC reach a conclusion as to whether a
medicine can proceed via the One Wales Process. In conjunction,
clinical experts are asked for their views. A Steering Committee
makes the final decision as to whether the medicine should
proceed through the One Wales Process. A number of key
stakeholders are represented at this forum, including the All
Wales Chief Pharmacists, the All Wales Drugs Contracting
Committee, Welsh Government, ABPI Cymru Wales, the Welsh
Health Specialised Services Committee and the AWMSG.
AWTTC welcomes suggestions for medicines to be considered
via the One Wales Medicines Process from Health Board IPFR
panels, Welsh Health Specialised Services Committee (WHSSC),
chief pharmacists, formulary pharmacists, Drugs & Therapeutics
Committees or clinical experts (usually through their specialist
group or network). The process is driven by the identification of
an unmet clinical need within NHS Wales for a small group of
patients and not at the request of pharmaceutical companies or
individual members of the public. A One Wales recommendation
avoids the requirement for IPFRs and enables equal and fair
access to medicines for people regardless of where they live in
Wales.

WHO MAKES THE DECISIONS?

The One Wales Medicines Assessment Group (OWMAG) assesses
the evidence, agrees a recommendation, and puts this forward
for the agreement of NHS Wales chief executives. Membership

WPR
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of OWMAG is drawn from IPFR panels
across NHS Wales and includes a lay
member, a pharmaceutical industry
representative, a finance director, a clinical
pharmacologist and a health economist.
Clinical experts are invited to attend
the OWMAG meeting to set the clinical
context. Patient organisations are invited
to submit their views and provide the
patient perspective. One Wales decisions
are disseminated to the service once

endorsement has been confirmed.

HOW LONG DO ONE WALES
DECISIONS APPLY?

The duration of a One Wales decision
is decided on a case-by-case basis. For
licensed medicines, it is unlikely to exceed
18 months and would normally be 12
months or until publication / ratification
of NICE or AWMSG health technology

appraisal guidance. One Wales decisions
will be reviewed by OWMAG a minimum
of 12 months (maximum of three years)
from the last date of advice. AWTTC
will conduct a literature search and may
request outcome data annually for all
medicines.
For more information on the One
Wales Medicines Process, visit the One
Wales pages on the AWTTC website
(www.awttc.org).

Figure One: One Wales interim pathways commissioning process activity in 2020 / 2021
WPR
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ADVERTORIAL FEATURE FROM BIAL

Clinical utility of Ongentys® (opicapone) 50 mg
confirmed by real-world data in Parkinson’s
disease patients with motor fluctuations
Clinical insights from principle investigator and lead author Prof. Dr. med. Heinz Reichmann,
Department of Neurology, Technische Universitaet Dresden, Fetscherstrasse 74, 01307 Dresden, Germany
Heinz Reichmann is a member of the German Neurological Society, The European Neurological Society and is a
fellow of the American Academy of Neurology. His major research interests cover etiopathogenesis and treatment
in Parkinson’s disease, premotor symptoms in Parkinson’s disease, and neuroprotection.

OPTIPARK: real-world clinical data in
adult PD patients with motor fluctuations
Rationale for OPTIPARK

Findings from two pivotal Phase III studies, BIPARK I and II,2,3
highlighted that global assessments using Clinician’s Global
Impression of Change (CGI-C) and Patient’s Global Impression
of Change (PGI-C) showed clinical improvements for Ongentys®
50 mg versus placebo2,3 and entacapone2 (CGI-C: p=0.0005
versus placebo, and p=0.007 versus entacapone; PCI-C:
p=0.0091 versus entacapone).2 The OPTIPARK open-label,
prospective study set out to confirm these results in a real-life
setting,1 with CGI-C selected as the primary endpoint, and PGI-C
as one of the secondary endpoints.
Study protocol and methodology for OPTIPARK
(n=506 patients)1
• Key inclusion criteria: Men or women (≥30 years) with
idiopathic PD reporting ≥1 symptom on the 9-symptom
Wearing-off Questionnaire (WOQ-9), Hoehn and Yahr
Stages I–IV (during ON), and treated with 3–7 daily doses of
levodopa/DOPA decarboxylase inhibitor (DDCI)
• Treatment protocol: Ongentys 50 mg once daily for 3 months
(German sites) or 6 months (UK sites) in addition to current
treatment with levodopa/DDCI. Total daily levodopa/DDCI
dose could be adjusted according to the individual’s condition
throughout the study (except on Day 1)

100

60
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20

• Secondary endpoints: PGI-C, the Unified PD Rating Scale
(UPDRS), PD Questionnaire 8 items (PDQ-8), Non-Motor
Symptoms Assessment Scale (NMSS)

Primary endpoint: OPTIPARK confirms
the clinical utility of Ongentys® 50 mg

After 3 months treatment with Ongentys® 50 mg in a clinical
setting of fluctuating PD patients, there were improvements
in global PD condition: 71.3% of patients showed clinical
improvement as rated by the CGI-C, with 43% reported as
much or very much improved.1

19%
9.6%

0
MInimally worse
Much worse
Very much worse

No change
Not assessed

Very much improved
Much improved
Minimally improved

Source: Adapted from Reichmann H et al. Transl Neurodegner 20201

Secondary endpoints: Ongentys® significantly
improved motor scores, quality of life and
non-motor symptoms

After 3 months treatment with Ongentys® 50 mg in UK and
German PD patients, 76.9% self-reported a clinical improvement
(PGI-C), with 48.1% of patients reporting they were much or very
much improved.1,4

Patient’s Global Impression of Change (PGI-C) (n=393)
100

76.9%
Improved

80
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20

14.8%
8.3%

0
MInimally worse
Much worse
Very much worse

®

• Primary endpoint: CGI-C after 3 months

71.3%
Improved

80

C GI-C (%)

Ongentys® 50 mg, as an adjunct to levodopa in patients
with motor fluctuations, significantly improved perception of
patients’ global Parkinson’s disease (PD) condition (≥70% as
judged by clinicians and the patients themselves) 3 months
after they started treatment with Ongentys® 50 mg.1 Ongentys®
is a once-daily catechol-O-methyltransferase (COMT) inhibitor.
COMT inhibitor treatment is appropriate for PD patients taking
levodopa/dopa decarboxylase inhibitor (DDCI) therapy where
there is evidence of motor fluctuations.1

Clinical Global Impression of Change (CGI-C) n=477

P GI-C (%)

OPTIPARK, a Phase IV, open-label study conducted in
the UK and Germany under clinical practice conditions,
supports the efficacy of Ongentys® 50 mg observed in
the pivotal Phase III studies.1

No change

Very much improved
Much improved
Minimally improved

Adapted from Reichmann H et al. Transl Neurodegner 20201,4

“In routine clinical practice, once-daily Ongentys®
50 mg as an adjunct to levodopa-treated PD
patients with motor fluctuations significantly improved
patients’ perceptions about their global PD condition”,
Heinz Reichmann
Both clinical and statistical improvements were evident for
activities of daily living (ADL) and motor scores after 3 months.
UPDRS scores showed a statistically significant improvement
from baseline for ADL (UPDRS Part II) during OFF periods:
mean±SD, –3.0±4.6 (p<0.0001), and motor scores (UPDRS Part
III) during ON periods (–4.6±8.1, p<0.0001), as well as total scores
(UPDRS Parts II + III), –6.4±10.4, p<0.0001.1,4

Prescribing information can be found on the following page

This article was developed by Prof. Dr. med. Heinz Reichmann with editorial and funding support from BIAL Pharmaceuticals.
UK/ON/2021/005(1) Date of preparation: October 2021

Significant improvements in activities of daily

1,4
living and
motor scores
(UPDRS II and III)
Motor scores
in OPTIPARK
Significant improvements in activites of daily
living and motor scores (UPDRS II and III)
-6.4 ± 10.4
p<0.0001

60
50

-4.6 ± 8.1
p<0.0001

MEAN ± SD

40

-3.0 ± 4.6
p<0.0001

30

Safety profile: The majority of drug-related
treatment-emergent adverse events (TEAEs)
were reported during the first week5

The safety profile in this large-open label study was comparable
to adverse event data from the two pivotal studies.2,3 In the
74.9% of patients who experienced TEAEs, the majority were
mild or moderate in severity. Dyskinesia was the most common
treatment-related TEAE (11.5%), leading to discontinuation in 1%
of patients. The most common TEAE leading to withdrawal was
nausea (2%).1

20

Clinical practice points:1

10
0

baseline
(n=475)

3 months
(n=389)

baseline
(n=476)

UPDRS PART II (OFF)

3 months
(n=391)

baseline
(n=477)

UPDRS PART III (ON)

• This large real-life study in 495 patients treated with Ongentys®
50 mg mirrored a clinical setting through the inclusion of a broad
population of fluctuating PD patients (Hoehn and Yahr I-III)
compared to the two Phase III studies

3 months
(n=393)

UPDRS PART II + III

SD, standard deviation; UPDRS, Unified Parkinson’s Disease Rating Scale.

• Despite optimised PD therapy (according to clinician’s judgement),
and most patients in OPTIPARK (78.8%) receiving levodopa/DDCI
plus another PD medication, clinically significant improvements
were reported for UPDRS motor and ADL scores

There was also a statistically significant improvement in quality
of life (PDQ-8) and non-motor symptoms (NMSS) versus baseline:
1
Quality of life
and non-motor
symptoms
PDQ-8 (mean±SD)
–3.4±12.8
(p<0.0001); NMSS,
–6.8±19.7(p<0.0001).1

• More patients were judged by the clinician to have shown an
improvement in OPTIPARK than reported in the pivotal Phase III
studies (71.3% vs 59.6%) 6

Significant improvements in quality of life

Quality of life and non-motor symptoms1
(PDQ-39) and non-motor symptoms (NMSS)
Significant improvememts in quality of life (PDQ-39)
and non-motor symptoms (NMSS)
-6.8 ± 19.7

OPTIPARK confirms the clinical utility of Ongentys® 50 mg as
an effective and generally well-tolerated adjunct option in
patients with Parkinson’s disease with motor fluctuations1

p<0.0001

80
70

MEAN ± SD

60
50

-3.4 ± 12.8

References

p<0.0001
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0

baseline
(n=476)

3 months
(n=393)

PDQ-8 total score

baseline
(n=477)

3 months
(n=393)

NMSS, Non-Motor Symptom Scale; PDQ-8, Parkinson's Disease Questionnaire,
8 items; SD, standard deviation

Prescribing information
Ongentys® (opicapone)

5.

NMSS score

Please refer to the SPC before prescribing. Presentation: Capsules containing 50 mg of
opicapone. Indication: Adjunctive therapy to preparations of levodopa/DOPA
decarboxylase inhibitors (DDCI) in adult patients with Parkinson’s disease and end- ofdose motor fluctuations who cannot be stabilised on those combinations. Dosage and
administration: The recommended dose is 50 mg of opicapone. It should be taken once
daily at bedtime at least one hour before or after levodopa combinations. Ongentys is to
be administered as an adjunct to levodopa treatment and enhances the effects of
levodopa. Hence, it is often necessary to adjust levodopa dosage by extending the dosing
intervals and/or reducing the amount of levodopa per dose within the first days to first
weeks after initiating the treatment with opicapone according to the clinical condition of
the patient. If one dose is missed, the next dose should be taken as scheduled. The patient
should not take an extra dose to make up for the missed dose. Elderly patients: No dose
adjustment is needed for elderly patients. Caution must be exercised in patients ≥ 85 years
of age as there is limited experience in this age group. Patients with renal impairment: No
dose adjustment is necessary in patients with renal impairment, as opicapone is not
excreted by the kidney. Patients with hepatic impairment: No dose adjustment is
necessary in patients with mild hepatic impairment (Child- Pugh Class A). There is limited
clinical experience in patients with moderate hepatic impairment (Child- Pugh Class B).
Caution must be exercised in these patients and dose adjustment may be necessary.
There is no clinical experience in patients with severe hepatic impairment (Child-Pugh
Class C), therefore, Ongentys is not recommended in these patients. Contraindications:
Hypersensitivity to the active substance or to any of the excipients. Phaeochromocytoma,
paraganglioma, or other catecholamine secreting neoplasms. History of neuroleptic
malignant syndrome and/or non-traumatic rhabdomyolysis. Concomitant use with
monoamine oxidase (MAO-A and MAO-B) inhibitors (e.g. phenelzine, tranylcypromine and
moclobemide) other than those for the treatment of Parkinson’s disease. Pregnancy:
Ongentys is not recommended during pregnancy and in women of childbearing potential
not using contraception.
Lactation: Breast-feeding should be discontinued during
treatment with Ongentys. Warnings and precautions: Opicapone enhances the effects of
levodopa. To reduce levodopa-related dopaminergic adverse reactions (e.g. dyskinesia,
hallucinations, nausea, vomiting and orthostatic hypotension), it is often necessary to
adjust the daily dose of levodopa by extending the dosing intervals and/or reducing the
amount of levodopa per dose within the first days to first weeks after initiating treatment
with Ongentys, according to the clinical condition of the patient. Patients and care-givers
should be made aware that impulse control disorders including pathological gambling,
increased libido, hypersexuality, compulsive spending or buying, binge eating and
compulsive eating can occur in patients treated with dopamine agonists and/or other
dopaminergic treatments. Patients should be monitored regularly for the development of
impulse control disorders and review of treatment is recommended if such symptoms
develop. Increases in liver enzymes were reported in studies nitrocatechol inhibitors of
catechol-O-methyltransferase (COMT). For patients who experience progressive anorexia,
asthenia and weight decrease within a relatively short period of time, a general medical
evaluation including liver function should be considered.
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Reichmann H, et al. Effectiveness and safety of opicapone in Parkinson’s disease patients
with motor fluctuations: the OPTIPARK open-label study. Transl Neurodegener 2020;9:1–9.
Ferreira JJ, et al. Opicapone as an adjunct to levodopa in patients with Parkinson’s
disease and end-of-dose motor fluctuations: a randomised, double-blind, controlled
trial. Lancet Neurol 2016;15:154–65.
Lees AJ, et al. Opicapone as adjunct to levodopa therapy in patients with Parkinson
disease and motor fluctuations: a randomised clinical trial. JAMA Neurol 2017;74:197–206.
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Excipients: Ongentys contains lactose. Patients with rare hereditary problems of
galactose intolerance, the total lactase deficiency or glucose-galactose malabsorption
should not take this medicinal product. Drug interactions: Concomitant use of
opicapone with MAO inhibitors (e.g. phenelzine, tranylcypromine and moclobemide)
other than those for the treatment of Parkinson’s disease is
contraindicated.
Concomitant use of opicapone and MAO inhibitors for the treatment of Parkinson’s
disease, e.g. rasagiline (up to 1 mg/day) and selegiline (up to 10 mg/day in oral
formulation or 1.25 mg/day in buccal absorption formulation), is permissible. There is no
experience with opicapone when used concomitantly with the MAO-B inhibitor
safinamide. Therefore, their concomitant use should be considered with appropriate
caution. Opicapone may interfere with the metabolism of medicinal products
containing a catechol group that are metabolised by COMT, e.g. rimiterole, isoprenaline,
adrenaline, noradrenaline, dopamine, dopexamine or dobutamine,
leading to
potentiated effects of these medicinal products. Careful monitoring of patients being
treated with these medicinal products is advised when opicapone is used. Concomitant
use with tricyclic antidepressants and noradrenaline re-uptake
inhibitors (e.g.
venlafaxine, maprotiline and desipramine) should be considered with appropriate
caution. Particular consideration should be given to medicinal products metabolised by
CYP2C8 and their co-administration must be avoided. Particular consideration should
be given to medicinal products transported by OATP1B1 and their concomitant use
should be considered with appropriate caution. Adverse events: Refer to the SPC for all
side effects. Very common side effects (≥ 1/10): Dyskinesia. Common side effects (≥ 1/100
to < 1/10): Abnormal dreams, Hallucination, Hallucination visual, Insomnia, Dizziness,
Headache, Somnolence, Orthostatic hypotension, Constipation, Dry mouth, Vomiting,
Muscle spasms, Blood creatine phosphokinase increased. Uncommon side effects (≥
1/1,000 to < 1/100): Decreased appetite, Hypertriglyceridaemia, Anxiety, Depression,
Hallucination auditory, Nightmares, Sleep disorder, Dysgeusia, Hyperkinesia, Syncope, Dry
eye, Ear congestion, Palpitations, Hypertension, Hypotension, Dyspnoea, Abdominal
distention, Abdominal pain, Abdominal pain upper, Dyspepsia,
Muscle twitching,
Musculoskeletal stiffness, Myalgia, Pain in extremity, Chromaturia, Nocturia, Weight
decreased. Legal Category: POM. Basic UK NHS cost: Ongentys pack of 30: £93.90.
Marketing authorisation numbers: PLGB 21566/0004 EU/1/15/1066/003. Marketing
authorisation holder: Bial-Portela & Ca., S.A., A Avenida da Siderurgia nacional 4745-457
Coronado (S. Romao e S. Mamede) – Portugal. Further Information from: Bial Pharma
UK Ltd., Admiral House, St. Leonard’s Road, Windsor, SL4 3BL, UK.
Job code: UK/ON/2021/016(1). Date of preparation: October 2021.
Adverse events should be reported. Reporting forms and information can be found
at www.yellowcard.mhra.gov.uk or in Ireland: www.hpra.ie. Adverse events should
also be reported to BIAL on +44 (0)1628 531171 or bial@pharmalex.com
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ATRIAL FIBRILLATION

MATTERS OF THE HEART
To reduce the incidence of undiagnosed cases of atrial fibrillation, enhanced
patient understanding is key – not just regarding the risks of the condition,
but knowing how, and when, medical assistance is required. Experts speak to
WPR about the importance of pharmacists utilising their frontline role to help
individuals charter this unfamiliar territory.

COMMUNITY
PHARMACISTS RAYMOND
ANDERSON AND ASIM
ALI (IN COLLABORATION
WITH HIS TRAINEE
PHARMACIST, MISS
LARAIB VASEEM)
WHY IS EARLY DETECTION OF
ATRIAL FIBRILLATION (AF) SO
ESSENTIAL?

R: Early detection can prevent a
much more serious event as a result
of a clot developing. This can lead
to a life-changing event which not
only affects the person involved, but
their family, friends and colleagues
as well.
A: To avoid future complications
i.e. stroke, transient ischaemic
attack and heart failure. Early
detection is essential to prevent the
deterioration of the condition and
to act as early as possible for the best
patient outcome. Education is key
and it’s important that the health
professionals, as well as the general
public, are aware of the signs and
symptoms to be aware of.

HOW WOULD YOU IDENTIFY
PATIENTS AT HIGH RISK OF AF?

R: Those at risk of AF include older
people, those with high blood
pressure or underlying heart disease.
Other risk factors include those with
a high alcohol intake, who smoke,
are obese, or have a family history
of AF.
A: AF is most commonly associated
with patients who have an irregular
pulse with any of the following
symptoms: breathlessness,
palpitations, chest discomfort with
hypertension, coronary artery

8
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disease, and myocardial infarction. It’s also associated with dietary
and lifestyle factors. If patients do present with the classic symptoms
of AF, past and current medical history should be reviewed. Patients
suffering with cardiac disease, hypertension, diabetes and thyroid
disease can have an increased exposure to it. Patients presenting
symptoms suspect of AF should be assessed and referred as necessary.

WHAT ARE THE IMPLICATIONS OF THE DIAGNOSIS FOR PATIENTS?

R: AF can increase the risk of a stroke which has major implications
for a person’s health and wellbeing. Reducing this risk will benefit not
only the patient and their family, but will ultimately save time and
pressure on the health service as well. It will mean taking medication
on an ongoing basis to prevent such an event taking place and
making some lifestyle changes to help reduce the risk as well.
A: The condition can be associated with a reduced quality of life. It
can also result in reduced exercise tolerance and impaired cognitive
function. Medical intervention will be needed to stabilise the
condition and to prevent the condition worsening. If AF is detected
and treated early, the prognosis for the patient is greatly improved.

HOW CAN PATIENTS BE ADVISED TO ADHERE TO A HEALTHIER
LIFESTYLE?

R: Carrying out a screening programme will help identify those
patients at risk. This will then be helpful in counselling patients
to reduce their risk. If this is then linked to other public health
messages, such as smoking, obesity and alcohol consumption, it can
provide the patient with information to help them make the right
health choices. Ultimately the patient will make the decision but
as healthcare professionals we need to provide them with the right
information.
A: It’s important that a shared agenda is discussed at the start of the
consultation. Motivational interviewing allows patients to engage
in the conversation and encourages them to decide on their current
behaviours and future goals. Patients must be able to make informed
decisions regarding their health.

WHAT PHARMACIST-CENTRED SERVICES CAN HELP SUPPORT THIS
PATH TOWARDS IMPROVEMENT?
R: All initiatives linked with public health campaigns, smoking
cessation, obesity, alcohol consumption, exercise and looking after
your health, generally can help support this move to prevention,
rather than always having to treat someone after an event has taken
place.

A: The stop smoking service can be used by patients to help them
stop smoking through the provision of NHS-endorsed stop smoking
treatments. These are nicotine replacement products, and diagnostic
testing is also available in the pharmacy which allows the patient to
stay in touch with the vital signs.

REGINA GIBLIN, SENIOR
CARDIAC NURSE AT
THE BRITISH HEART
FOUNDATION

‘AF is a common condition, but its
symptoms can be overlooked. Often
people don’t experience any signs,
with AF often being detected during
a routine examination or check-up.
If left undiagnosed and untreated,
AF can lead to a devastating stroke,
so opportunistic screening is vital.
‘Pharmacists are perfectly placed
to help identify this hidden danger.
Manual pulse checks to identify
irregular heart rhythms can be
performed as part of blood pressure
monitoring services, or during a flu
clinic. Pharmacists can also show
patients how to carry out their own
manual pulse checks, help them
become familiar with AF symptoms
and how to manage them, and
advise them if they need to consult a
doctor about a formal diagnosis.’

THE IMPORTANCE OF
TECHNOLOGY

The recent development of
technologies for AF screening
means that pharmacists can play a
vital role in helping to reduce the
occurrence of strokes and premature
deaths, particularly in individuals
with asymptomatic AF.
With an estimated 90 per cent of
the population visiting a pharmacy
at least once a year, and more
frequently for patients with chronic
diseases, pharmacies provide a
perfect setting to perform screening
for AF. Through technology e.g
KardiaMobile, the pharmacy has
now become enabled to perform
rapid, remote diagnosis of cardiac
arrhythmias.
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6 is better
than 1.
Detect atrial fibrillation remotely
with KardiaMobile 6L, the world’s
first and only FDA-cleared,
CE-marked, 6-lead personal ECG.

There are more than 76,000 people in
Wales living with AF*. What if they could
monitor AF from home?
With KardiaMobile 6L, you'll receive an
unparalleled view of your patients' heart
activity in just 30 seconds. Get real-time,
medical-grade ECGs sent directly to
you—no appointment required.
Learn more about remote patient
monitoring in Wales with KardiaMobile 6L.

alivecor.co.uk/wal

Please visit alivecor.com/quickstart for a complete listing of
indications, warnings and precautions.
*Information on Atrial fibrillation in Wales can be found at
https://statswales.gov.wales/Catalogue/Health-and-Social-Care/
NHS-Primary-and-Community-Activity/GMS-Contract/
patientsonqualityandoutcomesframework-by-localhealthboard-diseaseregister
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COW’S MILK ALLERGY

COW’S MILK
ALLERGY: FACING
THE FACTS
Ensure that you’re equipped to answer
the key questions that families may have
about a cow’s milk allergy and help them
to minimise the risks with The Anaphylaxis
Campaign’s need-to-know round-up.

IMMEDIATE COW’S
MILK ALLERGY IN
INFANTS AND YOUNG
CHILDREN
THE CAUSES

Immediate cow’s milk allergy is wellunderstood by doctors. It occurs when the
body’s immune system wrongly perceives
some of the proteins in cow’s milk to be a
threat and, as a result, produces antibodies of
the Immunoglobulin E class (known as IgE
for short). These antibodies are specifically
targeted against one or more of the cow’s
milk proteins.
Subsequently, whenever the child comes
into contact with milk, these antibodies
trigger certain chemicals, such as histamine,
to be released from special immune system
cells in the blood and tissues where they
are stored. It’s the sudden release of these
chemicals in the body that causes the
symptoms.
Immediate onset milk allergy often
occurs when formula milk is introduced
to the infant’s diet or when the child is
weaned on to solids and dairy products are
introduced. There is often, but not always,
a close family history of allergy, such as
eczema, hay fever, asthma or food allergy in
a mother, father, brother or sister.

THE SYMPTOMS

Symptoms of immediate cow’s milk
allergy usually occur within minutes of
the milk protein being ingested, although
uncommonly there can be a delay of up to
two hours.
These symptoms may include:
• Widespread flushing of the skin
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• Nettle rash (otherwise known as hives or
urticaria)
• Swelling of the skin (known as
angioedema) anywhere on the body
• Swelling of the lips
• Abdominal pain, nausea and vomiting
These symptoms aren’t serious on their
own but may be an early sign of anaphylaxis.
It is vital to be alert to any deterioration.
More severe symptoms include:
• Swollen tongue
• Hoarse voice
• Difficulty swallowing
• Difficult or noisy breathing, wheeze,
persistent cough
• Faintness, drowsiness, dizziness
When these symptoms occur, the child’s
breathing may be compromised with reduced
oxygen levels.
In rare cases there may be a dramatic
fall in blood pressure (anaphylactic shock).
The person may become weak and floppy
and may have a sense of something terrible
happening. This may lead to collapse,
unconsciousness and – on very rare
occasions – death.
Most children with immediate onset
milk allergy experience mild or moderate
symptoms when they suffer their first
reaction. However, experience shows that a
subsequent accidental exposure to milk may
cause more severe reactions in some, but
not all, children, so care must be taken. It’s
important for individuals to participate in
discussions with their healthcare provider
regarding whether their child may be at risk
of more severe allergic reactions.

GETTING A DIAGNOSIS

If a child experiences any untoward
symptoms believed to have been triggered
by cow’s milk, it’s important for them

to see their GP. Some GPs have a clear
understanding of allergy, but immediate
onset allergy is a specialist subject, so it’s
more likely that their GP will need to refer
them to an allergy clinic. The GP can locate
an allergy clinic in their area by visiting the
website of the British Society for Allergy and
Clinical Immunology: www.bsaci.org/find-aclinic/index.htm
Once a referral occurs, a member of
the allergy team will discuss the child’s
symptoms with their carer in detail, as
well as their family’s possible wider history
of allergy. Valuable information can be
provided through allergy tests, such as skin
prick tests and blood tests. These tests can
help the doctor or specialist nurse predict the
likelihood that a specific food, or substance,
will cause an allergic reaction. They do not
predict how severe such a reaction might
be. Occasionally the allergy team may offer
a ‘food challenge’ to confirm diagnosis of
allergy to a specific food or to rule out food
allergy. The person will be asked to eat small
amounts of the suspect allergen, in this case
milk, gradually increasing the amount until
it is clear that he or she is not allergic, or else
a reaction occurs. Such tests should only be
done in an allergy clinic under controlled
conditions unless the allergy specialist is sure
it is safe to test at home.

IMMEDIATE COW’S
MILK ALLERGY IN OLDER
CHILDREN AND ADULTS
Cow’s milk allergy may begin in adult life
or persist from childhood. In the adult
age group, however, this form of allergy
is rare – with an estimated prevalence of
approximately one adult in 200. (Woods RK
et al, 2002) (Zuberbier T et al, 2004) Milk
allergy in adulthood is likely to be severe and
persistent and anaphylaxis (a life-threatening
allergic reaction) is a possibility in many
cases. Symptoms may affect the person’s
respiratory and cardiovascular systems, and
there could even be a severe fall in blood
pressure (anaphylactic shock).
The majority of adults with milk allergy
also have asthma. Therefore, emergency
treatment with adrenaline should always
be considered and these patients should be
under the care and monitoring of clinicians
experienced in the care of severe food allergy
in adults. (Luyt D et al, 2014)

DELAYED COW’S MILK
ALLERGY (NON-IGE MILK
WPR
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COW’S MILK ALLERGY
ALLERGY)

Formerly referred to as cow’s milk protein intolerance, this form
of milk allergy can occur with breastfeeding alone (exclusive
breastfeeding) due to the small amount of cow’s milk protein that
passes across into the breastmilk when the mother herself consumes
cow’s milk or dairy products. However, this is uncommon.
It can occur later in such breastfed infants when the time comes
for formula, dairy products or cow’s milk to be added into the diet.
However, it is much more likely to occur in infants who are only
being bottle-fed.
As with immediate onset milk allergy, there is often, but not
always, a close family history of allergy, such as eczema, hay fever,
asthma or food allergy in a mother, father, brother or sister.

THE NEED FOR A DIETITIAN’S
SUPPORT

The initial advice following the diagnosis of milk allergy is usually
the complete avoidance of cow’s milk and foods containing processed
cow’s milk, such as in cheese, yoghurt etc. in the child’s diet.
Referral to a registered dietitian can be made by either the GP
or allergy clinic. While waiting to be seen by the dietitian, it would
be helpful if the doctor is able to give some initial verbal advice and
supply some written advice on avoidance and what can be eaten
instead.
The British Dietetic Association provide a helpful list of
alternatives to cow’s milk. This can be accessed at www.bda.uk.com/
foodfacts under ‘Babies, Children & Pregnancy’.
The Anaphylaxis Campaign can also provide information, advice
and ongoing support. For more information, call the helpline on
01252 542 029 or email info@anaphylaxis.org.uk.

FEEDING

THE IMPORTANCE OF BREASTFEEDING

The incidence of cow’s milk allergy is lower in exclusively breastfed
infants compared to formula-fed or mixed-fed infants. Only about 0.5
per cent (one-in-200) of exclusively breastfed infants are allergic to
the cow’s milk in the mother’s own diet and most symptoms are mildto-moderate. (Vandenplas et al, 2007) Immediate onset milk allergy
usually begins when cow’s milk-based infant formula is introduced
or when other sources of dairy products containing milk protein are
introduced as the child is weaned onto solids.
If the breastfed infant has been diagnosed with a cow’s milk
allergy, the mother should continue to breastfeed and seek urgent
specialist allergy help, including dietetic advice to ensure that they
avoid all cow’s milk from their own diet. (Isolauri et al, 1999) This
is because some of the proteins from the cow’s milk they drink will
get into their breastmilk. The mother is likely to need calcium and
Vitamin D supplements during this process to ensure that they still
get these necessary nutrients in their diet. (NICE, 2014)

HYPOALLERGENIC FORMULAS

If the infant is allergic to cow’s milk, they may be recommended a
hypoallergenic infant formula where the protein content has been
specially prepared, reducing the allergenicity of the milk proteins.
In very severe cases, it may be necessary to use an ‘amino-acid
formula’. These do not contain any cow’s milk. These two groups
of hypoallergenic formulas are available on prescription and the
doctor will know which one to prescribe. They are all designed to be
nutritionally complete milks for the child.
WPR

THE ‘COMFORT’ RANGE OF FORMULAS

There is a further group of special formulas where the cow’s milk
protein is only partially broken down. These are the ‘Comfort’ range
of formulas, available over-the-counter. However, they are not
sufficiently hypoallergenic to have any role in the management of
cow’s milk allergy in children. (NICE, 2014)

LACTOSE-FREE MILK

Lactose-free milk isn’t suitable as it still contains the milk proteins
which cause allergic reactions.

SOYA PROTEIN-BASED FORMULAS

These are not considered a suitable alternative to cow’s milk for
infants less than six months old. However, they can be used in some
children over six months of age who have been shown to have no
allergy to soya. (British Dietetic Association, 2010)

RICE MILK AND OTHER MILK SUBSTITUTES

Rice milk isn’t advised before the age of four-and-a-half years. Readymade soya, oat, coconut, almond, pea and other ‘milk’ substitutes may
be used after two years of age or perhaps earlier in the second year of
life at the discretion of their dietitian. A brand fortified with calcium
should be used where possible. (NICE milk allergy guideline, 2014)

MILK FROM OTHER MAMMALS

The milks from all mammals share to varying extent similar proteins
and therefore none of these alternative mammalian milks are
recommended for use. The milk from those mammals that are most
closely related to humans – goats, sheep, and buffalos – are the most
likely to cause similar allergy symptoms. The milk from donkeys,
horses and camels are perhaps a little less likely to cause such
symptoms. (World Allergy Organisation milk guideline, 2010)

WEANING ONWARDS

Children with immediate cow’s milk allergy should initially avoid
milk in all forms. As well as the obvious ingredients (such as cream),
they should avoid the following:
• Cheese
• Yoghurt
• Butter, butter fat, buttermilk or butter oil
• Ice-cream (even when sold as non-dairy – products called ice-cream
in the UK must contain at least 2.5 per cent milk protein)
• Fromage frais
• Crème fraiche
This isn’t a full list and there are many other food products that
contain milk protein.
For more information, visit www.www.anaphylaxis.org.uk.
• Woods RK, Thien F, Raven J, Walters EH, Abramson M, 2002. Prevalence of food allergies in young
adults and their relationship to asthma, nasal allergies, and eczema. Ann Allergy Asthma Immunol 2002;
88:183-9
• Zuberbier T, Edenharter G, Worm M et al, 2004. Prevalence of adverse reactions to foods in Germany –
a population study. Allergy 2004; 59:338-45
• Luyt D, Ball H, Makwana N, Green MR, Bravin K, Nasser SM, Clark AT, BSACI guideline for
the diagnosis of cow’s milk allergy. Clin Experimental Allergy. 2014; (44): 642-672. The section on
‘Pharmaceutical agents containing milk’ is reproduced from the BSACI guidelines with the kind
permission of Dr Andrew Clark, Chair of the Standards of Care Committee (SOCC) committee of the
BSACI
• British Dietetic Association Paediatric Group (2010). Position Statement Use of Infant Formulas based
on Soy Protein for Infants
• World Allergy Organization (WAO) Diagnosis and Rationale for Action against Cow’s Milk Allergy
(DRACMA) Guidelines. April 2010
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Help them
face life’s
adventures
EleCare® is designed to help
support the immune needs of
formula-fed infants with severe
cow’s milk allergy and/or
multiple food allergies.

EleCare is the ﬁrst amino acid-based formula
to contain 2’-FL*†, a major component of most
mothers’ breast milk:1
Helps support the
immune system in
the gut and beyond 1–3

Supports healthy
growth and symptom
resolution§4–7

Contains 2’-FL* which
has proven benefits on
the gut and systemic
immune responses‡

Trusted by mums
and healthcare
professionals8,9

with

2’-FL*

Contact your local Abbott Account Manager to learn more
or call Freephone Nutrition Helpline on 0800 252 882
IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. EleCare is a food for
special medical purposes and should only be used under the recommendation or guidance of a healthcare professional.
*The 2’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL,
found in most mothers’ breast milk.1
†MIMS. September 2020.
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not EleCare), compared to control formula
without 2’-FL.
§Studies conducted in infants fed standard EleCare formula without 2’-FL.
References. 1. Reverri EJ, et al. Nutrients. 2018;10(10). pii: E1346. 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. Borschel MW, et al. Clin Pediatr (Phila).
2013;52(10):910–917. 5. Borschel MW, et al. BMC Pediatr. 2014;14:136. 6. Sicherer SH, et al. J Pediatr. 2001;138:688–693.
7. Borschel MW, et al. SAGE Open Med. 2014;2:2050312114551857. 8. RTI research. Abbott EleCare
No.1 Dr Recommended. Final Results. 2019. 9. Abbott. EleCare Promotional Claims Parent Survey. 2019.
UK—2000065 September 2020
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CASE STUDY

A WORK-IN-PROGRESS
In this article, pharmacist Kelly Jones reflects on her
Quality Improvement Skills Training with Health Education
and Improvement Wales and the changes which she has
subsequently helped shape in patient safety.

Kelly Jones
Kelly Jones is a pharmacist who completed her Silver IQT training
with the Quality Improvement Skills Training (QIST) Team in
April 2019. Kelly then went on to undertake a project, ‘Improving
the Process of Medicines Reconciliation in Dementia Patients at
Neath Port Talbot Hospital’, which was submitted for marking
and accreditation in October 2020. Marking was completed and
accreditation awarded in May 2021, with excellent feedback,
including a recommendation that the project be shared widely across
Wales due to the patient safety issues addressed. It was also suggested
that it could be a potential submission for the NHS Awards in the
Patient Safety category.
Here, Kelly talks about her project and shares her experience of
undertaking IQT Silver with the QIST Team:
‘Following the reconfiguration of Neath Port Talbot Hospital
(NPTH) in 2012, the pharmacy department embraced a lot of changes
and has evolved alongside other departments within the hospital
to provide the best care for patients with dementia. With an ageing
population, the demographic seen at NPTH is a frailer patient with
more complex needs taking a higher number of medications. Medicines
reconciliation at NPTH has definitely become a more complex longer
process, resulting from patients being unable to accurately confirm
medication history and incomplete medication lists obtained from GP
surgeries (patients obtaining additional medications from specialist
clinics).
‘The picture that we were seeing at NPTH was anti-dementia
medication being missed during initial clerking and transferred
dementia patients presenting with worsening symptoms, increased

WPR

delirium and behavioural issues, requiring rapid referral to the elderly
mental health team. The current process of medicines reconciliation
was therefore potentially inefficient and potentially putting dementia
patients at risk of not receiving the right medicine at the right time.
‘Attending the QIST Pharmacy Silver IQT Workshop Programme,
led by Dr Gethin Pugh (QIST Programme Lead, Health Education
and Improvement Wales (HEIW)), was invaluable and showed me
how to use specific tools to enable identification and scoping of the
problem discussed and how best to identify certain stakeholders to
allow implementation of small tests of change through a series of PDSA
cycles to allow improvement of work streams and systems. The course
consolidated the importance of teamwork to bring about change to
improve patient-centred care.
‘The main aim of our IQT project was to streamline medicines
reconciliation, to prevent anti-dementia medications from being missed
during initial clerking, and to reduce the time taken to retrieve an
accurate medication history. The IQT framework was fundamental in
our approach, not only as a guide to help identify deficiencies within
our system, but to identify possible solutions through communication
and teamwork.
‘The findings of this QI project have been positive, and we have
reached our aim of reducing the time taken to retrieve the antidementia medication information by 50 per cent. Our team are
continuing to drive this project to reduce the number of missed antidementia medications to zero and have had interim success at obtaining
read-only access to the new anti-dementia database but are currently
waiting on primary care and the proposal for GPs to implement
prescribing according to specialist recommendations to ensure that a
safe, sustainable and robust service is established.
‘I would like to thank Dr Gethin Pugh for his immense
encouragement, teaching and expertise. His input was invaluable and
the main driving force to see change occur.’
For more information on the QIST Programme or the HEIW
Improvement Prize, contact the QIST Team at HEIW.QIST@wales.
nhs.uk.

ABOUT HEIW

HEIW was established on 1st October 2018 and is a Special
Health Authority sitting alongside health boards and trusts within
NHS Wales. They have a leading role in the education, training,
development, and shaping of the healthcare workforce, supporting
high-quality care for the people of Wales.
For more information, visit www.heiw.nhs.wales.
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PROMOTION

PRIDE
OF
PLACE

‘Pharmacy steps
up, yet again!’
says Paul Insley,
Head of Bestway
Medhub & Wardles.
National pharmacy wholesaler, Bestway Medhub, has been working
hard behind-the-scenes stocking the independent pharmacy market
with flu jabs since the middle of September.
Paul Insley, Head of Bestway Medhub & Wardles, said, ‘The
annual flu jab service is another example of how the pharmacy sector
adds real value and helps keep millions of patients protected from this
virus, which can lead to serious illness. Pharmacies are in the heart of
the communities and ideally placed to offer these important NHS and
private healthcare services in a convenient and accessible way.
‘As a result of the pandemic, flu infection levels last year were
low because of people not mixing, wearing masks, social distancing,
and restricted travel. It’s anticipated that the winter flu season in the
UK could be up to 50 per cent larger than usual. Flu can be a serious
illness and the pharmacy sector has already shown they are highly
experienced, trained and skilled to deliver large-scale vaccination
programmes.’
On top of the busy flu season, many pharmacies are also
supporting the NHS administering the COVID-19 Booster
programme, which will protect millions of vulnerable people this
winter.
Paul said, ‘I continue to be incredibly proud and inspired by our
pharmacists and pharmacy teams who have stepped up, yet again, to
play their part in the fight against COVID and continue to protect the
communities they serve. As a pharmacist myself, I know how busy
the flu season is. Administering the COVID-19 Booster service on
top of the flu jab service is an incredible achievement. I would like to
say a heartfelt thank you to all the pharmacy teams who continue to
go above and beyond looking after the nation’s health and wellbeing.
‘At Medhub we live by our values and offer a transparent, fair and
simple service, because that’s what our customers have asked for. We
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Paul Insley
know your priority is the wellbeing of your patients and communities
and we are here to be your trusted and reliable partner to help you
grow a healthy and sustainable business.’
For more information or to set-up an account, contact the
Bestway Medhub team on 0800 050 1055 and email sales@
bestwaymedhub.co.uk.
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We work in partnership with independent pharmacies and dispensing
practices across the UK, helping to look after our communities across Wales.
When you’re running a pharmacy, you’ve got enough to worry about
without over-complicated wholesale schemes, terms and targets.
That’s why we’ve made ordering from us as easy as possible.
Here’s how:

FAIR PRICING
Minimum spends, thresholds and rebates? Not us. We give you
a simple net price, the price you see is the price you pay.

CLEARER INSIGHTS
Stay one step ahead with customised reports and clear market
insights, helping you predict shortages and get organised.

SIMPLE ORDERING
Our choice of ordering options include buying group and cascade
partners, PMR order page, telesales, email and also via our own
web portal. It’s easy to order what you need, the way you want to.

EASIER CONTACT
With us you get one-on-one support from a dedicated
account manager and telesales support executive.

READY FOR SIMPLER WHOLESALE SUPPLIES?
Call: 0800 050 1055
Email: sales@bestwaymedhub.co.uk
Visit: bestwaymedhub.co.uk
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NEWS

THE SECTOR CELEBRATES THE CLINICAL
PHARMACY CONGRESS’ RETURN
The Clinical Pharmacy Congress (CPC) returned to the ExCeL
London in September – live and in-person – providing clinical
pharmacy professionals access to inspiring new content, over 125
leading pharmaceutical suppliers and training and development
opportunities.
Being the first major reunion of the industry, the CPC hosted
popular clinical, political sessions surrounding current issues in
11 theatres and workshops, as well as offering multiple networking
opportunities on the exhibition floor. The practical skills zone
returned for another year and the showcase theatre featuring
everyday challenges and projects opened its doors. The poster zone
hosted over 80-plus abstracts submitted from pharmacy professionals
in the sector.
‘It’s the first time I’ve been to the CPC, and it’s fantastic to see so
many people here, and to see so many clinical pharmacists. There
is so much change happening at the moment in primary care,’
commented Matt Kearney.
‘It’s brilliant, it’s so great to be back at the CPC and see people
you haven’t seen for so long, in-person – you can’t replicate it online!
We’ve done a great job with Teams and Zoom, but actually face-toface, having that human-to-human connection, is invaluable – it’s

WELSH PRE-REGISTRATION
PHARMACIST TRAINEES COME
OUT TOP
Pre-registration pharmacist trainees in Wales have come top across the
UK in the latest General Pharmaceutical Council (GPhC) registration
assessment.
The GPhC registration assessment has to be passed by all trainees
to allow them to register as pharmacists, as well as completing their
foundation (previously known as pre-registration) training year. In July
2021, 88.3 per cent of entrants from Wales passed compared to 86.7 per
cent in Scotland and 80.8 per cent in England.
The Pharmacy Deanery of Health Education and Improvement Wales
(HEIW) supports foundation and post-registration education and
training for the whole pharmacy workforce in Wales.
Margaret Allan, Pharmacy Dean at HEIW, said, ‘I am absolutely
delighted that Wales pre-registration trainees have again had great
success in the GPhC July 2021 registration assessment. This is the second
consecutive year that the HEIW programme has had the highest UK
GPhC registration assessment pass rate.
‘This is a real endorsement of the transformation Wales has made to a
multi-sector, centrally quality-managed programme. I am delighted to say
that for 2022, all training posts will be multi-sector, supporting the vision
of A Healthier Wales.
‘Congratulations to all the pre-registration trainees on your success
during a very challenging year and a very big thank you to the hard work
and dedication of the HEIW foundation team.’

16

NOV 2021

been great so far,’ added Annie Sellers.
There was plenty to celebrate. The 2021 edition marked the 10th
year of the CPC, and in recognition of the anniversary a celebration
took place on Saturday, while also honouring World Pharmacists Day
and the incredible efforts and sacrifices made during the COVID-19
pandemic.
The CPC Awards, presented by Paula Higginson, the CPPE, and
Dr Keith Ridge CBE, Chief Pharmaceutical Officer, NHS England
and NHS Improvement, acknowledged pharmacy professionals in the
categories of COVID Hero, Excellence in Hospital Pharmacy Practice,
Clinical Community Pharmacy Practice, Clinical Leadership, General
Practice Pharmacy and Use of Technology in Pharmacy Practice.
CloserStill Media, the organisers of the congress, presented Dr
Ridge with a retirement gift and thanked him for his support of the
event over the last 10 years.
Feedback from the CPC suppliers that joined the exhibition
was also hugely positive – with businesses reporting two extremely
successful days of business and networking. They also noted the
special atmosphere around the exhibition floor. Most were delighted
to be back at an in-person event networking with customers and
suppliers. The show will be back next spring from 12th-to-13th May
2022.

CARDIFF UNIVERSITY
TO TAKE LEADING ROLE
IN COVID-19 ANTIVIRAL
TRIAL
Cardiff University is to play a major role in UK-wide research into
antiviral drugs that could help protect people from the worst symptoms of
the virus – working with Health and Care Research Wales and the Welsh
government to support the study, led by the University of Oxford.
Researchers at Oxford have been awarded funding by the National
Institute for Health Research to carry out the work with colleagues at
several UK universities, including Cardiff, and the NHS.
The PANORAMIC trial (Platform adaptive trial of novel antivirals for
early treatment of COVID-19 in the community) will be the first clinical
trial of its kind to test novel antiviral COVID-19 treatments for use early
in the illness by people with COVID-19 in the community and who are at
higher risk of complications.
The Cardiff University team working on this are from the Centre
for Trials Research (CTR) and the Division of Population Medicine,
representing a strong collaboration between clinical trials and primary
care, led by Professor Kerry Hood and Dr Andrew Carson-Stevens.
Professor Hood, Director of the CTR, who is leading the trial in
Wales, said, ‘This is a really important study to drive the way in which we
manage and treat COVID-19 in the community. Our involvement builds
on a strong tradition in Wales of designing and delivering important and
impactful primary care research.’
Professor Hood will also be leading an evaluation within the study on
the effectiveness of offering treatment to household contacts of people
with COVID-19 to see if it reduces their chances of getting the virus.
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Alkindi® for the Individual
Individualised, accurate and ﬂexible dosing —
without the need for compounding1

hydrocortisone granules
in capsules for opening
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SKINCARE

IN THE COLD
LIGHT OF DAY
The winter months can wreak
havoc on patients’ skin, particularly
when they have an existing chronic
dermatology condition. Online health
community, talkhealth, home in on
the support for people with winter
skin conditions, and the resources
which can aid dermatology during the
colder days.
Chapped lips, dehydration and flaking are things that we can all
experience in cold snaps, but throw psoriasis or eczema into the mix
and some patients can have a real problem on their hands.

WHY DO SOME SKIN CONDITIONS GET WORSE IN THE
COLD?

You, more than anyone, know about the increase in dermatology
patients in winter. This surge in cases is due to the drop in moisture
levels in the air as it gets colder. It’s easy to forget how important
humidity is for skin health. Studies show that when people move
from areas of high to low humidity, their skin elasticity decreases and
they are more vulnerable to mechanical stress and fracture.
In summer, there is a higher dew point in the air and lower
pressure – this allows for the skin to remain hydrated and for more of
the air’s moisture to be absorbed. In the winter, the opposite happens,
leaving dermatology patients with what is commonly called the
‘winter itch’.

THE EFFECT OF WINTER WEATHER ON PSORIASIS

We might blame drier air for psoriasis flare-ups, but patients also
miss out on one of their most natural remedies in winter – the sun!
With less sunlight, increased winds and more air-con, psoriasis-prone
skin is more likely to crack, become infected and cause discomfort.
On top of the usual treatment tips for psoriasis – like steering
clear from hot showers, using a heavy emollient, and drinking plenty
of water – it may be useful for your patients to take a look at the
talkhealth forums.
A simple search on our platform will leave them with hundreds of
anecdotal patient experiences at their fingertips. For example, back
in 2018 one talkhealth member expressed their skin’s discomfort
in winter months and the British Skin Foundation’s consultant
dermatologist, Dr Sarita Singh, gave them brilliant advice about
finding the right creams. This is just one example of a time when
our online clinics helped a member of the public to manage their
condition, easing the necessity for a visit to her doctor.
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THE EFFECT OF COLD SNAPS ON ECZEMA

Often, families crank up radiators and heat their homes in winter,
this can pose an even bigger risk to patients with eczema. On top
of creating an environment that is too hot – which causes increased
itching anyway – a hot home is more prone to mould spores which
trigger eczema symptoms in some patients and lay dormant in a
humid household. Advising families to keep their thermostat at a
steady temperature of 20oC throughout the year will aid better skin
and maintain healthy hydration.
Keeping a healthy home is also key for eczema patients due to the
effect that skin conditions can have on mental health and wellbeing.
By ensuring that your patients feel safe in their homes, you can help
them to live life as normal. In the knowledge that 50 per cent of adults
with eczema are diagnosed with anxiety or depression, mental health
is a vital topic covered in our free mydryskin support programme.
The 12-week programme is a downloadable, digestible programme
that you can signpost to any of your patients who need a helping
hand when it comes to self-management of their skin condition.
As well as mental health, the weekly email PDFs cover topics like
symptoms and treatments, patient stories, and there’s even one full of
tips for speaking with their GP!

THE BOTTOM LINE

With colder weather fast approaching, you will witness an increased
number of dermatology complaints, as those with chronic skin
conditions experience worsening symptoms. And, with the
dermatology services still under increased pressure, we want you
to use talkhealth’s resources to push patient care to new realms.
Whether it’s signposting our digital clinics, encouraging patients to
sign up to our free support programmes, or tuning into skin-related
webinars yourself, we are dedicated to aiding dermatology primary
care this winter.
For more information, visit www.talkhealthpartnership.com.

WPR

WWW.CERAVE.CO.UK

AVAILABLE FROM PHARMACIES NATIONWIDE

MANAGING
ECZEMA-PRONE
SKIN
O
EST R

E

R

EXPOSED TO EXCESSIVE WASHING

U

K

Y

PUBLISHED

STUD

CERAVE CREAM & LOTION SHOW SIGNIFICANT HYDRATION
OVER 24HR IN SINGLE APPLICATION VS THREE COMMONLY
PRESCRIBED REFERENCE EMOLLIENTS¹

PMID: 32671664

****
****

45
40 50
Skin Hydration (Capacitance, AU)

SCAN THE QR CODE
TO ACCESS THE FULL
PUBLICATION

Skin Hydration (Capacitance, AU)

50

****
****

****
****

35 45

****
****

****
****

*

30 40

****
****

25 35

Sufficiently hydrated
Dry

CeraVe Cream
****
****

****
****
Dry

*

20 30
15

NTC

Sufficiently hydrated

CeraVe Lotion
NTC
NTC
Reference Cream A
CeraVe Cream
Reference Cream B
CeraVe Lotion
Reference Cream C
Reference Cream A
Reference Cream B

Very dry

Reference Cream C

25

0
20
15

6

12

Very dry
18

24

Time post-application (hours)
0

6

12

18

24

Time post-application (hours)

KEY FEATURES
CERAMIDES 1, 3, 6-II
help to protect the skin’s
natural barrier

• Also suitable for eczemaprone skin and senile xerosis
• Non-comedogenic
• Hypoallergenic

MULTIVESICULAR
EMULSION
TECHNOLOGY
controlled release
for all day hydration
HYALURONIC ACID
helps retain skin’s
natural moisture

For patient materials
and samples, scan the
QR code to email us at
medical.uki@loreal.com

“An investigation of the skin barrier restoring effects of a cream and lotion containing ceramides in a multi-vesicular emulsion in people with dry, eczema-prone, skin: THE RESTORE STUDY
PHASE 1” Danby SG, Andrew P, Kay L, Pinnock A, Chittock J, and Cork MJ

1

WWW.WALESHEALTHCARE.COM

HYPERCHOLESTEROLEMIA

THE HIGH
ROAD

With hypercholesterolemia
possessing the potential
to spark a myriad of health
problems in the future,
knowledge for its navigation and
prevention is key. The HEART
UK team tell us more.

HOW COMMON IS HYPERCHOLESTEROLEMIA?
High cholesterol affects over half the adult population.

WHAT FACTORS CONTRIBUTE TO ITS OCCURRENCE?
Cholesterol is a fatty substance which is made in the liver. It’s
found in some foods too. We all need some cholesterol in our
bodies just to keep us ticking over, but having too much can
clog up your arteries and lead to health problems in the future.
By getting a simple cholesterol test and making positive lifestyle
changes, most people can keep their cholesterol levels healthy.
Cholesterol plays a vital role in how the body works. There is
cholesterol in every cell in the body, and it’s especially important
in your brain, nerves and skin.
An individual’s blood fats (that is your cholesterol and
triglycerides) can become raised for a number of reasons. For
example:
• A diet high in saturated fats
• Not being active enough, so the fats that are eaten aren’t used up
for energy
• Genetic conditions which mean that the fats aren't processed in
the usual way

WHAT SEVERE REPERCUSSIONS CAN BE
ASSOCIATED WITH THE CONDITION?

High cholesterol means that there is too much cholesterol in an
individual’s blood. This can clog up their arteries – the large blood
vessels that carry blood around the body. Over time, this can lead
to serious problems.
Excess cholesterol can be laid down in the walls of the arteries.
Fatty areas known as plaques can form, and these become harder
with time, making the arteries stiffer and narrower. This process is
called atherosclerosis.
When the arteries become narrower, it’s harder for blood to
flow through them. This puts a strain on the heart because it has
to work harder to pump blood around the body. Eventually, the
heart can become weak and can’t work as well as it should.
Blood clots can form over the fatty, hardened parts of the
arteries. The blood clots can block the artery completely, cutting
off the blood flow. Bits of the blood clots can break away and
become lodged in an artery or vein in another part of the body,
which can cause a heart attack or stroke.
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WHAT CAN HAPPEN IF THE ARTERIES BECOME
CLOGGED UP?

If an individual’s arteries become clogged up with blood fats,
their blood can’t flow around their body easily. This can lead to a
number of diseases of the heart and blood vessels:
• Coronary heart disease (coronary artery disease)
• Angina (chest pain)
• A heart attack
• Heart failure
• Stroke
• Mini strokes (TIAs)
• Peripheral arterial disease (PAD)
• Vascular dementia

HOW IS A DIAGNOSIS OF HYPERCHOLESTEROLEMIA
GENERALLY CONFIRMED?
The only way for individuals to know their cholesterol levels is to
get a check.
High cholesterol doesn’t usually have any signs or symptoms
and it can be caused by your genes as well as your lifestyle, so we
advise individuals to get a check even if they are young, fit and
feeling healthy.
A cholesterol check involves a simple blood test. The patient’s
doctor should also check another blood fat called triglycerides, as
these also affect heart health.
A test will show whether individuals need to make healthy
changes. High cholesterol can lead to heart attacks and strokes. A
cholesterol test, along with other simple tests, including a blood
pressure test, BMI and waist measurement, will give them a good
idea of their heart health and show whether they need to make
any lifestyle changes or need treatment.

WHAT TREATMENT OPTIONS HAVE THE MOST
SUCCESS RATE?

The most widely-used medicine to lower cholesterol is a statin,
but there are other medicines available too and some may only be
prescribed in a specialist lipid clinic.

IS THERE ANY LIFESTYLE ADVICE WHICH IS
PARTICULARLY EFFECTIVE?

Individuals can be advised that making some simple changes to
their lifestyle can keep their cholesterol levels and heart healthier.
They should eat a healthy diet, keep active, cut down on alcohol,
avoid smoking and look after any other health problems they may
have to look after their heart.

ABOUT HEART UK

HEART UK’s vision is to prevent early disease and deaths from
cholesterol and other blood fat (lipid) conditions in the UK. Their
aim is for people to know and understand their cholesterol and
other blood fat (lipid) levels and take appropriate action.
For more information, visit www.heartuk.org.uk.
WPR
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Welsh

Pharmacy
Awards

The Vale Resort,
Glamorgan
13th October 2021

AND THE WINNERS ARE…
The Welsh Pharmacy Awards ceremony recently returned
– with the evening pulsating with more poignancy and
importance than ever before.
Following the transition of last year’s
Welsh Pharmacy Awards online in
response to COVID-19 restrictions,
Wales’ pharmacists were once again
able to come together in-person and be
publicly recognised for their excellence
throughout the last 18 months and
beyond.
The Vale Resort, Glamorgan, was
the venue of choice for the 2021
ceremony, with esteemed presenter
Andrea Byrne taking the helm as host
and commanding the 250-plus audience
which encompassed a mix of the
sector’s professionals, students, and
key industry representatives.
Over the course of the evening,
the title-holders of the 11 competitive

WPR

categories were announced, including
Business Development of the Year and
Independent Community Pharmacist of
the Year.
Rounding off the proceedings was
the announcement of the 2021 Special
Recognition Award honouree – which,
for the first time, was dedicated to the
entire Welsh pharmacy community in
tribute to their collaborative efforts,
commitment and resilience in the face
of unprecedented COVID-19 pressures.
Throughout the evening, funds were
also raised for this year’s nominated
charity, Pharmacist Support.
All the winners and their reactions
are featured over the following pages.
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EXCELLENCE IN
DELIVERING SELFCARE AGENDA IN
COMMUNITY
PHARMACY

Sponsored by Johnson & Johnson

‘I was delighted to receive the nomination and award –
more so because of the recognition for my team who
have done an unbelievable job through the pandemic.’

Mike Wallington
Boots, Sanatorium Road
‘Congratulations to Mike, a very deserving winner who
has clearly worked with the patients and the services
at the heart of what he does. Keeping the patient and
their needs front and centre of the pharmacy strategy
is so important. It is due to the people working in
pharmacy, and the people supporting them and doing
so safely, that pharmacy is at the forefront of the NHS,
and the first choice for patients more so than ever
before.’

Graham Powrie
Johnson & Johnson

Chris Feliciello collecting the Excellence in Delivering Self-Care
Agenda in Community Pharmacy Award on behalf of its winner,
Mike Wallington, Boots, Sanatorium Road, with Chris Flannagan,
Kyron Media, and Linda Jones, Murch Pharmacy

HOSPITAL
PHARMACY TEAM
OF THE YEAR

WINNER
Sponsored by Ethypharm UK

‘It’s great to see our work being recognised –
always patient-focussed and a great example of
the benefits of ward-based working. We would
like to say a big thank you to every single member
of the team, including the wider multidisciplinary
team.’
The Acute Surgery and Orthopaedic Trauma
Pharmacy Team
Morriston Hospital
‘Ethypharm are delighted to be sponsoring the
Welsh Pharmacy Awards again this evening,
and particularly the Hospital Pharmacy Team of
the Year Award. Plenty of people deserve this
accolade but this year’s winner is just fantastic.
Well done!’
Paul Concannon
Ethypharm UK

Hospital Pharmacy Team of the Year Award winner, The Acute
Surgery and Orthopaedic Trauma Pharmacy Team, Morriston
Hospital, with Paul Concannon, Ethypharm UK
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Sponsored by The Pharmacists’
Defence Association

PHARMACY
STUDENT
LEADERSHIP

‘I’m so surprised and I can’t believe it. It’s such a
fabulous opportunity – thank you so much.’
Caitríona O’Driscoll
Cardiff University
‘We’re delighted to be sponsoring this award
again. We really value the investment that we
make in ensuring that students are encouraged
and supported as our emerging leaders in
pharmacy. The last 18 months have shown that
leadership is very much needed in healthcare and
our finalists tonight have really demonstrated
what they’ve done.’
Alison Jones
The Pharmacists’ Defence Association

Pharmacy Student Leadership Award winner, Caitríona O’Driscoll,
Cardiff University, with Alison Jones, The Pharmacists’ Defence
Association, and Professor Andrew Morris, Swansea University

INNOVATIVE
TECHNOLOGY
PROJECT OF THE
YEAR

WINNER

Sponsored by Cegedim Healthcare
Solutions & Willach UK Ltd

‘We’re so pleased to win this award! We developed
the project over six months and we’re really proud.
Thank you.’
Insync Pharmacy and Vudu Technologies
‘We’re absolutely delighted to sponsor this award.
We’re dedicated to healthcare and technology, and
the efforts and achievements of the winning team
prove just what a great industry we work in.’
Kenny Lawton
Cegedim Healthcare Solutions
Innovative Technology Project of the Year Award winner, Insync
Pharmacy and Vudu Technologies, with Kenny Lawton, Cegedim
Healthcare Solutions, and Jonathan Power, Avicenna
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INNOVATIONS IN
SERVICE DELIVERY IN
COMMUNITY
PHARMACY
(INDEPENDENT)

Sponsored by Numark

‘We’re shocked! Thank you to the whole team.
The last 18 months have been horrendous
for community pharmacy so we’ve started an
independent prescribing course and worked with
our local GP surgery, and we’ve just started an ear
wax removal service.’
The Medihub Pharmacy Team
Pontarddulais
‘Numark are thrilled to sponsor this award. It’s
fabulous to be able to get back into the room
and celebrate the great success of pharmacists.
Service innovation is at the heart of the future of
pharmacy.’
Jeremy Meader
Numark

Innovations in Service Delivery in Community Pharmacy
(Independent) Award winner, The Medihub Pharmacy Team,
Pontarddulais, with Jeremy Meader, Numark, and Elen Jones,
Director for Wales, Royal Pharmaceutical Society

PATIENT SAFETY
DEVELOPMENT IN
SECONDARY CARE

WINNER

Sponsored by CareFlow Medicines
Management

‘We’re very proud to win. This involved a really big
collaborative effort from everybody around Wales.
Great leadership was shown by NHS Wales shared
services and the Welsh government to fund this
project and have the vision for it. Thank you to
everyone for all their teamwork.’
Gareth Tyrrell
CPTS, Newport
‘The aim of this award was to recognise an
innovative approach to optimising processes and
improving patient outcomes and Gareth Tyrrell
did just that. CareFlow Medicines Management
would like to thank Gareth and all of his fantastic
peers who were also nominated for this award
for coming along to the ceremony – we know it
was tough for the judges with so much innovation
going on in Wales right now!’
Alan Mutton
CareFlow Medicines Management

Patient Safety Development in Secondary Care Award winner,
Gareth Tyrrell, CPTS, Newport, with Alan Mutton and Gareth Bate,
CareFlow Medicines Management
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INDEPENDENT
COMMUNITY
PHARMACY
PRACTICE OF THE
YEAR

Sponsored by Cambrian Alliance Group

‘We’re absolutely thrilled to win this award and
accept it on behalf of the team. Having taken over
the branch just two months before COVID hit,
we have had to think on our feet and put in some
rapid changes and innovations. We couldn’t have
done it without the vision and leadership of Alison
and the team’s willingness to adapt and change.’
The Neath Pharmacy Team
Orchard Street
‘Cambrian Alliance Group are pleased to be
involved in these awards as always, but especially
after the last 18 months. The efforts that all
community pharmacies have put in has been
brilliant.’
Nathan Wiltshire
Cambrian Alliance Group

Independent Community Pharmacy Practice of the Year Award
winner, The Neath Pharmacy Team, Orchard Street, with Elen
Jones, Director for Wales, Royal Pharmaceutical Society, and
Nathan Wiltshire, Cambrian Alliance Group

MANAGEMENT OF
SUBSTANCE
DEPENDENCY IN THE
COMMUNITY

WINNER
Sponsored by Ethypharm UK

‘I am absolutely honoured to win this award. I
would like to pay a special thanks to all of the
staff at Sunnybank Health Centre who allow me to
do what I do. Thank you!’
Jack Lewis
Sunnybank Health Centre, Blackwood
‘We’re delighted for Jack! He comes from a small
community and does great work with the patients
within it. Congratulations.’
Ken Sutherland
Ethypharm UK

Suzanne Scott-Thomas, Royal Pharmaceutical Society Welsh
Pharmacy Board Chair, and Ken Sutherland, Ethypharm UK,
collecting the Management of Substance Dependency in the
Community Award on behalf of its winner Jack Lewis, Sunnybank
Health Centre, Blackwood
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Sponsored by New Directions Pharmacy

GP PRACTICE
PHARMACY TEAM
OF THE YEAR
‘It’s great to be honoured for our work and we
want to thank the wider team and all the support
staff too. Thank you.’
The Pharmacy Team
Furnace House Surgery, Carmarthen
‘We’re unbelievably privileged to be able to
support this important award – especially with it
being a new category!’
Elen Searle
New Directions Pharmacy

WINNER
GP Practice Pharmacy Team of the Year Award winner, The
Pharmacy Team, Furnace House Surgery, Carmarthen, with Elen
Searle, New Directions Pharmacy, and Kate Spittle, GP Practice
Pharmacist Trainer / Consultant

BUSINESS
DEVELOPMENT
OF THE YEAR

Sponsored by AAH Pharmaceuticals

‘We are pleased to accept this award on behalf of
all of the hard work of the branch.’
The Bargoed Pharmacy Team
Under Cardiff Road, Bargoed
‘On behalf of AAH, we have been sponsoring
this event for many years and it’s great to be
back. The particular importance of this award
for us is that it looks at the future. The business
development side is really hard for pharmacies
because they have important work to do with
looking after their patients, but business
development keeps things going into the future.
We like to invest in that forward-thinking because
it means a lot to the communities of these
pharmacies.’
Ashley Cowen
AAH Pharmaceuticals

Ashley Cowen, AAH Pharmaceuticals, and Mo Nazemi, Evans
Pharmacy, collecting the Business Development of the Year Award
on behalf of its winner, The Bargoed Pharmacy Team, Under Cardiff
Road, Bargoed
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INDEPENDENT
COMMUNITY
PHARMACIST OF
THE YEAR

Sponsored by Bestway Medhub

‘Pharmacists and pharmacies over the last 18
months have done an incredible job. If it was up
to me, I would give every pharmacist one of these
awards! It’s an absolute honour to be a part of
the profession and this award just shows how
indispensable pharmacists are.’
Jonathan Smith
Mayberry Pharmacy, Newport
‘As a pharmacist myself, I am hugely proud of the
whole profession, and Jonathan in particular who
has stood out as a deserving winner.’
Paul Insley
Bestway Medhub

WINNER
Independent Community Pharmacist of the Year Award winner,
Jonathan Smith, Mayberry Pharmacy, Newport, with Paul Insley,
Bestway Medhub, and Raj Aggarwal, the Aggarwal Group

SPECIAL
RECOGNITION

Sponsored by Cambrian
Alliance Group

‘I think the award is totally deserved by the
community in Wales. We’ve stepped up to the
plate when we were required. I’m just proud of
everyone – not just community pharmacy, but
secondary care pharmacy.’
Mark Griffiths
Community Pharmacy Wales
‘It was obviously incredibly difficult this year to
choose one particular winner and I think it’s only
right and deserving that the award goes to all
pharmacy in Wales in recognition of all of the hard
work they’ve done over the last 18 months.’
Nathan Wiltshire
Cambrian Alliance Group
Mark Griffiths, Community Pharmacy Wales, collecting the Special
Recognition Award on behalf of its winner, the Welsh pharmacy
community in tribute to their COVID-19 contributions, with Nathan
Wiltshire, Cambrian Alliance Group
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A Complete
Pharmacy Solution

Our Complete Pharmacy Solution includes everything you need to run your
business effectively. Intelligent and powerfully simple tools, designed to save
time for your whole pharmacy team and help improve patient interaction.
We support you at every stage of the patient journey, from before a patient
even walks through the door, to dispensing medication, stock and order
management, service delivery, point of sale and beyond.
Can your Pharmacy Solution do all of this?

Find out more by visiting www.cegedim-healthcare.co.uk
or calling us on 0330 303 3342
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NTM LUNG DISEASE

CLEARING THE AIR
Increasing awareness of non-tuberculous
mycobacteria (NTM) among healthcare
professionals at all touchpoints will help to
improve diagnosis and disease management.
Helping to transition the latest data and
discoveries into meaningful change has been the
European Respiratory Society Congress 2021.
WPR scours the happenings of the NTM sessions.

ABOUT NTM

Non-tuberculous mycobacteria lung disease (NTM-LD) is a rare but growing problem, with an almost 10-fold increase in NTM infections
since 1995. These infections can be chronic and progressive and patients with pre-existing lung conditions, such as COPD and bronchiectasis,
are at higher risk of infection. This means that they can often go hidden and are very challenging to treat, requiring prolonged treatment using
complex multi-antibiotic regimens, often culminating in high morbidity / mortality and financial burden.

A BETTER UNDERSTANDING

Climate change may be one factor driving
increased reports of people suffering
NTM-LD, according to presentations
at the European Respiratory Society
Congress 2021. The congress also heard
that treatments are prolonged and tough for
patients to bear and that better screening
is needed for NTM-LD in at-risk patient
groups.
Speaking at a symposium1 devoted
to NTM infections, Co-Chairs Professor
Vitalii Poberezhets and Professor Raquel
Duarte said that NTM infections were
becoming an increasing challenge, adding
that although new guidelines have been
published, their implementation is lacking;
leading to NTM infections becoming a
worldwide threat.
Unravelling the complex epidemiology
of NTM-LD, Professor Marc Lipman,
Royal Free Hospital and University College,
London, said that several factors2 may help
explain the apparent increase in NTMLD, including the emergence of NTM
genetic mutations conferring increased
virulence, host susceptibility factors, such
as increased life-span, an increase in the
number of people suffering chronic lung
disease or with immunosuppression, and
environmental factors, such as climate
change. It’s also possible that better
diagnostic techniques, such as CT scanning
and molecular diagnostics, are improving
clinicians’ ability to detect NTM infection.3
In a related symposium4 on NTM-LD
caused by Mycobacterium avium complex
(MAC), the Chair, Professor Michael
Loebinger, Royal Brompton Hospital,
London, said that managing M. avium
complex lung disease (MAC-LD) can be
challenging, ‘The treatment journey is
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long – understanding how to support our
patients manage side-effects can help us
help them.’
Reviewing recent updates to NTM-LD
treatment guidelines,5 Professor Charles
Daley, Division of Mycobacterial and
Respiratory Infections, National Jewish
Health, University of Colorado, said that a
three-drug macrolide-containing regimen
is recommended for 12 months beyond
culture conversion for treating MAC-LD.
Professor Christoph Lange,
Research Centre, Borstel, explained
that guidelines recommend treatment
intensification via the addition of a
parenteral aminoglycoside (amikacin or
streptomycin) to the initial treatment
regimen in cases of severe MAC-LD or
fibrocavitary disease.6 However, parenteral
aminoglycoside therapy extracts a high
cost in terms of adverse events.7 He added
that another limitation of parenteral
antibiotic treatment is that penetration
into lung tissue is variable and may be
limited.8

TRUST IS KEY TO SUCCESS

According to Professor Stefano Aliberti,
University of Milan, the management
of MAC-LD is a story of trust between
patient and physician.9 Treatment for
MAC-LD is long and tough for patients
– possibly harder than the disease in
some cases. To be able to cope with
adverse events and complete treatment,
patients need strong support from family
members, care-givers, physicians and
patient associations. In a recent European
Bronchiectasis Registry-European Lung
Foundation survey the three leading
patient concerns were found to be the
long duration of treatment, worries about

diagnosis / treatment, and the side-effects
of the drugs used.10
Professor Aliberti said that it was
important to take time to discuss the
treatment burden with patients (on at
least two occasions) to describe potential
adverse events, to inform patients about
the multidisciplinary team that will take
care of them, to make sure that they are
clear about all the visits and tests that
will be involved in treatment, to discuss
possible exit strategies and make sure they
are given a contact for the local patients’
association.
Professor Aliberti also highlighted a
need for better screening of bronchiectasis
patients for NTM infection. He pointed
to a recent study11 showing that although
physicians understand the potentially
serious nature of NTM-LD, they rarely
systematically screen bronchiectasis
patients for NTM.12
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STROKE

SHAPING THE
FUTURE OF STROKE
MANAGEMENT
In this ar ticle, Professor Joanna
Wardlaw, Professor of Applied
Neuroimaging, University of E dinburgh
and NHS L othian, and Foundation
C hair, UK D ementia Research Institute,
provides an over view of some of
the exciting research and scientific
advances that were presented at the
seventh E uropean Stroke Organisation
C onference.
Professor Joanna Wardlaw
Stroke is a severe and life-threatening
disease which currently affects 1.1 million
individuals in the EU each year and
causes around 440,000 deaths. Projections
have suggested that unless we see rapid
advancements in treatments, we could face
a three per cent increase (from 1.12-to-1.16
million) in the number of EU stroke events,
and a 27 per cent increase (9.53-to-12.11
million) in the number of people living with
stroke, between 2017-and-2047.1
In the past, significant treatment
challenges have compounded the impact
of stroke. Fortunately, there have been
major recent advances which were explored
further at the European Stroke Organisation
Conference (ESOC). I am particularly
excited about the ongoing developments
in the treatment of acute ischaemic stroke
(AIS), as well as learning more from
AIS management studies and studies for
WPR

treating more chronic and diffuse vascular
diseases in the brain. I also looked forward
to hearing about the significant progress
with haemorrhagic (ICH – intracerebral
haemorrhage) stroke management, helping
to minimise the risk of patients having
further strokes, and the extraordinary
capabilities of the latest artificial intelligence
(AI) and robotic devices and their impact on
stroke detection.

IMPROVING ACCESS TO LIFESAVING AIS TREATMENT

For AIS, thrombolysis and thrombectomy
are now both considered to be safe and
effective ways to treat the condition within
a few hours of stroke onset. Thrombolysis,
also known as thrombolytic therapy, is a
treatment to dissolve clots in blood vessels
to improve blood flow and prevent damage

to tissues and organs. It’s usually only given
up to four-and-a-half hours after a stroke,
although increasingly we are seeing it
used where the time of stroke onset is not
known, for example, if the patient woke up
with a stroke or was alone when the stroke
happened, when we can now use special
scanning techniques to show if the brain can
still be saved. As we know, timing is crucial
with stroke treatment. With each passing
minute following a stroke, the opportunity
to recover brain function is reduced, so
provision of these treatments is vital.
Although thrombolysis is mostly wellestablished across Europe, there remains
patchy provision in certain areas. Positive
study findings and clear guidance will
encourage wider use and more specialised
training to ensure that more patients are
eligible to receive this life-saving treatment.
Thrombectomy is a newer procedure
NOV 2021
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STROKE
used to treat some ischaemic stroke patients and involves using a
specially-designed clot removal device inserted through a catheter
to pull out the clot. As with thrombolysis, thrombectomy is most
effective the faster it is used following a stroke and it is usually
only performed up to six hours after symptoms start, although
increasingly we are also seeing it used at later or unknown times of
onset, guided as with thrombolysis, by scanning techniques. Again,
there remain challenges with access to thrombectomy and research
has suggested that this is often caused by organisational difficulties,
such as a lack of expertise, training and infrastructure to support the
use of this procedure.2 This needs to be resolved as soon as possible
if we are to optimise patient outcomes. The focus now needs to be
on increasing availability of clot-removing experts and streamlining
stroke services to ensure that as many patients as possible can benefit
from these new cutting-edge procedures.
Several imminent trials were presented at ESOC 2021 from
different regions within this topic area, including the SWIFTDirect trial which is assessing the benefits of direct mechanical
thrombectomy, to help drive improvements in the funding and
implementation of these procedures.

LEARNINGS FROM AIS MANAGEMENT FOR WIDER
BRAIN VASCULAR DISEASE PREVENTION

Cerebrovascular diseases and dementia are two leading contributors
to impairment of brain health and neurological disability in older
people.3 Unfortunately, the prevalence of these neurological disorders
is increasing rapidly due to the ageing population. Patients with
cerebrovascular diseases, both acute and chronic, tend to have
multidimensional functional impairments to the brain and an
increased risk of cognitive impairment and dementia.
Our understanding of stroke has improved greatly over the last
20-to-30 years, with many studies focusing on strategies to prevent
and treat AIS, in particular. However, some experts point out that
cognitive impairment, rather than stroke, is the most common
clinical impact of blood vessel disease, so we need greater long-term
understanding of how to use our stroke skills to protect against
dementia as well. There has been considerable progress in this area,
looking at how vascular diseases affect the brain in more diffuse
ways, causing untypical symptoms not previously recognised. We
need to continue with this momentum and look beyond the blood
vessels that cause stroke. Focus should be on how blood vessel
disease affects the whole brain and how to improve the functioning
of the vascular system to keep the brain functioning healthily for as
long as possible.
Presentations at the conference included findings from large
studies of statins in secondary prevention of patients with ischaemic
stroke and cerebral microbleeds will certainly offer valuable insights
into optimal management for these patients. The four-year follow-up
data from the PROGRESS trial evaluating predictors for cognitive
decline and dementia in women and men with prior stroke or
transient ischaemic attack also provides important learnings in this
area, vital for dementia prevention.

IMPROVING OUTCOMES FOR HAEMORRHAGIC STROKE
PATIENTS
For haemorrhagic stroke (ICH – intracerebral haemorrhage), a
condition which has historically seen less attention, there is also
cause for encouragement with improvements to management,
helping to reduce the risk of recurrent haemorrhagic stroke and
also of ischaemic damage. This can often be a delicate balancing act

32

NOV 2021

between the urgency to find and control the initial cause of bleeding
in haemorrhagic stroke patients and assessing the risk of a further
stroke (ischaemic and haemorrhagic).
Much-anticipated results presented at ESOC 2021 include those
from the multi-centre cohort study examining the risk of rupture
of an intracranial aneurysm with growth detected during followup of over 5,000 patients, which may provide clinicians with more
accurate prediction of absolute risk of rupture to improve treatment
management. The important SoSTART and APACHE-AF trials
will also provide clinicians with further clarity regarding whether
to restart or avoid anticoagulation in the long-term for patients
with atrial fibrillation who survived anticoagulation-associated
intracerebral haemorrhage.

TRANSFORMING BLOOD VESSEL DISEASE CARE WITH
NEW TECHNOLOGIES

Treatment for acute stroke has traditionally been focused on using
drugs that were thought to protect parts of the brain from ischaemia.
However, studies are now looking at how AI can improve early stroke
diagnosis, including identifying risky features for haemorrhage, and
management and, in so doing, may help to streamline diagnosis and
assist with monitoring of treatment early after stroke.
For example, forthcoming studies are looking at improved
cerebral microbleed detection in magnetic resonance using a multiscale 3D convolutional neural network, or are testing automated
AI haemorrhage detection software for the assessment of CT brain
imaging in stroke, and may have significant impacts on speed of
detection and referrals.
Increasingly, we are also now seeing ways of using robotic devices
that help to stimulate various different nerves to aid recovery from
stroke, for example to improve swallowing which is often damaged
in stroke, or to speed up recovery of arm function. The NETS trial
presented at ESOC also provided interesting findings evaluating how
a device can stimulate neural regeneration in the brain with a noninvasive method.
Although these new technologies are exciting and offer promising
results, it’s important to keep in mind that most AI devices and
technological innovations are very recent, still in evaluation, and are
only relevant if they can improve patient outcomes. If these tools
can make diagnostics easier, more consistent and faster, or facilitate
recovery, and do it simply, then they will have a major impact on
clinical practice.
New technologies also bring considerable training implications,
particularly as stroke management requires a very broad
multidisciplinary approach. Nevertheless, harnessing these
technologies and learning how best to use them in practice will
dramatically improve stroke healthcare delivery and maximise the
chances of patients making a full recovery.
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DYSPHAGIA

DYSPHAGIA: PLAYING IT SAFE
Ruth Sedgewick, Head of Northern Ireland Office, Royal College
of Speech and Language Therapists, provides an insight into the
practicalities and risks associated with a presentation of dysphagia, and
enlightens as to how adherence among patients with a mental health
illness can be encouraged.
that increase their risk of choking when eating and drinking. These
include, a fast pace of eating, over-filling mouth with food, eating
non-food items and eating when lying down. The person’s mental
state does not allow them to regulate safe eating behaviours or
respond to other people’s requests to modify their eating and drinking
patterns. They often need support from others to stay safe. Speech
and language therapists (SLTs) can help promote safety during this
time.

Ruth Sedgewick

WHAT SIGNS AND SYMPTOMS ARE INDICATIVE OF
DYSPHAGIA?

Dysphagia describes eating and drinking difficulties in children
and adults which can occur in the oral (in the mouth), pharyngeal
(back of the throat), or oesophageal (pipe passing from throat to
stomach) stages of swallowing. Signs and symptoms include poor
control orally, difficulty chewing, prolonged time to complete meals
and difficulty moving food to the back of the mouth to be swallowed.
These difficulties can result in coughing, throat clearing, weight loss,
a wet sounding voice, increased rate of breathing, recurrent chest
infections, aspiration pneumonia and choking.

WHAT GROUPS OF PEOPLE ARE MOST SUSCEPTIBLE
TO SWALLOWING PROBLEMS AND WHAT ARE THE KEY
CAUSES?
Dysphagia in adults can occur as a result of a physical problem, such
as a stricture, cancer treatment, some medications, or the presence
of a tracheostomy for example, or from a neurological condition
including (but not limited to) stroke, Parkinson’s disease and other
progressive neurological diseases, head injury and dementia. The
muscles used for swallowing can become weaker as we age and
therefore prevalence of dysphagia is high among the elderly. Babies
(neonates) and children can also experience dysphagia for similar
reasons as the adult population.

HOW PREVALENT IS THE CONDITION IN INDIVIDUALS
WITH A MENTAL HEALTH ILLNESS?

There is a greater prevalence of dysphagia in acute and community
mental health settings compared to the general population. There
is also evidence of an elevated rate of death due to choking in acute
mental health settings, partly due to the effects of medication.
Furthermore, people with a diagnosis of schizophrenia are
significantly more likely to die from choking than the general
population. People can present with dysphagia because of their
mental health disorder or as a result of the medication treatment
for it. Additionally, when a person is acutely unwell, they may not
have a physical swallowing difficulty but present with behaviours
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WHAT RISKS DO SWALLOWING ISSUES POSE IF
EFFECTIVE INTERVENTION ISN’T CARRIED OUT?

Following a diagnosis of dysphagia, some people will be
recommended texture-modified foods and / or thickened drinks
by an SLT as per the International Dysphagia Diet Standardization
Initiative. The SLT may also give advice on modifying the
environment to support safe eating and drinking, for example, less
distractions and supervision during mealtimes. Dysphagia, if left
untreated and unsupported, can lead to malnutrition, dehydration,
choking or aspiration pneumonia requiring hospital admission and,
in some cases, death.

WHY IS THERE IN GENERAL POOR ADHERENCE TO
ANTIDEPRESSANT THERAPY? TO WHAT EXTENT DO
SWALLOWING DIFFICULTIES CONTRIBUTE?

Issues of adherence to any medication is complex. We do know,
however, that dysphagia can impact on safe swallowing of
medications and the extent to this will depend on the format of
the medication and the severity of dysphagia. SLTs often discuss
these issues with the medical team and pharmacist to troubleshoot
alternative formats where necessary. Further difficulties will arise
when the severity of the dysphagia and the format options of the
medication are not compatible and risks will need to be considered.

HOW CAN THE HEALTHCARE COMMUNITY PROVIDE
FURTHER SUPPORT FOR PATIENTS AND THEIR
FAMILIES?

Be vigilant. Have an awareness of the signs of swallowing difficulties
to look out for, including persistent throat clearing, wet voice postswallowing, increases in shortness of breath at mealtimes, coughing,
recurrent chest infections or choking. Monitor for changes and
encourage the patients and their families to monitor swallowing
ability when new medications are introduced or indeed removed.
Seek support if concerned and request a referral to the local SLT
department. Contact your local SLT department for advice leaflets or
other resources that may be helpful for your patients and families.
For more helpful resources, visit www.rcslt.org and www.rcslt.
org/members/clinical-guidance/dysphagia.
WPR

FOR VICTORY
AGAINST POOR ADHERENCE
IN MAJOR DEPRESSION
If a patient is unable to swallow their medicines, they
are unlikely to take them.1 Poor adherence to
antidepressant therapy has been shown to
be particularly prevalent in patients with
depression and a difficulty swallowing
tablets and capsules.2
With a new liquid format that facilitates
easier swallowing,3 Rosemont
Venlafaxine Oral Solution has been
developed with improved
adherence and better treatment
outcomes in mind.

Venlafaxine Oral Solution
The first licensed liquid venlafaxine,
available in 37.5mg/5ml and 75mg/5ml strengths
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DIABETES

FEELING
THE
PRESSURE
Anna Strzelecka

As the challenges and changes posed by
the pandemic continue to unfold, Anna
Strzelecka, SAS Doctor in Diabetes and
Endocrinology, casts a light on the impact
of COVID-19 on diabetes diagnoses and
services.

The day-to-day routine of school drop-offs,
going to work, meeting friends and family,
going to theatres and cinemas and travelling
around the world without any worry turned
into being completely locked down and not
being able to see even our closest relatives.
Happiness caused by hugging, kissing,
dancing and being together turned into
loneliness and fearing for our beloved ones.
As the coronavirus pandemic spread across
the world, it introduced a considerable
degree of fear, worry and concern, especially
for our diabetic patients who were deemed
extremely vulnerable.
The quarantine and its effects on
many people’s usual activities, routines or
livelihoods causes elevated rates of mental
health issues, namely increased stress and
anxiety. The rates of loneliness, depression,
harmful alcohol and drug use, and selfharm are seen to be on the rise.

SO, WHAT IMPACT HAS COVID-19
HAD ON DIABETES DIAGNOSES AND
SERVICES?

There has been an increased number of
new diabetes diagnoses observed since
COVID-19 started. (1) Patients with poorlycontrolled diabetes have poorer morbidity
and mortality than the general population.
(2) Also, there is an increased risk of DKA
incidence in diabetic patients suffering from
COVID-19, as well as increased insulin
resistance, making glucose management
extremely challenging. (3,4)
COVID-19 has also had a major impact
on the provision of how GP surgeries usually
operate. There have been reduced faceto-face consultations, with an increased
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focus on virtual consultations. Also chronic
disease management clinics were reprioritised, resulting in much less routine
diabetic clinics operating. There have been
delays in podiatry review, retinal screening
and routine diabetic blood monitoring.
This has all had a major impact on the
management of our diabetic patients.
Patients with acute on chronic
complications have been presenting to
hospitals later, with more advanced diseases,
and therefore staying in hospital longer.
Secondary care clinics were also initially
changed to virtual reviews, and only recently
some face-to-face reviews have been
reintroduced. Face-to-face clinic attendance,
however, remains poor as patients are
anxious to leave their homes that provide a
safer environment.
Staff numbers have been reduced due
to illness and isolating, thereby further
increasing the pressure on an already understrain service.
There has also been disruption to
medical education, with many educational
programmes and events being cancelled or
moved to virtual learning. Overall, there has
been much less available support for diabetic
patients.
Lockdown also led to shortages of
certain food supplies, leading to poorer
diets. Patients increasingly suffer from
poor mental health, leading to poor dietary
and lifestyle choices. Those shielding and
working from home are becoming poorly
motivated in regards to healthy diet and
physical exercise.

ON THE OTHER SIDE

On the other side, there are some positive

outcomes of the COVID pandemic. There
has been an increase in the use of online
technology, such as LibreView. Diabetes UK
and pharmaceutical companies developed a
lot of fantastic online educational resources.
However, to make the most out of these,
patients have to be motivated, as well as
being IT literate and having the available
infrastructure available (laptop, tablet or
smartphone).
As vaccines continue to be our first line
of defence over the autumn and winter
months, we need to continuously encourage
our patients to get vaccinated.
The latest data from Public Health
England shows that COVID vaccines are
highly effective against hospitalisation from
the Delta (B.1.617.2) variant, the dominant
strain in the UK. Analysis shows the PfizerBioNTech vaccine is 96 per cent effective
and the Oxford-AstraZeneca vaccine is 92
per cent effective against hospitalisation after
two doses. (5) COVID-19 doesn’t seem to
be giving up and I suspect that the winter
months will bring renewed challenges.
We are all exhausted and fed up but need
to stay strong and optimistic and work as a
team in order to defeat COVID-19 and bring
our old lives back.
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PANCREATIC CANCER

TAKING CARE
A new campaign is propelling to the
forefront of the sector – urging healthcare
professionals to learn more about vital
capsules for pancreatic cancer patients at
risk of starvation.
Half of all people diagnosed with pancreatic
cancer aren’t prescribed inexpensive yet
essential capsules without which they can’t
digest food, new research shows – leaving
patients less able to tolerate treatment and at
risk of starvation. (1) The alarming finding
comes from an audit of 1,350 pancreatic
cancer patients in the UK, led by researchers
at the University of Birmingham, with
funding from the charity Pancreatic Cancer
UK.
Pancreatic Cancer UK worked closely
with specialist health professionals to
develop a new campaign, ‘Transform Lives:
Prescribe’, urging health professionals to
learn more about this vital medication and
to ensure that everyone who could benefit
from the capsules are prescribed them at the
point of diagnosis.
The capsules, known as Pancreatic
Enzyme Replacement Therapy (PERT), are
already recommended by NICE for people
with pancreatic cancer. PERT capsules
replace vital enzymes ordinarily produced
by the pancreas, and are therefore essential
to help patients digest food, build tolerance
to treatment and to manage debilitating
digestive symptoms from the cancer –
including diarrhoea and extreme weight
loss.
Pancreatic Cancer UK are deeply
concerned by the low prescription rates,
but especially that so many people with
incurable pancreatic cancer are not getting
the medication – which could not only
improve their quality of life, but also help
them tolerate life-extending treatment. The
audit found that patients who had been
diagnosed too late to have surgery (the only
potential cure for the disease) are two-times
less likely to be prescribed PERT capsules.
(2) The disease’s vague symptoms, such as
back pain and indigestion, mean that it often
goes undetected until after it has already
spread. Sadly, 80 per cent of people with
pancreatic cancer are diagnosed too late to
have surgery but their quality of life can still
be greatly improved by taking PERT. (3)
Pancreatic Cancer UK commissioned
qualitative in-depth interviews with health
professionals involved in the care of people
with pancreatic cancer across a range of
settings and roles, in order to gain a deeper
WPR

understanding of the perceptions, barriers
and solutions to prescribing PERT.
The majority of the 10,000 people
with pancreatic cancer in the UK receive
a terminal diagnosis and, as a result, are
more likely to be treated in a general
hospital, rather than a specialist cancer
hospital where health professionals will
have more experience of pancreatic cancer
and PERT. The research showed that low
awareness and lack of standard training in
PERT in these non-specialist settings are
the most significant reasons why they are
not prescribed more frequently. Pancreatic
Cancer UK are encouraging everyone who
treats and cares for people with pancreatic
cancer to take responsibility to ensure that
PERT is prescribed to all patients who could
benefit from it, and to keep up-to-date on
best practice.

CLOSE TO HOME

Marie Morris, 44, has seen the devastating
impact of the disease. Her mum, Josephine,
was diagnosed with pancreatic cancer at a
late stage and was never prescribed PERT
capsules. Josephine was offered six cycles
of chemotherapy to prolong her life but
she managed just two before being unable
to tolerate anymore. She lost at least two
stone in weight from being unable to digest
food due to the cancer, leaving her badly
malnourished. Josephine died in April 2020,
just seven months after her diagnosis, aged
73.
Marie said, ‘It’s hard to see somebody
who’s confined to a bed and who can’t eat
anything without vomiting. In full health
and fitness, she weighed about nine-anda-half stone. A couple of stone off that… it
makes quite a dramatic difference. By the
end she was skeletal. There was nothing left,
really. Maybe it (PERT) could have made
a difference to the length of her life – but
perhaps more importantly – also to the
quality of her life.’

MAKING THE LINK

Through its ‘Transform Lives: Prescribe’
campaign, Pancreatic Cancer UK are
urging the NHS across all four nations
to implement targets to make sure that

everyone with pancreatic cancer is
considered for PERT capsules as standard,
at the point of diagnosis. Cost should not
be a factor in why prescription numbers are
so low: at just £7 per patient per day, PERT
capsules are inexpensive to the NHS. (4)
Diana Jupp, CEO of Pancreatic Cancer
UK, explained, ‘Nobody should have to
watch someone they love waste away from
pancreatic cancer when proven, inexpensive
medication is available to stop that from
happening. It needs to become second
nature to see people with pancreatic cancer
and prescribe PERT capsules, in the same
way an immediate link is already made
between diabetes and insulin.
‘Health professionals care for people
with pancreatic cancer with great skill and
compassion year-after-year, but many will
typically see patients with this devastating
disease far less frequently than other
types of cancer. People diagnosed with
pancreatic cancer can’t wait for the expertise
of specialist cancer hospitals to be shared
naturally to other parts of the health service.
‘We need targeted action now across the
NHS to raise awareness of PERT capsules
and ensure everyone who needs them is
prescribed them – regardless of whether or
not their cancer is curable. The majority of
people with pancreatic cancer aren’t able to
have surgery and they shouldn’t be denied a
simple prescription which could give them
more – and better quality – time with their
loved ones.’
For more information about the
‘Transform Lives: Prescribe’ campaign, visit
transformlives.pancreaticcancer.org.uk.
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PROMOTION
A STEP IN THE RIGHT DIRECTION
New Directions Pharmacy is one of the UK’s leading recruitment
agencies for locum and permanent pharmacy staff. Michael Perez, a
specialist recruiter within the pharmacy sector for nine years, places
hundreds of pharmacists, technicians and dispensers into national
and independent pharmacies, in addition to hospitals, prisons, online
pharmacies and GP surgeries, every day. Here, he tells us more.
corners of the country, covering populated
cities where there’s a lot of competition for
locum roles but also harder-to-fill rural
areas. Having placed candidates as far
as the Scottish Highlands, Isle of Wight,
Jersey and everywhere in between, we have
the expertise and experience to solve any
recruitment challenge.

Michael Perez
CAN YOU TELL US ABOUT THE
BACKGROUND OF NEW DIRECTIONS
PHARMACY?

New Directions Pharmacy was founded in
2003 at a time when the New Directions
Group was already an established expert
recruitment and training provider to the
education and social care sectors. It’s always
been important for New Directions to be
embedded in the communities we work in,
and we recognised how pharmacies play such
a vital role in keeping their communities safe.
At the start, we grew by supplying
community pharmacies in Wales and
the South-West with high-quality locum
pharmacists. We naturally developed from
there and achieved Approved Supplier
Status with a number of national high street
pharmacies. Over the last 18 years, we’ve
continuously developed our offering to our
customers to ensure we could meet their
staffing needs. As a result, we added support
staff to our pool of professionals available
within the sector and more recently we’ve
introduced our permanent staffing solutions
to provide permanent professionals as
well as locums. We now place hundreds of
pharmacy professionals into work every day.

WHAT RANGE OF SERVICES ARE
PROVIDED BY NEW DIRECTIONS
PHARMACY?

There are 4,000 registered candidates
looking for work with us. As one of the
busiest recruitment providers in the UK,
we help to fill over 33,500 shifts every
year. We have a proven track-record in all
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WHAT HAVE BEEN THE STANDOUT
MOMENTS DURING THE COMPANY’S
PROGRESSION?
Being shortlisted for the IRP REC
Recruitment Team of the Year in 2019 was
a particular standout moment because our
employees received the recognition they
deserve. It’s important to us to be the ‘go
to’ agency for a professional, prompt and
personable experience, and that’s why our
people are our most valuable asset. They’re
the reason we’re able to offer a first-class
service. We never lose sight of how we help
our clients and pharmacy professionals
to make a difference. Building genuine
relationships is important to us and it’s a
testament to our employees and services
of how long our clients and locums have
worked with us.

WHAT CHALLENGES HAVE YOU
ENCOUNTERED DUE TO THE
PANDEMIC’S ONSET?

Like everyone else, we had to adapt. All of
our employees shifted to work from home
and this was a first for us, but we continued
to place hundreds of staff in pharmacy
settings every day. As you’d expect, clear
communication with our clients and
candidates was a priority, so we invested in
new equipment and software to maintain our
high levels of service.
Pharmacies have become one of the
most accessible parts of the health service
during the pandemic, so it’s been more
important than ever to support the sector.
There are over 8,500 branches who use our
candidates, all of which have been under
extreme pressure over the last 18 months.
Pharmacies never closed their doors during
the pandemic, and we were determined to
support them throughout.

WHAT HAS FEEDBACK BEEN LIKE
FROM YOUR CANDIDATES AND
CLIENTS?

We pride ourselves on delivering a
dependable service, effective communication
and quality staff, and the feedback from
our customers demonstrates this. While
we arrange a number of long-term and
permanent placements regularly, a lot of
our service is based on delivering locum
staff within very short turnaround times,
so our clients and locums have to trust
that we can deliver. Establishing trusted
relationships is the essence of what we do
and we’re accessible seven days a week, so
our customers are confident we’re always
available to provide the support they need.

DO YOU HAVE ANY OPPORTUNITIES
COMING UP FOR PEOPLE OR
ORGANISATIONS IN THE PHARMACY
SECTOR TO ENGAGE WITH NEW
DIRECTIONS PHARMACY?

We’re always looking for more pharmacists,
technicians and dispensers to register
with us. We have local and flexible work
available with fantastic pharmacy groups
and independents all over the UK. There
are so many benefits to being a locum so if
anyone is interested in finding out more, I’d
urge them to get in touch. Likewise, if any
pharmacies are looking to take on more
staff and need a reliable recruitment partner
available 24/7, we can help.
Another initiative we’ve been really
excited about is our recent series of
free sign language lessons bespoke to
pharmacy professionals. These online
sessions are designed to overcome barriers
to communication, and it was a really
rewarding way to give back to the sector.
The response has been phenomenal. We’ll
certainly be holding them again soon, and
can also deliver private sign language lessons
to organisations looking to develop their
employees’ skills in the language. Do get in
touch if you want to find out more.

HOW CAN THOSE INTERESTED IN
THE COMPANY’S SERVICES GET IN
TOUCH?

You can call our specialist team on 02920
827 600 or email pharmacy@new-directions.
co.uk. You can also visit www.newdirections.co.uk/pharmacy to learn more
about our services and view our vacancies.
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Congratulations
to all the winners and finalists at the 2021
Welsh Pharmacy Awards from everyone at
New Directions Pharmacy.
Making a difference every day
As Wales’ leading pharmacy agency, we provide locum
and permanent pharmacists, pharmacy technicians and
dispensing assistants to national high-street companies and
supermarkets, local and independent pharmacies, hospitals,
prisons and GP surgeries all over the country.

If you’re looking for work or staff, we can help.
Contact us today.

029 2082 7600 | pharmacy@new-directions.co.uk

 @ndpharmacy |  @ndpharmacy
www.ndpharmacy.co.uk

Scan here
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PARKINSON’S

IN THE
PIPELINE
Stay sussed on the new report which – led by
Parkinson’s advocates with the Cure Parkinson’s
and Michael J Fox Foundation research teams – is
depicting a picture of all the therapies currently in
clinical trial for Parkinson’s.
A new, comprehensive report, authored by Parkinson’s
research advocates Kevin McFarthing and Gary Rafaloff; Cure
Parkinson’s Dr Richard Wyse and Dr Simon Stott; and the
Michael J Fox Foundation for Research’s Dr Marco Baptista,
outlines the range of therapies in clinical trials for treatment of
Parkinson’s during 2020-to-2021. The report was published in
the Journal of Parkinson’s Disease in August 2021.
The paper serves to update and expand on the group’s 2020
report, which was one of the most downloaded articles from
the Journal of Parkinson’s Disease website, while also being
cited in literature over 18 times in just nine months. This year,
the team expanded their analysis to include a wider range of
clinical trial databases.
The results of the analysis indicate that despite the
challenges imposed by COVID-19, the number of clinical
trials for Parkinson’s didn’t drop significantly compared to the
previous year and investment and effort in clinical trials for
Parkinson’s remains strong. Many studies completed in 2020
(45 in total), and 42 new trials were added.
In total, 156 trials were identified across the ClinicalTrials.
gov database and WHO registries that met the analysis criteria.
The therapies identified were divided into ‘symptomatic’
(alleviating the features of the condition) and ‘diseasemodifying’ (attempting to address the underlying biology of
Parkinson’s) treatments.
Dr Simon Stott, Deputy Director of Research at Cure
Parkinson’s and co-author of the report, reflected, ‘The
main take away from the analysis is that there is a very rich
pipeline of novel therapies being developed for Parkinson’s –
which is extremely encouraging considering the difficulties
Parkinson’s research has faced over the last 12 months. A lot
of very different approaches are now being clinically tested in
Parkinson’s.’
Once again, this year the authors found that around a
third of registered clinical trials of drugs targeting Parkinson's
disease involve agents that have been evaluated and prioritised
for clinical trial by the International Linked Clinical Trials
programme. An initiative curated by Cure Parkinson’s and
Van Andel Institute, International Linked Clinical Trials is a
thriving, drug-repurposing programme which is now entering
its 10th year. Through this programme new agents, many of
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which are drugs already in use to treat other conditions, are
prioritised by a world-leading committee of experts to go to
clinical trial for use in Parkinson’s.
The report also showed that as there are only two phase
three disease-modifying studies in progress, more work is
needed to move promising phase two prospects into the final,
pivotal stage of the clinical trial process. Through this report
the authors aimed to create greater awareness and involvement
in the clinical trial process, stimulate collaboration among
commercial and academic researchers, as well as continue to
highlight the importance of and advocate for collaboration
between the research and patient communities.

ABOUT CURE PARKINSON’S

Cure Parkinson’s are working with urgency to find new
treatments to slow, stop and reverse Parkinson’s. Their funding
and innovation has redefined the field of Parkinson’s research,
enabling the world’s leading researchers to prioritise the next
generation of drugs for clinical trial.

ABOUT INTERNATIONAL LINKED CLINICAL TRIALS
Cure Parkinson’s and Van Andel Institute’s International
Linked Clinical Trials initiative is a thriving drug-repurposing
programme where new treatments, many of which are drugs
already in use to treat other conditions, are prioritised by a
committee of world-leading experts to go to clinical trial for
use in Parkinson’s. There are now over 40 drugs prioritised,
with 15 already in or about to go into clinical trial.

ABOUT THE MICHAEL J FOX FOUNDATION FOR
PARKINSON’S RESEARCH

As the world’s largest non-profit funder of Parkinson’s research,
the Michael J Fox Foundation is dedicated to accelerating
a cure for Parkinson’s disease and improved therapies for
those living with the condition today. The foundation pursues
its goals through an aggressively-funded, highly-targeted
research programme coupled with active global engagement of
scientists, Parkinson’s patients, business leaders, clinical trial
participants, donors and volunteers.
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Pharmacy Students:
Join the PDA for FREE & for
every year you are a member,
we will donate £1 to the charity
that helps Pharmacists

Membership of the PDA also gives you:
• Professional indemnity insurance whilst working
in pharmacy
• Representation and advice for fitness to
practise hearings
• Access to expert legal and professional advice
• PDA Plus benefits package of discounts and
special offers
• Membership of the PDA Union - the only
independent trade union in the UK exclusively
for Pharmacists.

Join here:

the-pda.org/join

Follow us on social media

The insurance included with PDA membership is arranged and administered by The Pharmacy Insurance
Agency (PIA) Ltd who are authorised and regulated by the Financial Conduct Authority (Register No 307063).
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ASTHMA

UNDER THEIR
BREATH
Lockdown was a truly monumental change
in the way society operates. It was exciting
but nerve-racking at first, but as time went
on, increasingly damaging in so many ways
to so many people. As we are emerging from
under its shadow we are all changed – some
are energised to accept the risk and live
again, others are hiding away and lost to
society.

CHANGES TO CARE

This has completely changed how we assess
and follow up outpatients. Initially we
cancelled all our face-to-face appointments
and went ‘virtual’. And it turns out not to
have been such a bad thing. Okay – we
couldn’t examine patients, or do any
tests, but taking a history has always been
the most useful and important part of
assessing a patient. Patients with work or
caring commitments, or difficult travel
arrangements, found it easier. But patients
with communication issues or those with
complex medical issues found it harder.
Now we are opening things up again, many
patients are keen to be seen in-person again,
but often those we are most keen to see are
terrified to leave the house.
In addition to difficulties in examining
patients and getting tests done, monitoring
medications has been difficult. Adherence
is hard to judge, and we struggle to
monitor side-effects and toxicities of
medicines, such as oral glucocorticoids or
immunosuppression. The fear is that we
alter our prescribing practice – but is it safer
to under-prescribe and under-treat? Or
prescribe as normal and accept greater risk
with reduced monitoring? This is now a real
discussion complicating many treatment
decisions. So we are trying to redesign clinics
to balance convenience for patients, with the
need for essential face-to-face contact and
monitoring.
Dealing with fear and anxiety in patients
has been a large part of our response to
COVID. But at any point it has been difficult
to know precisely what people should be
afraid of. Dealing with rapidly-evolving
knowledge, misinformation, and simply
outright nonsense has become routine.
When shielding was first introduced asthma
was on the list of those who should shield,
but little guidance as to which asthma
patients this should apply to. Everyone? It
felt like it with the number of patients and
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The onset of
COVID-19 presented
unexplored – and
worrisome – avenues
for both asthma
patients and
their healthcare
professionals.
Dr Peter Kewin,
Consultant in
Respiratory and
General Medicine,
Queen Elizabeth
University Hospital,
reflects on the
ensuing shifts to
services and some of
the specific issues
that have affected
patients.
GPs getting in touch for guidance. In the
end expert opinion was that those with
poorly-controlled asthma were likely to
be vulnerable. While there has been some
difference in opinion of exactly what this
means, the British Thoracic Society has
issued guidance that:
‘Poorly-controlled asthma in this context is
defined as:
1. ≥2 courses of oral corticosteroids in the
preceding 24 months OR
2. On maintenance oral corticosteroids OR
3. ≥1 hospital admission for asthma in the
preceding 24 months.’
Are asthma patients more at risk of severe
disease? Yes and no – the devil is in the
detail. As with many viral illnesses patients
with well-controlled asthma may still have
an exacerbation, but are probably no more
likely to become severely ill with COVID
pneumonia. In fact, there is some evidence
that those well-controlled on inhaled steroid
are actually less likely to get severely ill,

though the effect is small. Those with poorlycontrolled asthma as defined earlier are felt
to be at increased risk of COVID pneumonia
and so are on the vulnerable list. Initially this
meant shielding, now it means priority for
vaccines and boosters.

VACCINES

A word about vaccines. Asthma patients
often have allergies, and when vaccination
was first introduced there were a couple of
unfortunate serious allergic reactions very
early on. This led to the bold (and ultimately
unnecessary) move to exclude anyone
carrying injectable adrenaline from having
a COVID vaccine. But suddenly it seemed
that anyone with any allergy was being
told that they couldn’t get a vaccine. As an
allergy specialist this created a huge amount
of work trying to offer advice to patients
and GPs, and an education programme
for vaccinators. In fact, data from yellow
card reporting now shows that the COVID
vaccine serious allergic reactions are no more
common than flu or any other vaccine –
about one-in-a-million doses. And it seems
likely that the allergen in the mRNA vaccines
from Pfizer / BionTech and Moderna is the
stabilising agent polyethylene glycol (PEG;
also called macrogol). This is a rare allergy
and often unsuspected.
There is often a history of allergy to
multiple seemingly unrelated drugs and /
or cosmetics and skin creams as these often
contain PEG at varying molecular weights
– they appear in the list of excipients so are
easy to identify. The non-replicating viral
vector Astra-Zeneca (AZ) vaccine contains
the related compound polysorbate 80,
though it’s not yet clear if this is the allergen.
However, it’s also in the flu vaccine – so if
patients tolerate this they will tolerate the
AZ vaccine. Most COVID vaccine reactions
have in fact been much like any other vaccine
– local reactions or appropriate febrile
responses. So, we can now confidently advise
most people on getting one of the COVID
vaccines.
There have of course been many other
seismic changes in the NHS and society as a
whole and this article could be five-times as
long. I guess we will continue to evolve to try
and fit best practice into the situation we find
ourselves in at the time.
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Release savings with the first
branded generic alternative to
Fostair® 100/6 pMDI1

The NHS could release savings of up to

£53m
per annum2*

If you would like to know more about
Luforbec, the savings opportunities or the
Lupin commitment please scan the QR
code or call us on: 01565 751378

SCAN ME

*Based on an NHS list price saving of 30% vs Fostair® 100/6 pMDI
Luforbec is indicated for the treatment of adult asthma and for the symptomatic treatment of COPD (FEV1 <50% predicted normal)3
Prescribing Information: Luforbec® 100 micrograms/6 micrograms/actuation
(beclometasone dipropionate/ formoterol fumarate dihydrate) pressurised
inhalation solution. Consult the full Summary of Product Characteristics (SmPC)
before prescribing. Presentation: Luforbec 100/6 pMDI: Pressurised inhalation solution.
Each metered dose (ex-valve) contains beclometasone dipropionate (BDP) 100 mcg and formoterol
fumarate dihydrate 6 mcg. This is equivalent to a delivered dose (ex-actuator) of beclometasone
dipropionate 84.6 mcg and formoterol 5.0 mcg. Indications: Asthma: Regular treatment of
asthma where use of an inhaled corticosteroid/long-acting beta2-agonist (ICS/LABA) combination
is appropriate: patients not adequately controlled on ICS and as needed short-acting beta2-agonist,
or patients already adequately controlled on both ICS and LABA. COPD: Symptomatic treatment of
patients with severe COPD (FEV1 <50% predicted normal) and a history of repeated exacerbations,
who have significant symptoms despite regular therapy with long-acting bronchodilators. Dosage
and administration: For inhalation in adult patients (≥18 years). Luforbec is not recommended
for children and adolescents under 18 years. Asthma: Maintenance therapy: Luforbec 100/6
pMDI: 1–2 inhalations twice daily. The maximum daily dose is 4 inhalations. Luforbec may be used
as maintenance therapy, together with a separate short-acting bronchodilator available for rescue
at all times. Patients should receive the lowest dose that effectively controls their
symptoms. Maintenance and reliever therapy: Luforbec can be taken as a regular
maintenance treatment and as needed in response to asthma symptoms: 1 inhalation twice daily
(morning and evening) plus 1 additional inhalation as needed in response to symptoms. If
symptoms persist after a few minutes, an additional inhalation is recommended. The maximum
daily dose is 8 inhalations. Patients should be advised to always have Luforbec available for rescue
use. Close monitoring for dose-related adverse effects is needed in patients who frequently take
high numbers of Luforbec as-needed inhalations. COPD: 2 inhalations twice daily. Luforbec pMDI
can be used with the AeroChamber Plus® spacer device. BDP in Luforbec is characterised by an
extrafine particle size distribution which results in a more potent effect than formulations of BDP
with a non-extrafine particle size distribution (100mcg of BDP extrafine in Luforbec are equivalent
to 250mcg of BDP in a non-extrafine formulation). When switching patients from previous
treatments, it should be considered that the recommended total daily dose of BDP for Luforbec is
lower than that for non-extrafine BDP containing products and should be adjusted to the needs of
the individual patient. Contraindications: Hypersensitivity to the active substances or to any of
the excipients. Warnings and precautions: Not intended for initial management of asthma.
Treatment should not be initiated during an exacerbation, or if they have significantly worsening or
acutely deteriorating asthma. Treatment should not be stopped abruptly. Medical attention should
be sought if treatment is ineffective. Patients should be advised to take Luforbec every day even
when asymptomatic. Treatment should be discontinued immediately if the patient experiences a
paradoxical bronchospasm. Use with caution (which may include monitoring) in patients with
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cardiac arrhythmias, especially third degree atrioventricular block and tachyarrhythmias
(accelerated and/or irregular heart beat), idiopathic subvalvular aortic stenosis, hypertrophic
obstructive cardiomyopathy, severe heart disease, particularly acute myocardial infarction,
ischaemic heart disease, congestive heart failure, occlusive vascular diseases, particularly
arteriosclerosis, arterial hypertension, aneurysm, thyrotoxicosis, diabetes mellitus,
phaeochromocytoma and untreated hypokalaemia. Caution should be used when treating
patients with known or suspected prolongation of the QTc interval (QTc > 0.44 seconds).
Formoterol itself may induce QTc prolongation. Potentially serious hypokalaemia may result from
beta2-agonist therapy and may also be potentiated by concomitant treatments (e.g. xanthine
derivatives, steroids and diuretics). Particular caution is advised in severe asthma as this effect may
be potentiated by hypoxia. Formoterol may cause a rise in blood glucose levels. Luforbec should not
be administered for at least 12 hours before the start of anaesthesia if halogenated anaesthetics are
planned as there is risk of arrhythmias. Use with caution in patients with pulmonary tuberculosis or
fungal/viral airway infections. An increase in pneumonia and pneumonia hospitalisation in COPD
patients receiving ICS has been observed. Clinical features of pneumonia may overlap with
symptoms of COPD exacerbations. Systemic effects of ICS may occur, particularly at high doses for
long periods e.g. Cushing’s syndrome, Cushingoid features, adrenal suppression, decrease in
bone mineral density, cataract and glaucoma and more rarely, a range of psychological or
behavioural effects including psychomotor hyperactivity, sleep disorders, anxiety, depression and
aggression. Consider referral of patients reporting blurred vision or visual disturbances to an
ophthalmologist as causes may include cataract, glaucoma or rare diseases such as central serous
chorioretinopathy. Prolonged treatment with high doses of ICS may result in adrenal suppression
and acute adrenal crisis. Interactions: Possibility of systemic effects with concomitant use of
strong CYP3A inhibitors (e.g. ritonavir, cobicistat) cannot be excluded and therefore caution and
appropriate monitoring is advised. Beta-blockers should be avoided in asthma patients.
Concomitant administration of other beta-adrenergic drugs and theophylline may have potentially
additive effects, therefore exercise caution. Concomitant treatment with quinidine, disopyramide,
procainamide, phenothiazines, antihistamines, monoamine oxidase inhibitors (MAOIs) and
tricyclic antidepressants can prolong the QTc interval and increase the risk of ventricular
arrhythmias. L-dopa, L-thyroxine, oxytocin and alcohol can impair cardiac tolerance towards beta2sympathomimetics. Concomitant treatment with MAOIs including agents with similar properties
(e.g. furazolidone, procarbazine) may precipitate hypertensive reactions. Concomitant treatment
with xanthine derivatives, steroids, or diuretics may potentiate a possible hypokalaemic effect of
beta2-agonists. Hypokalaemia may increase the likelihood of arrhythmias in patients receiving
digitalis glycosides. There is a small amount of ethanol in Luforbec pMDI. There is theoretical
potential for interaction in particularly sensitive patients taking disulfiram or
metronidazole. Pregnancy and lactation: Use only during pregnancy or lactation if the

expected benefits outweigh the potential risks. A risk/benefit decision should be taken to
discontinue/abstain from therapy in the mother or discontinue breastfeeding. Effects on driving
and operating machinery: Unlikely to have any effect on the ability to drive and use
machines. Side effects: Common: Pharyngitis, oral candidiasis, pneumonia (in COPD patients),
headache, dysphonia. Uncommon: Influenza, oral fungal infection, oropharyngeal candidiasis,
oesophageal candidiasis, vulvovaginal candidiasis, gastroenteritis, sinusitis, rhinitis,
granulocytopenia, allergic dermatitis, hypokalaemia, hyperglycaemia, restlessness, tremor,
dizziness, otosalpingitis, palpitations, electrocardiogram prolonged QTc interval, ECG change,
tachycardia, tachyarrhythmia, atrial fibrillation (in COPD patients), hyperaemia, flushing, cough,
productive cough, throat irritation, asthmatic crisis, diarrhoea, dry mouth, dyspepsia, dysphagia,
burning sensation of the lips, nausea, dysgeusia, pruritus, rash, hyperhidrosis, urticaria, muscle
spasms, myalgia, C-reactive protein increased, platelet count increased, free fatty acids increased,
blood insulin increased, blood ketone body increased, blood cortisol decrease (in COPD patients).
Rare: Ventricular extrasystoles, angina pectoris, paradoxical bronchospasm, angioedema,
nephritis, increased blood pressure, decreased blood pressure. Very rare: Thrombocytopenia,
hypersensitivity reactions, including erythema, lips, face, eye and pharyngeal oedema, adrenal
suppression, glaucoma, cataract, dyspnoea, exacerbation of asthma, growth retardation in
children and adolescents, peripheral oedema, decreased bone density. Unknown frequency:
Psychomotor hyperactivity, sleep disorders, anxiety, depression, aggression, behavioural changes
(predominantly in children), blurred vision. Refer to SmPC for full list of side effects. Legal
category: POM Price and Pack: £20.52 1x120 actuations Marketing authorisation (MA)
No: PL 35507/0204 MA holder: Lupin Healthcare UK Ltd, The Urban Building, Second Floor, 3-9
Albert Street, Slough, Berkshire, SL1 2BE, United Kingdom. PI Last Revised: August 2021.
AeroChamber Plus® is a registered trademark of Trudell Medical International.
Adverse events should be reported. Reporting forms and information can be found
at https://yellowcard.mhra.gov.uk or search for MHRA Yellowcard in the Google
Play or Apple App store. Adverse events should also be reported to Lupin Healthcare
Limited on +44 (0)1565 751 378 or email us at EU-PV@lupin.com

Ref: 1. NHS BSA. https://www.nhsbsa.nhs.uk/pharmacies-gp-practices-and-appliancecontractors/drug-tariff. Accessed September 2021. 2. UK General Practice Prescribing
Data June 2020 - May 2021 (http://www.nationalarchives.gov.uk/doc/open-governmentlicence/version/3). 3. Luforbec Summary of Product Characteristics. Lupin Healthcare UK
Limited.
Fostair® is a registered trademark of Chiesi Ltd
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THE VIRUS
LONG-TAIL
More than 80 per cent of the
UK population have now been
vaccinated against COVID-19. But
the data on Long COVID presents
a more worrying picture, with
increasing numbers continuing
to be affected. UK organisations
Action for M.E. and Long COVID
Support review the latest evidence,
share essential information, and
signpost to support for you and
your patients living with viralinduced conditions.
Experts predict that the number of people living with Long COVID
could dramatically rise by winter, with many already living with their
symptoms for 18 months-plus. There’s no link between COVID-19
symptom severity and getting Long COVID and, other than reducing
the risk of catching COVID-19, there’s currently no evidence that
the vaccine roll-out will stop even more people becoming ill with
Long COVID. The latest figures from the Office of National Statistics
suggest that 970,000 people in the UK are currently living with Long
COVID.
Some of those ill with Long COVID from the first wave of
COVID-19 are starting to be diagnosed with M.E., also diagnosed
as chronic fatigue syndrome, or M.E. / CFS, for which there still
remains a need for greater recognition and research. This complex
condition can occur following a viral infection – for example, around
10 per cent of people who are infected with Epstein-Barr virus have
symptoms consistent with M.E. six months following the infection,
according to the Centers for Disease Control in America. (www.cdc.
gov/me-cfs/about/possible-causes.html)
While some patients infected by SARS-CoV-2 may go on to be
diagnosed as having M.E., this is one of many outcomes of the disease
course. Patients are being diagnosed with new conditions involving
multiple organ systems and the long-term prognosis is as yet unclear.

UNDERLYING BIOLOGICAL
MECHANISMS

In its second Living with COVID-19 review in March 2021, the
National Institutes for Health Research says:
‘Whilst there is a growing list of symptoms associated with Long
COVID, we know little about different clusters and patterns of
symptoms (sometimes described as phenotypes, syndromes or clusters).
There is increasing evidence of organ impairment in both people who
were admitted to hospital and those who stayed at home. The limited
evidence of correlation between past history and current pathology
would suggest a need to investigate anyone with persistent symptoms,
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including those who were never admitted to hospital.
‘There is also evidence of a group of people with cognitive processing
disorders and anxiety with some indication of neurological rather
than social cause. A substantial number of people have symptoms
not yet understood. Some are similar to [...] M.E. / CFS and others to
orthostatic intolerance syndromes. There is some evidence suggesting
Long COVID is a still active disease, with immunological evidence
of continued inflammatory responses, lingering viral activity and /
or blood clotting disorders. For some people with Long COVID, there
appears to be the potential for further deterioration.’
(www.evidence.nihr.ac.uk/themedreview/living-with-covid19second-review)

LOOKING AHEAD

Long COVID has shone a light on the need for a better
understanding of ongoing viral-induced illness. With over a quarter
of a million people living with M.E. and an increasing number of
people living with Long COVID, this is no longer a public health
crisis waiting to happen – it’s happening now.
Action for M.E. and Long COVID Support are advocating for
action to ensure that people with viral-induced conditions get the
acknowledgement, support and treatment they need now and to
secure change for the future. While the £37.6 million funding secured
for Long COVID research and £134 million for services is a positive
step, additional investment is required to ensure the continued
growth, equity, and sustainability of post-viral research infrastructure,
beyond the pandemic response.
Long-term conditions, such as Long COVID, M.E. / CFS and
others, should be investigated as separate diseases in their own right.
No parallels should be assumed until such time as there is robust and
sufficient supporting scientific evidence. However, research findings
and infrastructure from one disease should be leveraged to forward
the understanding of another where relevant.
From a scientific perspective, the COVID-19 pandemic provides
the greatest potential to understand why and how some people
improve and / or fully recover from viral infections, and others do
not. Only relatively small amounts of additional funding are needed
to include people with M.E. in planned Long COVID research and we
must seize this unique opportunity before it is too late.

MANAGING ENERGY AND ACTIVITY

You may have already seen that the long-awaited NICE guideline for
diagnosing and managing M.E., supposed to replace the 2007 edition,
was delayed at the 11th hour in August.
The 2021 update, published in draft at the end of last year,
brought clinical practice up-to-date with current scientific knowledge
regarding M.E., particularly around the now-discredited use of
graded exercise therapy as a curative treatment.
Instead, the draft emphasised that people with M.E. should not
be offered ‘any therapy based on physical activity or exercise as a
treatment or cure for M.E. / CFS [or] any programme based on fixed
incremental increases in physical activity or exercise, for example
graded exercise therapy.’
It also advised only offering cognitive behavioural therapy
(CBT) to people with M.E. ‘who would like to use it to support
them in managing their symptoms of M.E. / CFS and to reduce the
psychological distress associated with having a chronic illness. Do not
offer CBT as a treatment or cure for M.E. / CFS.’
At the time of writing, NICE had scheduled a roundtable
discussion for Monday 18th October to move the situation forward –
you can find updates on this at www.actionforme.org.uk/news.
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Co-published in December 2020 by the National Institute of
Health and Care Excellence, the Scottish Intercollegiate Guidelines
Network and the Royal College of GPs, the rapid response guideline
for managing the long-term effects of COVID-19 has been updated,
following a 14-day consultation with registered stakeholders, ending
Monday 27th September. Both our organisations were in the process
of reviewing this as we went to press.

YOUR PATIENTS WITH LONG COVID

Long COVID is a complex multisystem disease that is not yet wellunderstood. Over 200 symptoms have been reported including, but
not limited to, respiratory, cardiovascular and neurological issues,
autonomic dysfunction, tinnitus and skin rashes. People of all ages
and previous levels of health and fitness are at risk of experiencing its
life-changing effects – including children and adolescents.
A study by Patient-Led Research for COVID-19 found that
after seven months of illness, 45 per cent of respondents reported
requiring a reduced work schedule compared to pre-illness and
22 per cent were not working due to their health. The UK’s Office
of National Statistics estimates that 10 per cent of people who test
positive for COVID-19 experience symptoms for 12 weeks or longer,
with more than a third suffering from the condition for over a year.
Pacing, a strategy and rehabilitation technique that modifies
activities in daily life, to manage symptoms such as fatigue and postexertion symptom exacerbation, has long been used by people with
M.E. / CFS. It is also proving beneficial in the management of some
Long COVID symptoms. The Long COVID Physio website (www.
longcovid.physio) contains lots of advice on pacing and has been
specifically developed for people with Long COVID.
Long COVID Support produces and promotes a number of
resources for health professionals and patients that you may find
useful. These include:
• Website pages for doctors and other healthcare professionals at
www.longcovid.org/resources/healthprofessionals
• Resources, including downloadable resources for patients at www.
longcovid.org/resources/patients where you can signpost patients
to information on symptoms, symptom management, getting help,
support groups, mental health, bereavement, work, benefits and
finances
Signpost patients to our international Long COVID Support
Facebook Group (www.facebook.com/groups/longcovid), a private
space for people experiencing the diverse, debilitating symptoms of
Long COVID to share information and support each other.
For more information on the long-term effects of COVID-19 in
children, signpost parents and professionals to the Long COVID kids
website at www.longcovidkids.org.

YOUR PATIENTS WITH M.E.

There is no single diagnostic test for M.E. and health professionals tell
us that they seek reliable information and education about managing
symptoms and supporting patients.
Action for M.E. produces and promotes a number of resources for
health professionals that you may find useful. These include:
• Website pages for doctors and other healthcare professionals at
www.actionforme.org.uk/clinical-care
• Downloadable resources for pharmacy teams at www.actionforme.
org.uk/pharmacy
• Our Learn about M.E. podcast series featuring professionals
and patients. This accompanies Dr Nina Muirhead’s highly-rated
WPR

Continuing Professional Development learning module on M.E., both
of which you can find at www.actionforme.org.uk/learn-about-ME
• You can find Action’s for M.E.'s resource library for professionals at
www.actionforme.org.uk/resources-for-professionals
You can also refer your patients to Action for M.E.’s free
information, support and advocacy service (see contact details
below). Our experienced team can share information, support and
resources around issues related to living with the impact of M.E. and /
or Long COVID symptoms; and help people reflect on the challenges
they’re facing, talk them through options, and help them identify
their priorities for action. They can also signpost to additional sources
of support if needed.
Some key Action for M.E. resources may be particularly relevant /
useful for people with Long COVID, including:
• Pacing for people with M.E., which includes guidance on activity
analysis, establishing sustainable baselines, using rest and relaxation,
managing sleep, daily and weekly planning, pacing versus real life and
managing stumbling blocks. Find this at www.actionforme.org.uk/
pacing
• M.E. and work, which includes guidance on identifying and
communicating what you need, positively managing disclosure,
reasonable adjustments and return to work planning. Find this at
www.actionforme.org.uk/employment
• You can find Action’s for M.E.'s resource library for patients at www.
actionforme.org.uk/living-with-ME

CONTACT DETAILS
LONG COVID SUPPORT

• Email: info@longcovid.org
• www.longcovid.org
• @long_covid on Facebook and Twitter
• @longcovid on Instagram

LONG COVID WALES

• @LongCovidWales on Twitter

LONG COVID SCOTLAND
• www.longcovid.scot
• @LongCovidScot on Twitter

ACTION FOR M.E.

• 42 Temple Street, Keynsham BS31 1EH
• Information, Support and Advocacy Service: 0117 927 9551
• Email: questions@actionforme.org.uk
• www.actionforme.org.uk
• @actionforme on Facebook and Twitter
• @actionform.e on Instagram
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NEW PLATFORM
WILL BENEFIT
PHARMACY
BUYERS
The Cambrian Alliance Group has
recently launched e-CASS market, a new
platform designed to enable pharmacy
contractors to buy and sell stock from
each other with ease.

T

he new platform is set to transform the
way that contractors manage their surplus
stock and also provide a vital new channel
for contractors to source stock that may be in
short supply via traditional methods. ‘e-CASS is
already the most widely used buying platform
across independent pharmacy and this new
additional platform continues to strengthen the
Cambrian Alliance Group offer,’ said Nathan
Wiltshire, the Group’s CEO.
Cambrian Alliance Group boasts a membership
of over 1200 members across the UK. The group
supports its members in achieving better
purchasing margins by leveraging the buying
power of its collective membership, which now
exceeds £0.6Bn annually.
The group claims that what is commonly
referred to as ‘dead stock’ costs the average
pharmacy approximately £12K per year: a
significant cost at a time when independent

pharmacy has never been under more pressure
to maintain margin. e-CASS market will allow
contractors to list stock and make it available to
buy to a chosen and specified group of buyers, or
to the entire Cambrian Alliance Group
membership of 1200.
‘We are really pleased to be able to bring yet
another new product to the independent
pharmacy market,’ Wiltshire continued.
‘When we first launched e-CASS some ten years
ago, it revolutionised the way that pharmacy
thought about purchasing and delivered
immediate benefits to our user community.
We believe that e-CASS market will have a
similar impact.’
The new platform includes an industry first
‘market match’ feature available to buyers, which
matches all available stock in the market to

buyers’ specific requirements, based upon their
most recent product usages.
The platform also ensures that buyers get notified
every time relevant stock becomes available.
Use of the platform meets with current MHRA
guidance with regard to the implications of the
repeal of Section 10(7) for the supply of
licensed medicines by pharmacy in that
transactions are on a small and occasional basis,
and not for profit.
‘The new platform gives contractors a vital
alternative to supply at a time when product
shortages and availability have never been more
prevalent,’ Wiltshire added.
‘In addition, we are pleased to be able to provide
the market with a new tool that really enables
contractors to help and support each other at
such a challenging time.’

e-CASS market

from The Cambrian Alliance Group
e-CASS market offers independent pharmacies
the ability to trade stock with each other
Use our unique Market Match feature to find stock
available within our e-CASS market community based
upon your usages
Customer specific email notifications for new product
listings that you use, including price and tariff detail
Join the hundreds of other independent contractors who are getting more
from e-CASS market! You can list your dead stock and make it available to
our 800+ platform users, or simply search listings to secure products at
prices significantly lower then those offered by wholesalers.

e-CASS market will save you more
time and money, get in touch today!
Just £15 per month, no Cambrian Alliance Group membership required.

getintouch@cambrianalliance.co.uk
www.cambrianalliance.co.uk
02920 782950

Welsh

Pharmacy
Review

Welsh

Pharmacy
Awards

Kyron Media
Formerly known as Medical Communications 2015 Ltd, the
company is at the forefront of cross-platform publishing and
events for pharmacists and healthcare professionals across
the UK.

Kyron
Media

Contact
@kyronmedia
Kyron Media

Suite 15, Martrey
House, Ravenhill
Business Park,
Belfast, BT6 8AW

02890 999 441

Sialanar

®

(400mcg/ml glycopyrronium bromide
equivalent to 320mcg/ml glycopyrronium)

Sialanar® is the only glycopyrronium product
licensed across Europe for the symptomatic
treatment of severe sialorrhoea in children
aged 3 years and older, with chronic
neurological disorders.
Sialanar® as glycopyrronium should
be considered for first line treatment:

1st

Prescribing Information UK

A product designed for children in terms
of taste, excipients and formulation:
CONCENTRATED SOLUTION
CONCENTRATED SOLUTION

‘There is increasing evidence that 1st
line anticholinergic therapy should be
glycopyrronium’ 1
Where either hyoscine or glycopyrronium
might be used, glycopyrronium should be
the medication of first choice.2

Sialanar® has been designed for children.

TESTED AND LICENSED FOR
USE WITH FEEDING TUBES
TESTED AND LICENSED FOR
USE WITH FEEDING TUBES

NON–CONCENTRATED SOLUTION

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

SYRINGE FOR TITRATION AND CORRECT USE

CUP OR SPOON

AND CORRECT USE
CONCENTRATED SOLUTION SYRINGE FOR TITRATIONNON–CONCENTRATED
SOLUTION

CUP OR SPOON

Raspberry
flavouring
increases the
palatability for
the patient

IN USE SHELF LIFE = 60 DAYS
IN USE SHELF LIFE VARIES = 14–28 D
TESTED AND LICENSED FOR
NOT LICENSED FOR
USE WITH FEEDING TUBES IN USE SHELF LIFE = 60 DAYSUSE WITH FEEDINGIN
TUBES
USE SHELF LIFE VARIES = 14–28 D

Licensed for use
with
PEG, GJ and
60
DAYS
nasogastric
tubes
60

Easy to titrate the
dose with the oral
dosing syringe
SYRINGE FOR TITRATION AND CORRECT USE

CUP OR SPOON
PALATABLE TASTE
PALATABLE TASTE

Sialanar® 320 micrograms /ml oral solution
Please refer to the full Summary of Product Characteristics
(SmPC) before prescribing.
Presentation: Glycopyrronium oral solution in 250 ml
or 60 ml bottle. 1 ml solution contains 400 micrograms
glycopyrronium bromide, (equivalent to 320 micrograms
of the active ingredient, glycopyrronium).
Indication: Symptomatic treatment of severe sialorrhoea
(chronic pathological drooling) in children and adolescents
aged 3 years and older with chronic neurological disorders.
Dosage: Start with approximately 12.8 micrograms/kg
body weight of glycopyrronium per dose, three times per
day. Increase dose weekly until efficacy is balanced with
side effects. Titrate to maximum individual dose of 64
mcg/kg body weight glycopyrronium or 6 ml three times
a day, whichever is less. Monitor at least 3 monthly for
changes in efficacy and/or tolerability and adjust dose if
needed. Not
for patients less than 3 or over 17 years old
as Sialanar® is indicated for the paediatric population only.
Reduce dose by 30%, in mild/moderate renal failure. Dose
at least one hour before or two hours after meals or at
consistent times with respect to food intake. Avoid high fat
food. Flush nasogastric tubes with 10 ml water.
Contraindications: Hypersensitivity to active substance
or excipients; pregnancy and breast-feeding; glaucoma;
urinary retention; severe renal impairment/dialysis;
history of intestinal obstruction, ulcerative colitis, paralytic
ileus, pyloric stenosis; myasthenia gravis; concomitant
treatment with potassium chloride solid oral dose or
anticholinergic drugs.
Special warnings and precautions for use: Monitor
anticholinergic effects. Carer should stop treatment and
seek advice in the event of constipation, urinary retention,
pneumonia, allergic reaction, pyrexia, very hot weather
or changes in behaviour. For continuous or repeated
intermittent treatment, consider benefits and risks on caseby-case basis. Not for mild to moderate sialorrhoea. Use
with caution in cardiac disorders; gastro-oesophageal reflux
disease; pre-existing constipation or diarrhoea; compromised
blood brain barrier; in combination with: antispasmodics,
topiramate, sedating antihistamines, neuroleptics/
antipsychotics, skeletal muscle relaxants, tricyclic
antidepressants
and MAOIs, opioids or corticosteroids.
Sialanar® contains 2.3 mg sodium benzoate (E211) in each ml.

PALATABLE TASTE

SOME HAVE A PALATABLE TASTE

NOT LICENSED FOR
USE WITH FEEDING TUBES
NOT LICENSED FOR
USE WITH FEEDING TUBES

DAYS

14
14
28
DAYS
28
DAYS

STORED
BELOW 25ºC AND IN THE
IN USE SHELF LIFE = 60 DAYS
IN USE SHELF LIFE VARIES = 14–28
DAYS
NO SPECIAL STORAGE CONDITIONS
ORIGINAL CARTON TO PROTECT

STORED BELOW 25ºC AND IN THE
ORIGINAL CARTON TO PROTECT

NO SPECIAL STORAGE CONDITIONS

SOME HAVE A PALATABLE TASTE

14
Patients require daily dental hygiene and regular dental
60
checks. Thicker secretions may increase
risk
of
respiratory
28
DAYS
infection and pneumonia. Moderate
influence on ability to
drive/use machines.
Fertility, pregnancy and lactation: Use effective
contraception. Contraindicated in pregnancy and breast
feeding.
Undesirable effects: Adverse reactions more common
with higher doses and prolonged use. In placebo-controlled
studies (≥15%) dry mouth, constipation, diarrhoea and
vomiting, urinary retention, flushing and nasal congestion.
In paediatric literature; very common: irritability, reduced
bronchial secretions; common: upper respiratory tract
infection, pneumonia, urinary tract infection, agitation,
drowsiness, epistaxis, rash, pyrexia. The Summary of Product
Characteristics should be consulted for a full list of side effects.
Shelf life: 2 years unopened. 2 months after first opening.
MA number:
Sialanar®® 250 ml bottle – EU/1/16/1135/001
Sialanar 60ml bottle – EU/1/16/1135/002
Legal Category: POM
Basic NHS
Price:
Sialanar®® 250 ml bottle £320
Sialanar 60ml bottle £76.80
Marketing Authorisation Holder (MAH):
Proveca Pharma Ltd. Marine House,
Clanwilliam Place, Dublin 2, Ireland
Further prescribing information can
be obtained from the MAH.
Date of last revision of prescribing
information: April 2019
DAYS

SOME HAVE A PALATABLE TASTE

NO SPECIAL STORAGE CONDITIONS

STORED BELOW 25ºC AND IN THE
ORIGINAL CARTON TO PROTECT

Adverse events should be reported. Reporting forms and
information can be found at: www.mhra.gov.uk/yellowcard
Adverse events should also be reported to Proveca Limited.
Phone: 0333 200 1866 E-mail: medinfo@proveca.com
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1. McDermott C, Developing the evidence base for the management of drooling.
Developmental Medicine & Child Neurology 2020, 62: 266–273. doi: 10.1111/dmcn.14373
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For healthcare professionals only
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Help them
face life’s
adventures
Alimentum® (previously
Similac Alimentum) has been
upgraded to further support the
immune needs of formula-fed
infants with mild-to-moderate
cow’s milk allergy, and other
conditions where an extensively
hydrolysed formula is indicated.

Alimentum is the first and only extensively hydrolysed
formula to contain 2’-FL**†, a major component of most
mothers’ breast milk:1
Helps support the
immune system in
the gut and beyond1–4
Contains 2’-FL* which
has proven benefits for
the gut and systemic
immune responses‡

Clinically shown to
be hypoallergenic§
and improve CMA
symptoms fast¶5–7
Well tolerated
and highly
trusted formula7–9

NOW
with

2’-FL*

Contact your local Abbott Account Manager to learn more
or call Freephone Nutrition Helpline on 0800 252 882
IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. Alimentum is a food for special
medical purposes and should only be used under the recommendation or guidance of a healthcare professional.
*The 2’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL, found in
most mothers’ breast milk.1
†MIMS. August 2020.
‡Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not Alimentum), compared to control formula without 2’-FL.
§Studies conducted in infants fed standard Alimentum formula without 2’-FL.
¶
Parent reports from a single-arm study, where all infants were consuming an extensively hydrolysed formula before being switched to Alimentum with
2’-FL for 60 days. After 7 days of switching to Alimentum with 2’-FL, the majority of parents reported that the following persisting symptoms had
improved or resolved: 84% of infants with constipation, 71% of infants with eczema, 100% of infants with vomiting.7
References. 1. Reverri EJ, et al. Nutrients. 2018;10(10):1346. 2. Goehring KC, et al. J Nutr. 2016;146(12):2559–2566. 3. Marriage BJ, et al. J Pediatr
Gastroenterol Nutr. 2015;61(6):649–658. 4. Triantis V, et al. Front Pediatr. 2018;2;6:190. 5. Borschel M. Allergy. 2014;69(Suppl. 99): 454–572. 6. Sampson
HA, et al. J Pediatr. 1991;118(4 Pt 1):520–525. 7. Abbott. Data on File (AL32). April 2020. 8. Borschel MW, Baggs GE. T O Nutr J. 2015;9:1–4. 9. Abbott. UK
Alimentum Market Research. 2018.
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