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EDITOR’S LETTER

Welcome to the latest edition 
of Welsh Pharmacy Review!
The hour change has not only paved the way for lighter evenings 
(and temporary confusion), but brighter spirits too. Everywhere 
I turn, plans are being crafted for the summer – from road trips 
and luxury retreats, to camping site stays and holidays abroad. 
I’ve allowed myself to get swept up in the excitement too, 
spending my commutes reminiscing about my holidays in the 
sun of years gone by. How the first thing my brothers and I would 
do upon arrival to any hotel was race to the edge of the pool and 
jump in – not pausing once to consider our surroundings nor 
disapproving stares.
      As we get older, this act of diving deep straight-off seems less 
common. Even just last week, I met up with my cousin – one of 
my favourite people – but I quickly realised that our conversation 
was littered with what can only be described as ‘niceties’. We were 
merely skimming the surface, and giving one another the robotic 
responses which society has made us accustomed to. I had to give 
myself a shake, break off the topic, and ask ‘How are you REALLY 
doing?’. The conversation then turned into one that mattered to 
us both.
      It’s still as important as ever to bravely aim beneath the surface 
– not just in how we engage with others, but in our ambitions, 
identification of what really matters, and pursuit of change. It’s 
a theme that you’ll see running through this edition of WPR 
as our contributors dig deep. Simon Barry, Lead, Respiratory 
Health Implementation Group, discusses the creation and 
implementation of the All Wales guidelines for asthma and 
COPD (page nine); Health Education and Improvement Wales 
update us on the changing developments in pharmacy training 
(page six); and the All Wales Therapeutics and Toxicology Centre 
delve into their steps to improve the health and wellbeing of 
future generations (page 13).
      This issue’s patient stories are a stark reality check too – 
from the true extent of sepsis’ challenges (page 29), to the lived 
experience of Parkinson’s during the pandemic (page 40), and the 
deepening ovarian cancer crisis (page four).
      Before you go, don’t forget to find out more about the future 
of neuromuscular care in Wales (page 12), and check out the 
unveiling of the categories for the 2022 Welsh Pharmacy Awards 
and how you can get involved (beginning on page 21).

Happy reading!

@kyronmedia Kyron Media

While every care has been taken in compiling this magazine to ensure that it is 
correct at the time of going to press, the publishers assume no responsibility for any 
effects from errors or omissions. The opinions of contributors are not necessarily 
those of the publisher. No part of this publication may be reproduced, stored in a 
retrieval system, or transmitted in any form, or by any means, mechanical, electronic, 
photocopying, recording or otherwise without the prior permission of Kyron Media. 
All rights reserved. Data Protection – please note, your mailing details and copies of 
any articles supplied will be held on a database and may be shared with associated 
companies. Sometimes your details may be obtained from, or made available to, 
external companies for marketing purposes. If you do not wish your details to 
be used for this purpose, please write to: Database Manager, Kyron Media, Beck 
and Scott Building, Ravenhill Business Park, Ravenhill Road, Belfast, BT6 8AW. 
Subscription: £120 a year
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New Directions Pharmacy is Wales’ leading 
recruitment partner to the pharmaceutical sector.

We supply Pharmacists, Pharmacy Technicians and Dispensers 
for locum, long-term and permanent opportunities within 

independent and nationwide Pharmacies.
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Contact us today to discuss how we can support you. 
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029 2082 7600
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New data 
from Target 

Ovarian Cancer 
demonstrates 

how women are 
being failed as 
the awareness 

crisis in 
ovarian cancer 
deepens. With 
key symptoms 

continuing to 
be ignored – 

both by those 
experiencing 

them and their 
healthcare 

professionals 
– how can we 

transform 
perceptions 

and promote 
vigilance?

FOR THEIR 
INFORMATION

In a survey of 1,000 UK women Target 
Ovarian Cancer found that awareness 
of ovarian cancer key symptoms is still 
too low. Four-out-of-five women (79 per 
cent) don’t know that bloating is one of 
the symptoms. Lack of awareness is just as 
bad for the others: abdominal pain (68 per 
cent of women don’t know it), feeling full 
(97 per cent), and needing to wee more 
urgently (99 per cent).
      When symptoms are ignored or passed 
off as more common conditions like IBS, 
ovarian cancer has time to advance before 
it is found. The number of treatment 
options decreases, as do the chances of 
long-term survival. Because it’s diagnosed 
late, the disease kills three-in-10 women in 
the 12 months after diagnosis.
     Further compounding the issue is 
that 40 per cent of UK women think that 
cervical screening (a smear test) detects 
ovarian cancer. Worryingly, this is up from 
31 per cent in a 2016 survey. Confusion 
between cervical cancer and ovarian 
cancer can be fatal. Thinking that a smear 
test also helps prevent ovarian cancer 
stops people from looking out for the key 
symptoms of this deadly disease.  
      The new data comes as figures from 
the NHS show a shortfall in the number 
of people being diagnosed with cancer 
– risking an epidemic of late diagnosis 
and early death. Target Ovarian Cancer 
is urging the public to sign open letters 
to governments across the UK and tell 
them what is needed to combat the crisis: 
dedicated symptoms awareness campaigns 
across the UK so we can finally make 
progress in people’s knowledge of the 
symptoms.  
      Annwen Jones OBE, Chief Executive of 
Target Ovarian Cancer, commented, ‘These 
figures are incredibly disappointing. We 
know we’ve shifted the dial in the past 10 
years, through the dedication of thousands 
of Target Ovarian Cancer campaigners. 
But it is not enough. Knowing the 
symptoms is crucial for everyone. We 
need to make sustained and large-scale 
government-backed symptoms campaigns 
a reality. Progress is possible. If we do 

this, fewer people will be diagnosed late, 
fewer will need invasive treatment, and 
ultimately, fewer will die needlessly from 
ovarian cancer.’
 

KATY’S EXPERIENCE
Katy Stephenson, 47, from Bury St 
Edmunds, was diagnosed with early-stage 
ovarian cancer in 2021. 
      She reflected, ‘I had been experiencing 
symptoms like bloating and needing to 
wee more urgently for a few months, but 
I’d put it down to being peri-menopausal. I 
had a fluke diagnosis when I was admitted 
to hospital with appendicitis. If that hadn’t 
happened, the cancer probably would 
have spread, and I hate to think about 
what would have happened. I was actually 
told that I wouldn’t have symptoms in the 
early stages of ovarian cancer – but I did. 
I want everyone to know the symptoms of 
ovarian cancer. The only person that will 
catch them is you, so be aware of your own 
body, speak to a GP. And don’t be afraid to 
mention ovarian cancer if you’re worried.’
 

WHAT ARE THE SYMPTOMS?  
• Persistent bloating – not bloating that 
comes and goes  
• Feeling full quickly and / or loss of 
appetite  
• Pelvic or abdominal pain  
• Urinary symptoms (needing to wee more 
urgently or more often than usual) 

      Occasionally there can be other 
symptoms:  
• Changes in bowel habit (e.g. diarrhoea or 
constipation)  
• Extreme fatigue (feeling very tired)  
• Unexplained weight loss  
• Any bleeding after the menopause should 
always be investigated by a GP

      Symptoms will be:  
• Frequent – they usually happen more 
than 12 times a month  
• Persistent – they don’t go away  
• New – they are not normal for the patient

OVARIAN CANCER

WWW.WALESHEALTHCARE.COM
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ANTIBIOTIC RESISTANCE AND THE 
HEALTHCARE PROVIDER: HELP IS 
AT HAND
Professor Colin Garner, CEO and founder of 
Antibiotic Research UK, updates us on the current 
state of play of antibiotic resistance, in addition to 
the sector’s contribution to antibiotic stewardship 
– particularly in helping their patients navigate a 
responsible way forward. 

Antibiotic resistance is on the rise around 
the world. Bacteria are becoming resistant to 
antibiotics, resulting in infections that can 
no longer be treated with the drugs available.  
New research published in January 2022 
in the Lancet confirms what public health 
experts have long known: the overuse of 
antibiotics risks making the drugs useless. 
The researchers reported that about five 
million deaths were associated with bacterial 
antimicrobial resistance in 2019. 1.27 million 
of these deaths were directly attributable 
to bacterial antimicrobial resistance. 
Antimicrobial resistance kills more people 
annually than either AIDS or malaria, and the 
numbers of deaths are rising. 
      Despite the real and immediate global 
health risk posed by antimicrobial resistance, 
the devastating reality is that we do not have 
enough new antibiotics under development to 
tackle the rise in resistance. 

HEALTHCARE PROVIDERS AND 
THEIR KEY ROLE IN ANTIBIOTIC 
STEWARDSHIP
Solutions will need to come from many 
sectors, and healthcare providers have an 
important role to play. Healthcare providers 
need to ensure that they are using existing 

antibiotics judiciously and advising patients 
wisely so that future generations – our 
children and grandchildren – will have the 
benefits of antibiotics that current generations 
have relied on to keep common infections 
from turning deadly. Antibiotic stewardship 
to keep our current antibiotics working is 
an important component of antibiotic use 
since resistance is driven by antibiotic mis- or 
overuse.
       Striking the balance between providing 
enough information and not overwhelming 
patients can be tricky. Please know that 
Antibiotic Research UK – the charity for 
which I am the CEO and founder – has 
resources to help both healthcare practitioners 
and patients. In fact, Antibiotic Research UK 
provides the only Patient Support Service 
(www.antibioticresearch.org.uk/patient-
support/find-support) specifically for people 
with antibiotic-resistant infections. 
      Our general advice to healthcare providers 
is to start by explaining bacteria, infections 
and antibiotics in simple terms. As you know, 
many patients don’t know the difference 
between bacterial and other infections. Then, 
talk about how bacteria become resistant to 
antibiotics due to their incorrect use. 

DIFFERENT CONVERSATIONS FOR 
DIFFERENT PATIENTS
The best way to raise awareness of the 
importance of using antibiotics responsibly 
is to be prepared for conversations from all 
kinds of patients: 
• Some patients may not have been prescribed 
antibiotics when they expected them. Explain 
that by not taking antibiotics for things they 
do not work for, they are helping to keep them 
working when we need them most
• Patients who are frequently prescribed 
antibiotics might want to know more 
about preventing resistance. You can talk 
to them about completing the course, not 
sharing antibiotics, and disposing of unused 
antibiotics through the pharmacy
• Patients who have recurrent infection can 
be encouraged to talk to their GP about 

treatment options. You can also tell them to 
contact our Patient Support Service if they 
need support, or information about bacterial 
infections

      Also, consider giving a delayed 
prescription, which has been found to be a 
safe and effective strategy for most patients. 
<BMJ 2021;373:n808>

OUR PATIENT SUPPORT TEAM 
OFFERS ONE-TO-ONE SUPPORT
We know healthcare providers are already 
juggling so many things. We are here to help. 
      The patients supported through the charity 
tell us time and again that they didn’t know 
where to turn for information. Sharon, for 
example, had sepsis twice due to a resistant 
urinary tract infection.
      ‘I was left in an isolated room with all 
these questions. I really wanted someone to 
sit down and explain what it all meant, and 
what it means for my future,’ Sharon told our 
Patient Support Team at Antibiotic Research 
UK. 

ABOUT ANTIBIOTIC RESEARCH UK
Antibiotic Research UK offers one-to-one 
help through a confidential phone and 
email service. We also offer online patient 
support groups to meet other sufferers. 
We can answer their general questions, 
help patients work out what they want to 
ask healthcare professionals, and provide 
ongoing support during this difficult time. 
We do not offer medical advice. Please tell 
patients and your colleagues that they can find 
information at www.antibioticresearch.org.
uk/PatientSupport. 
      We also have a range of leaflets that you 
can print and share with your patients, such 
as ‘Antibiotic-Resistant Infections; Are you at 
Risk?’. Use the QR code below, or find them at 
www.antibioticresearch.org.uk/resources.

Professor Colin Garner

ANTIBIOTIC RESISTANCE

WWW.WALESHEALTHCARE.COM
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A LOT TO 
LEARN
Health Education and Improvement 
Wales have recognised the need to 
have a vision for the changing shape 
of pharmacy training, which can deliver 
the ambition of the Welsh strategic 
direction in ‘Pharmacy: Delivering a 
Healthier Wales’. Here, they tell us more, 
and home in on the changes which they 
are building upon in order to secure a 
brighter future for the sector. 

It has been a challenging two years for the 
whole pharmacy workforce delivering NHS 
services to our communities across Wales. In 
addition, significant changes to the education 
training requirements and workforce have 
made the workplace difficult. 
      As we move forwards into 2022, Wales is 
in a good place to embrace the changes and 
continue to build upon current achievements 
and progress to date.  

TRAINEE 
PHARMACISTS
NEW STANDARDS FOR THE INITIAL 
EDUCATION AND TRAINING OF 
PHARMACISTS (2021)
The General Pharmaceutical Council 

published new standards for the initial 
education and training of pharmacists 
in January 2021. These standards will be 
gradually implemented from 2021 onwards 
and must be fully implemented by 2026.
      The implementation of these standards 
will transform the education and training of 
pharmacists – they are able to play a much 
greater role in providing clinical care to 
patients and the public from their first day, 
including through prescribing medicines as 
an independent prescriber.
      The new standards are set across the 
whole five-year continuum to registration 
and require a co-ordination of the MPharm 
course and the one-year foundation training 
programme (formerly known as the pre-
registration programme).  
      In Wales Health Education and 
Improvement Wales (HEIW), the provider 
of the fifth year are working very closely 
with the two Schools of Pharmacy in Wales, 

to ensure the seamless delivery of the new 
learning outcomes. 
      HEIW provide a UK-leading multi-sector 
training experience across the patient care 
pathway for all our trainee pharmacists. 
Wales has the highest UK pass rate for 
trainee pharmacists sitting the General 
Pharmaceutical Council registration 
assessment in 2021 and achieved a 100 
per cent fill rate for the HEIW foundation 
training programme posts for the 2022 
intake. 

NEWLY-
REGISTERED 
PHARMACISTS 
HEIW Pharmacy offer training and support 
for newly-registered pharmacists to increase 

WWW.WALESHEALTHCARE.COM
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their competence and confidence in the early 
stage of their career. 
      From September 2022 HEIW will be 
offering a post-registration foundation 
pharmacist training programme as part of 
the overall implementation of the initial 
education and training of pharmacists.    
This has been commissioned from 
Cardiff University and meets the learning 
outcomes of the Royal Pharmaceutical 
Society post-registration foundation 
pharmacist curriculum (www.rpharms.
com). The curriculum reflects the 
core changes to pharmacist practice, 
including the achievement of independent 
prescribing status in addition to the Royal 
Pharmaceutical Society post-registration 
foundation credential award. 
      Further details of the initial education 
and training of pharmacists post-registration 
foundation pharmacist training programme 
can be found here: www. heiw.nhs.wales/
education-and-training/pharmacy/heiw-
post-registration-foundation-pharmacist-
training-programme-for-newly-registered-
pharmacists. 

ADVANCED 
AND 
EXTENDED 
PRACTICE 
FUNDING 
Advanced and extended practice learning 
opportunities are centrally-funded by HEIW 
for pharmacy professionals in all sectors 
providing NHS services to support continued 
development. It is essential that the existing 
workforce in Wales continue to develop and 
have the necessary skills and competence to 
provide the patient services for the future 
vision of ‘Pharmacy: Delivering a Healthier 
Wales’. In particular, many of the established 
workforce will not have been trained as 
independent prescribers. This programme of 
work considers how we increase the numbers 
of pharmacist independent prescribers over 
the next five years. 

CONSULTANT 
PRACTICE 
HEIW are developing a national strategy for 

consultant pharmacists which aligns with the 
purpose, vision and strategic objectives of 
HEIW. For further information, visit www.
heiw.nhs.wales/education-and-training/
pharmacy/consultant-pharmacists. 
     In partnership with the Welsh 
government, the Royal Pharmaceutical 
Society and employers they are supporting 
Wales’ first cohort of 22 pharmacists who 
are collecting evidence to credential against 
the consultant pharmacist curriculum to 
demonstrate ‘entry level’ standard.

PRE-
REGISTRATION 
PHARMACY 
TECHNICIANS 
HEIW pharmacy deliver a Level 4 
qualification in higher education in 
pharmacy technician practice in partnership 
with the University of East Anglia. 
      This qualification is embedded in the 
modern apprenticeship framework and 
ensures the pre-registration pharmacy 
technician is at Level 4 in these areas of 
practice from day one of registration with the 
General Pharmaceutical Council. The pre-
registration pharmacy technicians training 
programme is fully funded by the Welsh 
government.

PHARMACY 
TECHNICIANS 
HEIW offer the following programmes of 
learning to upskill the existing workforce: 
• Accredited checking pharmacy technician 
programme
• Medicines management training 
programme 

      There are also a range of accredited Level 
4 programmes, for example, introduction 
to healthcare leadership, public health and 
professional practice, that require learners 
to submit a portfolio of evidence for 
assessment, as part of the credits awarded. 

ADVANCED 
PRACTICE 

PHARMACY 
TECHNICIANS 
The pilot for the advanced practice 
framework has recently been completed and 
HEIW plan to roll this out pan-Wales in the 
near future.

PROTECTED 
TIME PILOT 
STUDY 
‘Pharmacy: Delivering a Healthier Wales’ 
highlighted that pharmacy professionals 
don’t routinely have protected learning 
time. The General Pharmaceutical Council 
registrant survey in 2019 highlighted 
that more than 70 per cent of pharmacy 
professionals work full-time, with 
approximately half also reporting caring 
responsibilities. Opportunities to undertake 
development during a working day varies 
between sectors of pharmacy practice, with 
least time available in community pharmacy, 
despite these professionals working the 
longest hours on average.
      HEIW are running a 12-month pilot 
study exploring the value of three different 
models of protected development time for 
professionals in community pharmacy. In a 
partnership with the Welsh government and 
CUREMeDE, the pilot will evaluate how well 
each model supports professionals to build 
credentials that progress them within their 
chosen development framework.
      HEIW thank all their stakeholders for 
their support and look forward to working 
with them now and in the future to make 
Wales a great place to train, work and live.
      For more information, visit www.
heiw.nhs.wales/education-and-training/
pharmacy. 

HEIW
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WALES’ EXPANDED FLU 
PROGRAMME EXTENDED 

BY ANOTHER YEAR
The Minister for Health and Social Services, Eluned Morgan, has 
confirmed that Wales’ flu vaccination programme will once again be 
extended to include those aged 50 and over and secondary school 
children in academic years seven-to-11 (11-to-16 years old).
      This is the second year the programme has been extended, which 
means that more than 1.5 million people in Wales will be eligible for 
a free vaccine again this year. Those eligible for a free vaccine also 
include pregnant women, those with underlying health conditions, 
and children aged two-to-10 years of age.
      An additional funding package of £7.85 million will be allocated 
to health boards to reach both additional cohorts.
      Last year more people in Wales than ever before received a flu 
vaccine as part of the annual flu vaccination programme, with the aim 
to help protect both the public and the NHS from the co-circulation 
of flu and COVID-19.
      Achieving a high uptake is vital to reduce morbidity and mortality 
associated with influenza, and to reduce hospitalisations during a 
time when the NHS and social care may also be managing winter 
outbreaks of COVID-19.
      The JCVI has given an indication that there is likely to be an 
autumn booster programme for COVID-19 vaccinations and there 
may be opportunities for co-administration throughout the 2022-
to-2023 season. Those planning and administering vaccines should 
utilise these opportunities where appropriate, to help maximise 
vaccine uptake.
      Minister for Health and Social Services, Eluned Morgan, 
commented, ‘Here in Wales we feel it’s important that we continue 
to protect as many people as possible from flu and I’m pleased to 
confirm we will once again roll out an extended flu programme.
      ‘COVID has not gone away and our NHS is still very much 
recovering from the pandemic, ensuring as many people are protected 
from the flu will not only help individuals and their communities but 
also protect our NHS. I would encourage eligible people to take up 
the offer.’

BIGGEST STUDY OF 
ITS KIND IMPLICATES 

SPECIFIC GENES IN 
SCHIZOPHRENIA

The largest ever genetic study of schizophrenia has identified large 
numbers of specific genes that could play important roles in the 
psychiatric disorder.
      A group of hundreds of researchers across 45 countries analysed 
DNA from 76,755 people with schizophrenia and 243,649 without it 
to better understand the genes and biological processes underpinning 
the condition.
      The Psychiatric Genomics Consortium study, led by scientists 
at Cardiff University, found a much larger number of genetic links 
to schizophrenia than ever before, in 287 different regions of the 
genome, the human body’s DNA blueprint.
      Furthermore, they showed that genetic risk for schizophrenia is 
seen in genes concentrated in brain cells called neurons, but not in 
any other tissue or cell type, suggesting that it is the biological role of 
these cells that is crucial in schizophrenia.
      According to the research team, this global study sheds the 
strongest light yet on the genetic basis of schizophrenia. 
      ‘Previous research has shown associations between schizophrenia 
and many anonymous DNA sequences, but rarely has it been possible 
to link the findings to specific genes,’ explained co-lead author 
Professor Michael O’Donovan, from the Division of Psychological 
Medicine and Clinical Neurosciences at Cardiff University.
      ‘The present study not only vastly increased the number of those 
associations, but we have now been able to link many of them to 
specific genes, a necessary step in what remains a difficult journey 
towards understanding the causes of this disorder and identifying 
new treatments.’

RECOGNITION FOR PHARMACY’S ROLE IN REDUCING 
WAITING TIMES 

The important role of pharmacy in reducing NHS waiting times has 
been recognised in a report published by the Senedd’s Health and 
Social Care Committee.
      The report – ‘Waiting Well? The Impact of the Waiting Times 
Backlog on People in Wales’ – is a result of an inquiry into the impact 
of waiting times backlog on people who are waiting for diagnosis or 
treatment which commenced in November 2021. Delivering both 
written and oral evidence to the committee, the inquiry provided an 
opportunity to outline where pharmacy could support the complex 
management of demand and NHS waiting times which have been 
impacted upon by the pandemic.
      The report highlights the opportunities that pharmacy teams have 
to support patients with the management of their health conditions, 
as well as self-care in general. It outlines that the pharmacy team 
already plays a key role in providing relevant health and wellbeing 
information, as well as signposting people to relevant support 
services, such as voluntary sector services in the local community.
      Royal Pharmaceutical Society Wales’ work with Community 
Pharmacy Wales and Carers Trust in Wales to create materials to 

support pharmacists to understand the needs of carers and how best 
to support them was also referenced in the report.
      Recommendations in the report call on the Minister for Health 
and Social Services to consider how community pharmacy teams can 
refer on to other health services. It is also recommended that further 
promotion of pharmacy services is considered across Wales to help 
direct patients and the public in accessing the right service at the 
right time.    
      Commenting on the report, Director for Royal Pharmaceutical 
Society Wales, Elen Jones, said, ‘I am pleased that this report has 
taken on board the issues we presented to the Health Committee 
in highlighting where pharmacy can play an important role in 
contributing to the enormous effort to support patients waiting for 
NHS care.’

NEWS
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BACKGROUND
Reducing variation is one of the key pillars of prudent healthcare 
in Wales. Yet historically, variation in prescribing has been rife, 
underpinned by pharmaceutical representatives whose raison d’etre 
is to influence prescribing practice. In Wales, the Respiratory Health 
Implementation Group (RHIG) was tasked with improving the care 
for patients with respiratory disease and from its inception creating 
national prescribing guidelines for patients with airways disease has 
been a key goal. 
      In this short article I will describe the creation of the All Wales 
guidelines for asthma and COPD, as well as introduce the green 
agenda, and describe in brief the implementation process of both of 
these interventions.

NATIONAL PRESCRIBING GUIDELINES
By 2012, each health board in Wales had developed, or was in the 
process of developing, local guidelines for either asthma or COPD.   
This is not surprising, since there has been a proliferation of new 
drugs and devices to treat patients with airways disease and neither 
NICE, nor the British Thoracic Society, nor the Global Initiative for 
Chronic Obstructive Lung Disease, gives recommendation about 
specific inhalers to be used, rather focussing on inhaler classes. It was 
therefore a logical progression to create national guidelines, rather 
than have seven different ones, based on what had been developed 
in individual health boards. In order to start this process, it was 
necessary to first achieve consensus from key stakeholders. A survey 
was therefore sent out in 2017 to all general practitioners, respiratory 
consultants, practice nurses, pharmacists and finance directors, 
asking whether they supported the creation of national guidelines 
and wanted to be part of the guideline development group. 
      From 407 replies, 398 (98 per cent) were supportive, thus creating 
a clear consensus in favour of national guidelines. Next, the guideline 
development group, consisting of consultants, pharmacists and 
respiratory nurse specialists, met to create a consensus view of key 
aspects. We created a declaration of interests and defined consensus 
as >60 per cent agreement. Several meetings were convened and 
the draft guidelines developed and presented at the Welsh Thoracic 
Society. We used the Institute of Clinical Science and Technology 
(ICST) to create the guideline following a standardised, simplified 
approach. In essence, this meant a stepwise approach involving 
assessment, diagnosis, referral, prescribing and review. For COPD, 
we utilised the London Respiratory Network QALY (quality adjusted 
life year) pyramid which determines the cost per QALY for different 
interventions. (1) We prioritised referral for the highest value (lowest 
cost per QALY) interventions, such as smoking cessation, vaccination 
and exercise before prescribing inhalers which is a lower value 
intervention (higher cost per QALY). Standard images of a variety of 

A BREATH OF 
FRESH AIR
In this edition of WPR, Simon 
Barry, Lead, Respiratory Health 
Implementation Group, overviews 
the creation, implementation, and 
significance of national guidelines 
for patients with airways disease in 
Wales.

selected inhalers were displayed on the guideline.
      The COPD guideline was created first, and presented to the All 
Wales Medicines Strategy Group (AWMSG) for endorsement. The 
guideline was sent out for wide consultation, the comments reviewed, 
and the guideline adjusted and represented to the AWMSG for 
final endorsement. This was achieved in August 2019 for the COPD 
guidelines and September 2020 for the asthma diagnosis and asthma 
management guidelines.

GREEN AGENDA
Since the declaration of a climate emergency in the UK, and, more 
recently, the COP26 climate conference in Glasgow, there has been 
an increasing focus on sustainability and the green agenda. It is 
estimated that inhalers constitute approximately 3.5 per cent of the 
total carbon footprint of the NHS, of which 98 per cent is due to 
metered dose inhalers which utilise propellants (hydrofluorocarbons 
or hydrofluoroalkanes) that are powerful global warming gases. This 
amounts to 65,000 tonnes of carbon dioxide equivalent released 
annually in Wales alone. In 2021 the NHS Wales Decarbonisation 
Strategic Delivery Plan published its target (2) for reducing the 
percentage of high global warming potential (GWP) inhalers (i.e. 
metered dose inhalers) from 70 per cent to less than 20 per cent 
by 2025. (Figure One) In order to achieve this goal, the RHIG, in 
partnership with the ICST, created the following interventions:
• New updated guidelines incorporating the green agenda around 
inhalers (Figures Two-to-Four)
• A webinar for healthcare professionals addressing this issue
• A webinar for patients addressing this issue
• Video-based updates from experts on the green agenda linked via 
QR codes to the guidelines and also available on the patient apps
• Multimedia messaging for patients, including posters, social media 
campaigns and videos for GP surgeries

Figure One: Pie chart and cartoon demonstrating the current 
proportions of low and high global warming impact inhalers 

and carbon footprint in tonnes of CO2 equivalent with the 
year 2025 target in Wales

UPDATED GUIDELINES
The same process was followed as in the first iteration. The national 
lead for asthma and COPD led the process, and the guidelines were 
submitted for wide consultation via the AWMSG. New updates to 
these guidelines when compared to the first iteration include:
• The addition of a green footprint icon for inhalers images with a low 
GWP and a red one for those with high GWP
• A QR code linking to video-based information about the green 
agenda
• A QR code to link to the patients’ apps

RESPIRATORY HEALTH 
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Figure Two: The All Wales COPD management and prescribing 
guideline

• Explicit information prioritising low GWP inhalers over high GWP 
unless a patient can’t use a dry powder, or mist device

IMPLEMENTATION OF GUIDELINES
The implementation process was overseen using the active 
implementation framework developed by the ICST. Key components 
of this included the following:
• Ensuring alignment of key stakeholders from policy to patient. This 
included, for example, ensuring that all health board pharmacy leads, 
managers and primary care leads were sighted on and supportive of 
the guidelines
• Utilising a ‘power layer’ of key stakeholders to help implementation 
of the guidelines, particularly in primary care. These individuals 
include senior respiratory nurses in the community, community 
pharmacists and also pharmaceutical representatives. We noted that 
there was increased support from the pharmaceutical industry in 
Wales for the national guidelines, thus representing a significant shift 
in approach when compared to the pre-national guideline era
• Multiple posters of each guideline have been sent to every practice 
and hospital in Wales

SUMMARY
In Wales we have created national guidelines for COPD and asthma, 
which to my knowledge are unique in their scope. We have created a 
tough target to reduce the carbon impact from inhalers by 2025, and 
have a strategic approach as to how to achieve that goal by aligning 
policy to patient and utilising an active implementation framework 
developed by our partners, the ICST. 

Figure Three: All Wales adult asthma management and 
prescribing guidelines

Figure Four: All Wales asthma diagnosis guideline

      Further Information for healthcare professionals is available at 
www.allwales.icst.org.uk.

REFERENCES
• London Respiratory Network, Thorax 2014 69 (11)
• NHS Wales Decarbonisation Strategic Delivery Plan 2021
• www.gov.wales/sites/default/files/publications/2021-03/nhs-wales-
decarbonisation- (accessed 17/03/22)
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THE FUTURE OF NEUROMUSCULAR 
CARE IN WALES

How can health services be improved to support 
people living with muscle-wasting conditions?

Across the UK, there are around 110,000 people living 
with a muscle-wasting condition. These are rare and 
complex conditions that carry a multitude of serious 
health complications, meaning that it is vital that well-
co-ordinated multidisciplinary health and social care 
is in place. 
      Muscular Dystrophy UK recognised that the 
COVID-19 pandemic was widening many pre-
existing gaps in care, so undertook detailed research 
among its community. The charity then produced 
four reports that highlighted how the pandemic had 
affected those living with muscle-wasting conditions.    
The reports were called, ‘Shining a Light on the 
Impact of COVID-19’ and, as well as producing a 
UK-wide version, the charity also wrote one for each 
of the three devolved nations. 
      Most importantly, each of these reports included 
tailored recommendations on how care for people 
living with muscle-wasting conditions can be 
improved in the future. This is because it’s essential 
that people living with a muscle-wasting condition 
have access to specialist healthcare, regular exercise, 
daily essentials, care packages, family support systems 
and physiotherapy to lead safe and healthy lives. 

STRIDES TOWARDS STRENGTHENING 
CARE
In late 2021, Muscular Dystrophy UK presented its 
Wales report before a Cross-Party Parliamentary 
Group (CPG), which included priority areas to 
strengthen neuromuscular care going forward. 
      During the meeting, Muscular Dystrophy UK 
shared testimonies from families about delays to 
accessing critical appointments, the impact on their 
mental health of not seeing their family and carers 
while shielding, and the loss of mobility and muscle 
weakness due to being unable to exercise. The charity 
also reported the experiences of neuromuscular 
clinical teams and the impact of the pandemic on 
staffing, service gaps, access to appointments and 
treatments.
      The charity revealed that NHS-funded specialist 
neuromuscular services for children and adults 
across Wales have significant staffing gaps and 
underinvestment that predates the pandemic. Services 
lack expert neuromuscular doctors, care advisors and 
psychology support, and this means that people in 
Wales are missing out on the holistic care that they 
would receive over the border in England.
      The report revealed that there is no resilient 
neuromuscular healthcare structure across Wales, 
meaning that the neuromuscular workforce is over-
stretched and under-resourced, compromising on 
vital care co-ordination and management, and this 
issue was exacerbated throughout the pandemic.  

RECOVERY PRIORITIES 
At the CPG meeting, Muscular Dystrophy UK called 
for both short and long-term recovery priorities 
to improve the lives of people in Wales living with 
muscle-wasting conditions. These include: 
• Formalising the Wales Neuromuscular Network and 
appointing an NHS-funded network manager
• Allocating sustainable and consistent funding for 
neuromuscular services to accurately reflect the care 
needs of the neuromuscular population
• Increasing investment in the specialist 
neuromuscular teams, with more neuromuscular 
consultants, physiotherapist, nurse specialist, 
psychologists, and care advisors
• Increasing the number of neuromuscular trained 
staff within community services who can bridge the 
gap between specialist neuromuscular teams in the 
Central Belt and their local areas

      You can read the report in full at www.
musculardystrophyuk.org.

WHAT’S NEXT?
Since the meeting, Muscular Dystrophy UK has 
been working with stakeholders to campaign for 
its recommendations to be put into place, and the 
charity also recently responded to a Health and Social 
Committee inquiry in the Senedd on mental health 
inequalities.
      Michaela Regan, Head of Policy and Campaigns 
at the charity, explained, ‘Many services, including 
specialist neuromuscular service referrals and 
diagnostics, were halted or significantly reduced 
throughout the pandemic, leaving people with 
delayed diagnosis and no access to expert care.    
Consequently, many living with these conditions have 
been unable to receive the full treatment and care 
they need and are at severe risk of faster progression 
of their conditions. Across Wales, it is vital that 
stakeholders implement the recommendations from 
our ‘Shining a Light’ report to ensure that people with 
a muscle-wasting condition receive the care they need 
to improve overall health outcomes and quality of life.’

ABOUT MUSCULAR DYSTROPHY UK
Muscular Dystrophy UK is a charity that brings 
individuals, families and professionals together 
to help fight muscle-wasting conditions. It offers 
practical and emotional support for the 110,000 
people with a muscle-wasting condition and their 
families at every stage, and funds vital research into 
the conditions. it also co-chairs Changing Places, 
which leads the campaign for fully accessible toilets. 
      For more information about the work 
that Muscular Dystrophy does, visit www.
musculardystrophyuk.org.12 MAY 2022 WPR
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LOOKING 
TO THE 
FUTURE

The All Wales Therapeutics and Toxicology 
Centre (AWTTC) and the All Wales 
Medicines Strategy Group (AWMSG) 
have pledged to support the NHS Wales 
Decarbonisation Strategic Delivery Plan 
and work to improve the health and 
wellbeing of future generations.
      At the AWMSG meeting in April, both 
the AWTTC and AWMSG formalised their 
pledge to:
• Support measures to address the climate 
change emergency;
• Contribute to achieving NHS Wales’ goal 
to reach net zero carbon emissions by 2030;
• Consider the environmental impact of 
medicines; 
• Consider the impact of our work on 
people and future generations, and on their 
health and wellbeing;
• Involve patients and the public in our 
work, ensuring that our work is inclusive 
and fully reflects the diversity of Wales; and
• Take action to reduce health inequalities 
in relation to access, use and outcomes 
from medicines.

      These commitments demonstrate 
that, in addition to working to promote 
decarbonisation, the AWTTC is also 
putting measures in place to achieve the 
goals of the Welsh government’s Wellbeing 
of Future Generations (Wales) Act by 
helping to reduce inequalities in healthcare 
relating to medicines across Wales.

SUSTAINABILITY GROUP
The AWTTC has set up a Sustainability 
Group which will act as a forum for 
discussing and agreeing ways in which 
they will meet the goals of the above 
sustainability pledge. The activities of this 
group include:
• Supporting the AWMSG in developing 
best practice guidance for NHS Wales that 
takes sustainability and environmental 
issues into account;
• Developing and promoting a working 
environment that improves energy 
efficiency and the sustainable use of 
resources by engaging and supporting staff, 
and ensuring that colleagues and visitors 

are aware of the AWTTC’s sustainability 
agenda;
• Promoting environmental monitoring as 
part of project management and helping 
to support the ‘sustainability agenda’ both 
locally within Cardiff & Vale University 
Health Board and nationally across Wales;
• Ensuring that processes and systems are 
developed to measure health outcomes and 
highlight health inequality, with the aim of 
reducing inequity and improving the health 
and lives of people living in Wales now and 
in the future

CARBON FOOTPRINT OF INHALER 
USE
A recent demonstration of the 
AWTTC’s ongoing commitment to 
the decarbonisation goals has been the 
development and ongoing maintenance of 
the NHS Wales Inhaler Decarbonisation 
Dashboard (delivered as part of the Server 
for Prescribing Information Reporting 
and Analysis [SPIRA]). This dashboard 
monitors the estimated carbon footprint 
associated with the use of medical inhaler 
devices prescribed in primary care in 
Wales. It also tracks the movement towards 
achieving the target of increasing the use 
of low global warming potential inhalers 
to 80 per cent of the total inhalers issued 
by 2025, as defined in the NHS Wales 
Decarbonisation Strategic Delivery Plan, 
which would equate to an estimated saving 
of 45,000 tonnes of CO2 per year.

BEST PRACTICE DAY – 19TH JULY 
2022
More on the work described here and 
further initiatives being undertaken across 
NHS Wales to reduce the environmental 
impact of various healthcare services 
will be discussed on 19th July when 
the AWTTC will be holding its next 
virtual Best Practice Day, entitled    
‘Decarbonisation: the Medicines Agenda’. 
      Registration opens soon – please keep 
an eye on www.AWTTC.nhs.wales for 
more information.

In this edition 
of WPR, the 
All Wales 
Therapeutics 
and Toxicology 
Centre and the All 
Wales Medicines 
Strategy Group 
outline the 
importance of 
supporting NHS 
Wales and their 
Decarbonisation 
Strategic Delivery 
Plan to improve 
the health 
and wellbeing 
of future 
generations. 

AWTTC
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RESEARCHER WINS 
INTERNATIONAL 

FUNDING TO HELP 
PIONEER DIABETES 

CARE
A Swansea University researcher’s pioneering work in the field of 
diabetes has helped earn her a major funding boost.
      Dr Olivia McCarthy divides her time between the university’s 
Applied Sports, Technology, Exercise and Medicine (A-STEM) 
research programme and the Diabetes Technology Research at the 
Steno Diabetes Centre in Copenhagen.
      Her work as part of the team investigating the latest artificial 
pancreas technology in people with type one diabetes who are 
performing exercise has just led to her winning a 600,000Kr grant 
(around £67,000) from the Danish Diabetes Association.
      An artificial pancreas is a man-made device that is designed to 
release insulin in response to changing blood glucose levels in a 
similar way to a human pancreas.
      The funding will allow postgraduate research fellow Dr McCarthy 
to continue with the SMART study which is aimed at helping to 
develop guidelines for people living with type one diabetes to exercise 
safely using the newest insulin pumps.
      Dr McCarthy said, ‘We hope that the information that we get from 
this will help people use their pumps safely and manage their glucose 
appropriately and in doing so empower them to get the benefit of 
exercise.
      ‘Now when people want to do exercise with family or friends they 
have to think way in advance and become a mathematician and a 
dietitian. I hope that we will get to a point where we can remove all 
these stresses so people can exercise freely without the burdens and 
barriers that come along with diabetes.’

PLAN TO END LONG WAITING 
TIMES AND TRANSFORM 

PLANNED CARE
An ambitious plan to transform planned care in Wales and cut 
waiting times over the next four years has been published by Health 
Minister Eluned Morgan. It will be supported by an extra £60 million 
– £15 million a year over the next four years – for health boards. 
      The plan has been designed to help the NHS manage the backlog 
of appointments and treatments, which has built up during the 
pandemic, and reduce waiting times for people with non-urgent 
health conditions. The Health Minister said that the plan aims to 
ensure that no-one will be waiting more than a year for treatment in 
most specialties by spring 2025.
      As Wales moves beyond the emergency response to the pandemic, 
the way the NHS delivers some care has changed – people will only 
need to go into hospital when they need care, advice or services, 
which can’t be delivered as close to their home as possible.
      The plan builds on these changes and sets the goal of 35 per cent 
of all new appointments and 50 per cent of follow-up appointments 
being delivered virtually in future. This will help to free up clinicians’ 
time so they can see and treat more patients.
      Another key element of the plan is delivering more diagnostic 
tests outside hospitals and closer to people’s homes in primary and 
community care settings. Plans for two community diagnostic centres 
will be developed this year too.
      An online website will enable patients to access the information 
and support to manage their own conditions, helping people to 
manage their own health and reducing the number who need to be 
readmitted to hospital for treatment.

£2.4 MILLION FOR PROJECTS TO REDUCE NHS 
WALES EMISSIONS

The Health and Social Care Climate Emergency National Programme 
is seeking to fund projects from health boards and NHS organisations 
in a bid to reduce carbon emissions by more than a third by 2030.
      NHS Wales produces around one million tonnes of CO2 
equivalent a year and is the largest public sector emitter in Wales.
      The Welsh government published its NHS Wales Decarbonisation 
Strategic Delivery Plan last year which included 46 initiatives to help 
NHS Wales meet its contribution to the 2030 ambition. This will help 
Wales meet its total legislative target of net zero by 2050.
      The strategy included electrifying fleet vehicles, using low carbon 
lighting in all NHS buildings, reducing the use of harmful gases, and 
designing the future health and care social system to be as low carbon 
as possible.
      NHS Wales Chief Executive, Judith Paget, shed light, saying, ‘As 
the largest public sector emitter of CO2, the NHS in Wales needs to 
play its part to protect the health and wellbeing of future generations.
      ‘We can all help with this effort by returning unused medication 
to their pharmacy, asking for a more sustainable inhaler or using 
active or public transport to attend appointments.

      ‘We are also encouraging applications from NHS organisations for 
up to £60,000 in the first year for small-to-medium-sized initiatives 
to reduce carbon emissions or help the sector adapt to the impacts of 
climate change.’
      Eligible projects for the £2.4 million funding must deliver towards 
the ambition for the Welsh public sector to be collectively net zero by 
2030 and / or increase resilience to the impacts of climate change, by:
• Supporting communication, engagement or behavioural change 
activity that helps embed the climate change agenda within the 
organisation, and / or
• Driving the implementation of organisation-level decarbonisation 
plans, including through funding specific initiatives or posts, and / or
• Providing funding for small-to-medium-sized grass-roots initiatives 
or innovation activity
      NHS organisations can find out more or request a funding 
application form by contacting hsc.climateemergency@gov.wales. 

NEWS



to reduce their risk of stroke is to monitor and 
manage their blood pressure. With simple checks, 

their GP can help them understand their risk of 
stroke, and support them to make the changes 

necessary to reduce their risk, which might be changes 
to what the individual eats or medication. If they have 

been told that they have atrial fibrillation, the individual 
is advised to attend routine health checks and work with 

their GP to monitor and treat it. Eating a balanced and 
healthy diet, exercising and stopping smoking can also help 

to lower their overall risk of stroke.

HEALTHCARE PROFESSIONALS AND AWARENESS-
RAISING

Stroke is a medical emergency. The FAST test can help recognise 
the signs. With the support of healthcare professionals, we can 

raise awareness of the FAST test and ensure that more people 
know how to recognise the signs of stroke. We have a range of free 

resources available and healthcare professionals can order free FAST 
wallet cards or leaflets and download our information pack for them 
or their patients. 
      Taking opportunities to check blood pressure and heart rate 
to identify potential cases of hypertension or atrial fibrillation in 
pharmacies could help to reduce someone’s risk of stroke. It’s vital 
that people who are diagnosed with these conditions are referred to 
their GP, so that they receive the appropriate medical support and 
lifestyle advice to help lower their risk of stroke.
      Healthcare professionals can also sign up to our professionals 
network for further updates on our work around stroke prevention. 

IMPACT OF COVID-19 ON STROKE SERVICES
Stroke services have remained open throughout the COVID-19 
pandemic, however since the start of the pandemic there has been 
widespread impacts on the entire health system that have affected 
stroke services and stroke survivors. COVID-19 affected the 
treatment and rehabilitation therapies available for stroke survivors, 
putting their recoveries at risk. 
      While GPs have worked incredibly hard to maintain service 
during the pandemic, there have also been fewer face-to-face 
appointments which means that the diagnosis rate of conditions, 
including high blood pressure – that increase their risk of stroke – 
have dropped, putting more people at risk of a stroke. We also saw a 
rapid move towards telemedicine across healthcare which has been 
convenient and effective, but stroke survivors must have a choice 
as to how they access services, so they can receive the personalised 
support that best suits them.  
      We’re incredibly grateful to healthcare professionals who have 
worked tirelessly during the COVID-19 pandemic to deliver stroke 
services and support stroke survivors to rebuild their lives and who 
continue to support stroke survivors as services begin to recover. 

AIDS AND RESOURCES
Visit www.stroke.org.uk for more information about stroke and 
the work of the Stroke Association. Find resources, events and 
information aimed at professionals providing care and support to 
those affected, or at risk of stroke at www.stroke.org.uk/professionals. 

FOLLOW 
THE 

SIGNS
Someone in the UK has a 

stroke every five minutes 
and there are around 1.3 

million stroke survivors living 
across the UK. Despite these 

startling statistics, alerting 
patients to the symptoms 
remains more crucial than 

ever. The Stroke Association 
further unravels the risks, 

in addition to the role of 
healthcare providers in 

stroke prevention.

SIGNS AND SYMPTOMS OF STROKE IN THE SPOTLIGHT
A stroke is a brain attack. It happens when the blood supply to part of 
the brain is cut off, killing brain cells.    
      There are three different types of stroke; ischaemic strokes, 
haemorrhagic strokes and transient ischemic attacks. 
      A stroke can strike anyone, at any time, so it’s vital we all know 
how to spot the signs of a stroke in ourselves or someone else. 
Individuals can do this using the FAST test:
• Facial weakness: can the person smile? Has their mouth or eye 
drooped? 
• Arm weakness: can the person raise both arms? 
• Speech problems: can the person speak clearly and understand what 
you say? 
• Time to call 999: if you spot any signs of a stroke, call 999  

RISK FACTORS FOR STROKE
A stroke can happen to anyone, but there are some things that 
increase an individual’s risk of a stroke. Most strokes (nine-out-of-10 
/ 89 per cent) are associated with modifiable risk factors, therefore the 
individual can reduce their risk of stroke, through changes to their 
lifestyle.  
      High blood pressure is the biggest risk factor for stroke – a 
contributing factor to around half of all strokes and atrial fibrillation 
contributes to one-in-five strokes. The best thing individuals can do

STROKE
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BENEATH THE 
SURFACE

Catalysed by an array of experiences 
and events, Post-Traumatic Stress 

Disorder (PTSD) can prompt countless 
life-altering and intrusive symptoms 

within individuals’ lives. PTSD UK 
help us grasp the causes and science 

behind the condition, as well as the 
substantial distress and disruption of 

social and occupational functioning, 
and major problems in relationships 

and jobs, which can result.

The human body is an incredible system, but it is also complex, 
and full of feedback loops between body parts and brain. If you 
interfere with any of these loops dramatically (as in the case of 
experiencing a trauma), you can affect the whole system.
      PTSD is a condition that some people develop after 
experiencing or witnessing a traumatic life-threatening event or 
serious injury – put simply, PTSD is essentially a memory-filing 
error caused by the brain ‘suspending’ normal function during a 
traumatic situation. 
      It’s estimated that 50 per cent of people will experience a 
trauma at some point in their life, and although the majority of 
people exposed to traumatic events only experience some short-
term distress, around 20 per cent of people who experience a 
trauma go on to develop PTSD. It’s estimated that in any given 
week, four-in-100 people in England have PTSD.
      Despite its prevalence across the world, PTSD is still a very 
misunderstood condition and many people have pre-conceived 
ideas of what PTSD is, and particularly what can cause it. 
      There is a widespread misunderstanding that PTSD only affects 
veterans, or those in the armed forces – likely due to its previous 
name of shell-shock – but it can affect anyone, of any age. It’s vital 
that healthcare providers are aware if they (or a patient or even 
loved one) have suffered any trauma, they should be mindful of 
trauma symptoms, and the possibility of PTSD.

WHAT CAN CAUSE 
PTSD?
PTSD is as ancient as humankind and can occur in all people, of 
any ethnicity, nationality, gender, occupation or culture, and at 
any age and from any trauma (perceived or actual). The defining 
characteristic of a traumatic event is its capacity to cause fear, 
helplessness, or horror as a response to the threat of injury or 
death. Some examples of traumatic events include:
• Road traffic incidents
• Being told you have a life-threatening illness

• Bereavement
• Violent personal assault, such as a physical 
attack, robbery, or mugging
• Military combat and service
• Any form of abuse, including childhood abuse 
and domestic abuse
• Burglary
• Events experienced in employment where you 
repeatedly see distressing images or hear details 
of traumatic events
• Caring for a child with a complex medical 
condition or disability
• Witnessing a suicide or attempted suicide
• Natural disasters, such as flooding or an 
earthquake
• Terrorist attack
• Being kidnapped or held hostage
• Being bullied (as a child or adult)
• Traumatic childbirth (in people who give 
birth and birth partners)
• Refugee and asylum-seekers
• Early pregnancy loss (including miscarriage 
and ectopic pregnancy)
• Sexual assault or rape
• Admission to an intensive care unit

CAUSES OF COMPLEX PTSD
There is also a second subtype of PTSD, called 
Complex PTSD, or C-PTSD. This is usually a 
result of repeated, or sustained traumas, and 
presents in a similar way to PTSD, but with 
some additional symptoms too. Any of the 
causes noted (and many others) can cause 
C-PTSD if someone has experienced repeated, 
sustained or a number of different traumas.  

THE SCIENCE 
OF HOW PTSD 
IS CAUSED
PTSD isn’t ‘all in the mind’ or something you 
can just ‘get over’ or ‘move on’ from. No matter 
how much reasoning and coaxing you do, 
someone with PTSD may find it impossible 
to achieve sustainable recovery without 
professional treatment.
      That’s because PTSD is a form of injury 
to the brain. Brain scans show that PTSD 
symptoms and behaviours are caused by 
biological changes in the brain, NOT by some 
personal failure.
      Modern science has enabled us to get a 
far clearer picture of the brain and, in fact, 
the whole neurological system’s structure and 
activities. It has become possible to map and 
measure the different development paths that 
each human brain follows.
      This form of investigation has clearly shown 

PTSD
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that PTSD’s impact on the way we think, feel 
and behave has a physical imprint: markers 
that you can see on brain scans, such as 
through SPECT (single photon emission 
computed tomography), a nuclear medicine 
study that evaluates blood flow and activity 
in the brain. 
      The extreme stress and reactions from 
PTSD and C-PTSD result in acute and 
chronic changes in neurochemical systems 
and specific brain regions, which result in 
long-term changes in brain ‘circuits’, involved 
in the stress response. This is why replacing 
negative connections and cycles, or finding 
a way to bypass them, can take a heavy 
investment of time and therapy.

AMYGDALA
The amygdala is the part of the brain that 
formulates a response to stress. It takes 
this ‘alert’ from sensory input – such as 
something you see or hear – and connects it 
to something from the memory.
     In response to perceived danger, it sends 
out an ‘alarm’ to warn the rest of the body 
that various psychological actions are 
needed. For instance, that to defend yourself 
you need to activate flight, fight or freeze. 
Once the danger or perceived danger has 
passed, new signals are transmitted to calm 
everything back down.
      Someone who has PTSD or C-PTSD 
often has excessive activity in their amygdala, 
which can be picked up on brain scans. 
This is when the amygdala is too sensitive, 
triggers too easily, or stays on high alert for 
longer than it should. The symptoms would 
be hypervigilance and an extreme reaction 
to perceived threats, including being easily 
startled and often in a state of anxiety.    
Having an overactive amygdala creates other 
physical effects too, including poor sleep 
patterns.

HIPPOCAMPUS
This part of the brain works in tandem with 
the amygdala. It is where we store memories, 
and also the brain tissue that sorts and 
retrieves memories. PTSD can make this link 
‘unstable’.
      For example, when someone without the 
condition hears a loud bang, though it makes 
them jump, in a split second they make a 
connection with fireworks and realise one 
has gone off nearby. The message is relayed 
to the amygdala that all is well, and it’s 
appropriate to stay calm.
      Someone who has experienced trauma 
may make the connection to an extremely 
traumatic incident instead. For example, a 
firework sends them into a state of anxiety 

and fear, possibly creating flashbacks and 
extreme behaviours – their mind thinking 
it’s someone breaking into their house, 
a gun shot, a terrorist attack etc. In this 
situation, the hippocampus does not supply 
the amygdala with the message to calm 
everything down. It’s believed that this sort 
of constant activity can reduce the size of 
the hippocampus, so again the physical 
effect of PTSD can be seen on scans. Also, 
re-experiencing the trauma can create other 
physiological symptoms, such as sweating, 
insomnia and severe headaches.

MEDIAL PREFRONTAL CORTEX
The prefrontal cortex – situated around 
the forehead – deals with emotions and 
impulses, and therefore has a substantial role 
to play in someone’s actions. Under normal 
circumstances, it would act in tandem with 
the hippocampus, sending signals to the 
amygdala to ‘switch off the alarm system’ 
when a situation calms down. It’s like a 
‘brake’ system for physical responses to 
stress, reassuring the body and mind that all 
is well.
      When someone has PTSD or C-PTSD, 
this part of the brain is often underactive. 
It is ‘dampened down’ by the trauma. This 
can manifest as someone being withdrawn, 
irritable and appearing ‘cold’ or showing 
avoidance behaviours.
      It’s an involuntary defence mechanism, 
creating emotional numbness so that they 
don’t have to relive the intense feelings 
created by their trauma. Low activity in 
the prefrontal cortex means it doesn’t 
interact efficiently with the hippocampus 
and its store of memories and interferes 
with the amygdala alarm system’s ‘off 
switch’. Alternatively, a malfunctioning 
medial prefrontal cortex could make fear 
the dominant emotion. This too keeps the 
amygdala on high alert.
      Importantly, the frontal lobe is also the 
part of the brain that deals with language 
skills. PTSD can therefore result in the 
individual struggling to articulate their 
emotions and thoughts.

CORTISOL LEVELS
Cortisol is a stress warning to your body, and 
therefore it heightens alertness and creates 
fear. When the brain ‘decides’ to put the body 
on full alert, the amount of cortisol produced 
increases. It can alter or even shut down 
certain functions, to keep the body ready for 
‘fight or flight’ for example.
      When the perceived danger is gone, 
the brain again adjusts the production of 
cortisol, calming it down and so allowing 

the rest of the body to ‘reset’ back to normal. 
What happens if this ‘calm down’ message is 
never issued? The alarm system is switched 
on around-the-clock and the body is 
continuously in stress mode.
      This then impacts on the core bodily 
functions like digestion, skin repair and 
sleep. Someone with PTSD may also 
have problems with moods, memory 
and concentration, as well as anxiety or 
depression.

THE PERFECT 
STORM IN 
YOUR BRAIN
These changes in the brain as a result of 
trauma really create a ‘perfect storm’. The 
amygdala is over-active – but the system 
to calm it down is not effective – leaving 
someone continuously or repeatedly in 
‘danger’ mode which leads to extreme 
reactions and actions, that to someone else, 
looks out of proportion to the situation.
      Therapies such a EMDR (Eye Movement 
Desensitisation Reprocessing) for PTSD 
and C-PTSD will often focus on ‘rewiring’ 
the connection between memories, 
emotions and behaviours to give someone 
new associations and coping strategies, 
to dismantle negative cycles and create 
healthier brain function.
      There is evidence from a variety of 
studies that successful treatment of PTSD 
with therapies such as EMDR and CBT do 
produce measurable structural changes 
in brain regions associated with fear 
conditioning.
      These studies show why it’s possible to 
reverse the effects and heal from PTSD and 
C-PTSD. 
      Thanks to this publication, throughout 
the year, we’ll be bringing you more 
information about PTSD to help you 
support not only patients or clients, but also 
your friends and family around you who 
may be affected by PTSD. We’ll be taking a 
more in-depth look at a variety of aspects of 
PTSD – but if you’d like more information 
about PTSD in the meantime, please do visit 
our website: www.ptsduk.org.
      If you or your workplace would be 
willing to have a stand with / hand out 
leaflets and booklets about PTSD – please 
do drop us an email at info@ptsduk.org with 
your name, address and some information 
about what you need. 

PTSD
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THE ROAD TO 
RECOVERY
Sarah Vaile, on behalf of the Recovery Cymru community, 
highlights the power of lived experience and healthcare 
professionals in addiction and recovery – and how you can help 
#SWIPEOUTSTIGMA.
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Recovery Cymru is a Lived Experience 
Recovery Organisation (LERO) in Wales. 
Our peer-led recovery community in 
Cardiff & Vale supports people into and 
throughout their recovery journey, via two 
recovery centres and extensive distance 
support, including peer groups, telephone 
recovery support, structured programmes, 
volunteering, community connection 
and social activities. Our pioneering peer 
workforce programme trains and supports 
people with lived experience into varied roles 
and develops best practice. We offer training 
and work with partners to deliver recovery 
programmes, raise awareness and challenge 
stigma. Together, we offer personal and 
professional expert voices on recovery and 
peer support. Our service-user involvement 
and co-production project in partnership 
with Kaleidoscope, Voices Action Change, 
gives people who use services a voice in their 
design, delivery and improvement. 
      As a leading recovery organisation in 
Wales, our members want to share our 
message of hope and understanding to 
challenge the stigma surrounding alcohol / 
drug dependency and recovery and its often-
unintended consequences. 
      Over the years we’ve had countless 
conversations about the stigma faced by 
people who use or experience problems 
with substances. The same extends to their 
families. The stigma surrounding addiction 
can lead to feelings of guilt, shame and 
hopelessness. Individuals and their families 
can become isolated, with feelings of low 
self-esteem and self-worth. People can come 
to believe the negative stereotypes about 
themselves. Ultimately, stigma, self-stigma 
and the fear of stigma prevent individuals 
and their loved ones from sharing what they 
are going through and from seeking help and 
support. Problems can escalate, with more 

negative consequences over a longer period 
of time. 
      Together, through the power of 
lived experience, our 2022 campaigns, 
#SwipeOutStigma and #PeerPowerCymru, 
will raise awareness and challenge stereotypes.    
We will show that change is possible, 
encourage people to seek support, and reduce 
the fear and shame individuals and their 
families experience. You can find out more 
on our website: www.recoverycymru.org.uk/
swipeoutstigma. 
      Critically, we will work with health and 
social care professionals! 
      Our members tell us about the positive 
opportunities and impact of informed and 
compassionate experiences with health and 
social care professionals. They also describe 
negative experiences from staff who are 
ill-informed, under-equipped, or from 
whom they perceive judgement. We know 
the ‘helpers’ can often struggle to admit 
they are themselves in need of help, fearing 
judgement or that people will doubt their 
professional capabilities. We recognise the 
role of unconscious bias, as well as the power 
of increased awareness and skills. 
      With healthcare professionals, we want to: 
• Raise awareness and help you recognise the 
opportunities you have in your work
• Equip you with skills and tools, assisting you 
to overcome challenges you might have 

• Offer support to those who might be 
experiencing challenges with substances but 
fear seeking help on your professional status 
• Partner together to provide outreach, 
visibility and referral pathways 
      Most people will know someone who 
is or has struggled with substances. Our 
underlying beliefs, language, and actions are 
so powerful. Individuals, families, health 
and social professionals, employers, and the 
general public – join us to make a difference 
and #SwipeOutStigma.
      Have you thought about the opportunities 
YOU have to make a difference in your 
workplace?
      Contact us for more information on our 
stigma campaign, training and partnership 
working at info@recoverycymru.org.uk and 
www.recoverycymru.org.uk. 

RECOVERY CYMRU





Infected ticks can be found throughout the 
UK. Some areas are known to be higher risk 
than others, but infection can occur anywhere 
in the UK. Ticks are mainly found in grassy 
areas and woodlands but have also been found 
in urban parks and gardens. 

   

      Ticks live in grassy areas and look for food 
by questing. This is when a tick waits on a 
blade of grass for a host to brush by. It transfers 
onto the host and then finds a spot to embed 
itself. The tick will feed and eventually fall off 
if the host doesn’t realise it’s there. They can 
feed for up to six days. Ticks are most active 
between spring and autumn, but with our 
changing climate, ticks in some areas now 
appear to be active all year-round. 

   

         
      If a patient presents with an embedded tick, 
it must be removed with a tick-removal-tool or 
fine-tipped tweezers only. Never stress the tick 
by smothering or burning it. This may increase 
the risk of transmission, because a stressed tick 
can regurgitate the contents of its stomach into 
the host’s bloodstream. 
      If a tick tool is available, slide the fork-like 
part of the tool underneath the tick, twist the 
tool (to loosen the grip of the tick) and pull 
upwards. If using fine-tipped tweezers, grasp 

the tick as close to the skin as possible and pull 
straight upwards. Cleanse the area and provide 
the patient with advice about what symptoms 
to look out for over the next few weeks. 

        

         

      If the tick is not removed cleanly and the 
mouthparts remain embedded, the body will 
dispel them like any other foreign body, but 
the patient should be advised to observe for 
any signs of localised infection that might 
need treatment. Retained mouthparts do not 
increase the risk of contracting Lyme disease.
      Preventative treatment after a tick bite 
is not usually recommended by the NHS 
but the Royal College of GPs' Lyme disease 
toolkit does suggest that it can sometimes be 
considered for certain high-risk cases. It is 
estimated that only about 10 per cent of ticks 
carry the bacteria that causes Lyme disease 
which can be reassuring when a person seeks 
advice after a tick bite.
      The most obvious sign of Lyme disease is 
an Erythma Migrans (EM) rash, sometimes 
referred to as a bullseye rash. However, it’s 
estimated that about 30 per cent of those 
infected don’t develop a rash. As well as the 
typical bullseye presentation, the rash can have 
a solid or bruise-like appearance. It can appear 
very differently on darker skin tones and be 
harder to spot. The behaviour of the rash is 
very important when considering diagnosis. 
It’s always delayed in appearance from three 
days-to-three months, is generally not itchy or 
painful, and slowly spreads outwards. 
      The spreading is the tell-tale sign of an EM 
rash. In some cases, EM rashes can become 
huge. Any redness, itchiness or swelling 
immediately after a bite is likely to be a 
histamine reaction. Other things to look out 
for are flu-like symptoms. 
      If an EM rash is diagnosed, treatment with 
antibiotics should begin immediately, with 
no need for a blood test. Antibiotics should 
be prescribed as per the NICE guideline. 
Antibiotic dosages for children with Lyme 
disease are much higher than for other 
infections and are based on the child’s age 

and weight. The guideline should always be 
consulted if the clinician is not familiar with 
prescribing for Lyme disease. 

PUTTING IT TO THE TEST
If Lyme disease is suspected, but there is no 
EM rash present, serology testing should be 
carried out. Testing for Lyme disease in the UK 
is a two-tier system. The first tier is an Elisa 
test and if this returns a positive or equivocal 
result, it should be followed by the second tier 
of testing, an Immunoblot. Both are antibody 
tests, and it is important to remember that the 
immune system can take some time to make 
antibodies, possibly up to four weeks or more.    
Therefore, testing straight after a bite is likely 
to return a negative result even if the person 
has been infected. If a test is carried out during 
this early window, it should be repeated. The 
NICE guideline states to consider starting 
treatment while waiting for the results of 
testing if there is high clinical suspicion of 
Lyme disease and also for clinicians to be 
aware that testing can produce both false 
positive and false negative results. 

IMMEDIACY IS KEY
Early recognition and treatment of Lyme 
disease is essential for a complete resolution 
of symptoms. But many people who contract 
Lyme have no recollection of being bitten by 
a tick, and this is because ticks can be as small 
as a poppy seed and are easily missed. If there 
is no EM rash present and a patient does not 
recall a tick bite, it is essential that diagnosis 
is based on a combination of careful history, 
clinical presentation and, if necessary, serology 
testing. Lyme disease should not be ruled out 
based on a negative testing alone.
      Late diagnosis or misdiagnosis can lead to 
long-term debilitating symptoms, and it’s very 
important that healthcare professionals who 
are presented with a patient with a possible 
Lyme infection are aware of the complexities of 
the disease.

USEFUL RESOURCES
• www.nice.org.uk/guidance/ng95
• www.elearning.rcgp.org.uk/mod/book/view.php?id=12535
• www.lymediseaseuk.com/hcp-further-resources/
• www.lymediseaseuk.com/prevention/ 

      Lyme Disease UK (www.lymediseaseuk.com) 
is a registered charity (1182212). We work hard 
to provide support and raise awareness of Lyme 
disease among the UK public and healthcare 
systems.

A MATTER OF LYME
Did you know that Lyme disease is increasing in incidence, and currently 
represents the most common tick-borne disease in the Northern 
Hemisphere? Lyme Disease UK share a snapshot of the bacterial 
infection, and how healthcare professionals can help individuals sculpt a 
plan of both caution and action to keep the risks at bay.

LYME DISEASE

20 MAY 2022 WPR

WWW.WALESHEALTHCARE.COM



WWW.WALESHEALTHCARE.COM

21MAY 2022WPR

LET THE COUNTDOWN 
BEGIN

As the Welsh Pharmacy Awards return for 2022, drive 
your hard work to the centre of the stage and enter for a 

chance to secure one of this year’s titles.

It’s impossible to capture the towering heights that Wales’ pharmacy 
profession have reached over the last 12 months – from the 

innovative efforts to overcome COVID-enforced barriers to care, to 
the dedication and sacrifices upheld by members of teams everyday. 

However, as the launch of the Welsh Pharmacy Awards gets 
underway, we encourage you to save the date and allow us the 

chance to celebrate the remarkable work undertaken by you and 
your peers. 

 The annual event will be taking place on 7th September. 
Acclaimed presenter Andrea Byrne is set to front the ceremony for 
another year, while the Vale Resort, Glamorgan, will be providing the 

backdrop for the unveiling of the victors. 
 With accolades up for grabs in a multitude of categories – 
spanning the varied corners of the industry – and a plethora of key 
industry representatives making appearances, you won’t want to 

miss out. Please don’t hesitate in putting your team’s expertise and 
experience forward. We can’t wait to see you there!

 Turn the page for this year’s categories and how you can 
enter. Good luck!

Pharmacy
Welsh

Awards 2022
The Vale Resort, Glamorgan

Wednesday 7th September 2022
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chris.flannagan@nimedical.info
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Pharmacy
Welsh

Awards 2022

HOSPITAL 
PHARMACY 
TEAM 
OF THE YEAR

To apply, visit www.welshpharmacyawards.info.

WPR22 MAY 2022

The Vale Resort, Glamorgan
Wednesday 7th September 2022

SPONSORED BY

Last year’s winner, the Acute Surgery and 
Orthopaedic Trauma Pharmacy Team, Morriston 
Hospital, with Paul Concannon, Ethypharm UK

Ethypharm is proud to sponsor an award which 
recognises the vital work hospital pharmacy teams do. 

These have been challenging times but excellence 
will always generate opportunities where excellence 

will always stand out. This award recognises those 
who have made a difference to patients and 

those who strive for excellence. At Ethypharm 
we are fortunate to be able to work with and 

support professionals who make a valuable 
contribution to hospital pharmacy and we 

hope that by working together we can 
achieve better results for patients. 

Congratulations to all the nominees in 
this category as well as the deserving 

winner. You have all demonstrated 
excellence and a commitment to 
enhance the services offered by 

your collaboration.

INNOVATIVE 
TECHNOLOGY 

PROJECT OF 
THE YEAR

SPONSORED BY

Cegedim, in partnership with Willach 
UK Ltd, is delighted to be sponsoring 
the 2022 Welsh Pharmacy Awards. 
It is a great opportunity to formally 
recognise, celebrate, and reward the 
achievements of outstanding Welsh 
pharmacists and pharmacy teams 
who have made a real difference to 
the profession and to the lives of 
their patients, which often goes 
unnoticed. The independently-
judged Welsh Pharmacy Awards 
recognise excellence and 
outstanding dedication to a 
profession that Cegedim, 
along with Willach UK Ltd, 
are proud to be involved 
with.

Last year’s winner, Insync Pharmacy and Vudu 
Technologies, with Kenny Lawton, Cegedim 
Healthcare Solutions, and Jonathan Power, 

Avicenna



Pharmacy
Welsh

Awards 2022

PATIENT SAFETY 
DEVELOPMENT IN 
SECONDARY CARE

PHARMACY 
STUDENT 
LEADERSHIP

SPONSORED BY

SPONSORED BY
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The Vale Resort, Glamorgan
Wednesday 7th September 2022

To apply, visit www.welshpharmacyawards.info.

Last year’s winner, Caitríona O’Driscoll, Cardiff 
University, with Alison Jones, The Pharmacists’ 
Defence Association, and Professor Andrew 
Morris, Swansea University

Last year’s winner, Gareth Tyrrell, CPTS, 
Newport, with Alan Mutton and Gareth Bate, 

CareFlow Medicines Management

The PDA is the largest pharmacists’ membership 
organisation and only independent trade union 
exclusively for pharmacists in the UK. The not-

for-profit organisation is proud to represent 
employed and locum pharmacists across all 

areas of practice and is the long-standing 
sponsor of the Student Leadership 

Award category. The PDA recognise 
that the student leaders of today 
may one day be the leaders of the 

profession. This category highlights 
examples of the positive difference 

that these individuals are already 
making for their peers and 

communities.

CareFlow Medicines Management’s guiding force is the 
enhancement of patient safety and drive to improve 
patient outcomes; it is therefore a huge honour to 
be sponsoring the Patient Safety Development in 
Secondary Care Award. Hospital pharmacy teams 
strive to ensure the safe and timely management 
of everything from cost-effective procurement, 
delivery, accurate dispensing and assembly of 
prescribed medicines as well as provide clinical 
guidance to a wide range of healthcare 
professionals and deliver patient counselling. 
This award will recognise the innovation 
that occurs when excellence and passion 
for patient safety are combined in high 
functioning secondary care pharmacy 
teams.
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INNOVATIONS IN 
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To apply, visit www.welshpharmacyawards.info.

Last year’s winner, the Medihub Pharmacy 
Team, Pontarddulais, with Jeremy Meader, 

Numark, and Elen Jones, Director for Wales, 
Royal Pharmaceutical Society

Numark, a division of PHOENIX Medical Supplies Ltd, is 
one of the largest and longest established pharmacy 
membership organisations in the UK with over 4,700 
members ranging from single store pharmacies 
to large chains. Working with our members to 
develop profitable independent pharmacies that 
deliver exceptional standards of care to local 
communities, Numark was established and has 
evolved to provide support, resources and 
enhanced buying power. Numark seeks to 
offer all its members a ‘virtual head office’ 
that provides the necessary help needed 
to run their pharmacies. In 2020, Numark 
reached the 4,500 member milestone 
and continues to drive member growth 
and further develop its proposition to 
new and existing members. Combining 
industry experience, knowledge, and 
commercial understanding, Numark 
gives community pharmacies 
the tools it needs to thrive in 
an increasingly challenging 
environment.

BUSINESS 
DEVELOPMENT 
OF THE YEAR

Ashley Cowen, AAH Pharmaceuticals, and 
Mo Nazemi, Evans Pharmacy, collecting the 
Business Development of the Year Award 
on behalf of last year’s winner, The Bargoed 
Pharmacy Team, Under Cardiff Road, Bargoed

SPONSORED BY

AAH Pharmaceuticals is delighted to announce its 
continued long-standing sponsorship of the Business 

Development of the Year Award. At AAH we are 
committed to supporting community pharmacy in 

Wales. In an ever-changing world the Business 
Development Award is especially important. It is 
given in recognition of innovation to community 

pharmacy, whether that is delivery on 
improved service to patients, or improving 

operational efficiency in pharmacy to 
ensure pharmacy teams can spend more 

time with patients.
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Last year’s winner, the Neath Pharmacy Team, 
Orchard Street, with Elen Jones, Director 
for Wales, Royal Pharmaceutical Society, and 
Nathan Wiltshire, Cambrian Alliance Group

The Cambrian Alliance Group has been proud to 
support independent community pharmacy for over 

20 years now. Established for pharmacists, by 
pharmacists, we continue to help and support our 

customers to access the very best prices in the 
market and to ensure their businesses achieve 

the best margins possible. As a company, we 
are more than just a buying group, ensuring 

that every day we bring together our 
customer community to help innovate and 

develop technical solutions to everyday 
pharmacy problems. Our buying platform, 

e-CASS, is the most widely used buying 
platform across the independent 

sector and we continue to develop 
new solutions such as e-CASS 

market and e-CASS warehouse to 
ensure we remain the UK’s number 

one independent pharmacy 
buying group.

MANAGEMENT 
OF SUBSTANCE 

DEPENDENCY IN 
THE COMMUNITY

SPONSORED BY

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 last 

year’s winner, Jack Lewis, Sunnybank Health 
Centre, Blackwood

Ethypharm is proud to sponsor an award which recognises 
the vital work pharmacy does with this vulnerable group 
of patients. These have been challenging times but 
excellence will always generate opportunities where 
excellence will always stand out. This award recognises 
those who have made a difference to these patients 
and those who strive for excellence to ensure 
these patients receive the best possible care and 
therefore the best likelihood of desired outcomes. 
At Ethypharm we are fortunate to be able to 
work with and support professionals who make 
a valuable contribution to the substance 
dependency community and we hope that 
by working together we can achieve better 
results for these patients. Congratulations 
to all the nominees in this category as 
well as the deserving winner. You have 
all demonstrated excellence and a 
commitment to enhance the services 
offered by your collaboration.
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LOCUM 
OF 

THE 
YEAR

New Directions Pharmacy offers specialist 
recruitment services to both the private and 

public sections of the pharmaceutical industry. 
We are the preferred or contracted supplier 

to key pharmaceutical businesses at both 
regional and national level. Established in 

2003 the team are embedded within their 
community and work in partnership with 

clients to provide supply solutions.

Kent Pharma is a leading sales and 
marketing distributor of branded 
generic and generic medicines 
both within the UK and 
internationally – delivering 
solutions that make a 
difference to patient care 
within the UK over the 
past three decades.

NEW CATEGORY

DEVELOPMENTS  
IN FEMALE 

HEALTH

NEW CATEGORY
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Special Recognition 
Award

The 2022 Special Recognition Award will be honouring one inspiring 
individual. The recipient will not only have forged a better path 
for the profession through their expertise and hard work, but 

throughout their years of working have identified the importance 
of collaborative team-working and communication. Against the 
particular COVID-related challenges of the last few years, the 

impact of our pharmacy sector has never been as vital — and we 
are thrilled to be able to bestow this honour on one formidable 

representative.
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Sepsis is a life-threatening condition caused by the body’s response to an infection. Our 
immune system protects us from illnesses and infections, but sometimes it can overreact, 
triggering widespread inflammation which can lead to shock, multiple organ failure, 
and death. It’s vitally important that healthcare professionals are knowledgeable about 
the signs and symptoms of sepsis in order to quickly diagnose it in patients, resulting in 
treatment being administered in time. For every hour treatment for sepsis is delayed, a 
person’s chance of survival reduces by over seven per cent.
 

TOBY’S SEPSIS JOURNEY
Sepsis Research FEAT is the UK’s only sepsis 
charity dedicated to research. It also raises 
awareness of sepsis among the public and 
within the medical community. A huge part 
of the charity’s awareness-raising work 
happens thanks to the stories of people who 
have been affected by the condition. 
      Helen Grimberg’s son Toby contracted 
sepsis in February 2018 when he was 
10 years old. Here she explains how Toby 
survived thanks to medical staff who quickly 
diagnosed him with sepsis and administered 
life-saving treatment. 

The first signs that Toby was poorly were like a typical 
cold, recalls Helen. A weekend of feeling under the 
weather and a sore throat didn’t hold him back from 
heading off to school on Monday. Then a trip to the 
local GP with a slight temperature on the Wednesday, 
followed by bed rest and some medicine seemed to 
improve things enough for an all-important hockey 
match he was desperate to get back to school for on 
the Friday. But, after sitting out for most of the match 
with little energy, sickness and diarrhoea kicked in 
that evening accompanied by a temperature. 
      Friday night was spent sleeping next to Helen, 
where she could monitor him. By the morning, his 
temperature was high, he was thirsty, sleepy but still 
alert. Having checked for rashes, Helen got back onto 
the NHS, via 111, and was quickly advised that an 

SEPSIS

As the primary 
cause of 
preventable 
death in the 
world, sepsis 
continues to 
carve its impact 
on countless 
individuals and 
their families. 
Here, one 
patient’s story  
sheds a stark 
light on the 
true extent 
of sepsis’ 
challenges, 
trauma, and 
drives forward 
the essential 
role of early 
symptoms 
awareness and 
intervention. 

SEPSIS: A STORY 
SHARED 

Toby Grimberg

WWW.WALESHEALTHCARE.COM
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paramedics who assessed Toby after Helen 
called 111, to the doctors and nurses who 
treated him in hospital, they all played a part 
in him being alive today.’

MORE 
INFORMATION 
ABOUT SEPSIS 
RESEARCH 
FEAT
Sepsis Research FEAT was founded by Craig 
Stobo in memory of his wife, Dr Fiona 
Agnew, and their unborn daughter, Isla, who 
died from sepsis in 2012. The charity will 
mark its 10th anniversary in 2023. 
      Sepsis Research FEAT’s main aims 
are funding research, awareness-raising, 
campaigning and shaping policy. It is 
currently helping fund the Genetics of 
Mortality in Critical Care (GenOMICC) 
study at the University of Edinburgh’s Roslin 
Institute which is being led by Professor 
Kenneth Baillie. This world-leading study 
researches the ways our genes can influence 
how vulnerable our bodies are to serious 
conditions, such as sepsis. 
       The biological processes that cause sepsis 
are not understood and that is why research 
is needed. It is the only way to develop 
new treatments which doctors and health 
professionals can use to treat sepsis in the 
future and save more lives.
      For more information, visit www.
sepsisresearch.org.uk.

ambulance would be arranged. When the 
paramedics arrived to assess Toby, the word 
‘sepsis’ was mentioned for the first time, and 
the family suddenly found themselves being 
blue-lighted to hospital. Helen remembers 
the excellent care given by their A&E nurse 
– another Helen – who quickly started 
administering antibiotics, while the paediatric 
team narrowed down the potential diagnoses.
      ‘It was all a blur,’ says Helen, looking back 
on the events of that day. 
      ‘We were told that Toby had a 60 per 
cent chance of survival and needed to be 
transferred to another hospital with an 
intensive paediatric unit. I remember it was 
pouring with rain, and I thought ‘How could 
we have come to this in less than 24 hours? 
What had gone so wrong?’
      Toby was very sick. He had contracted 
sepsis when his simple sore throat had 
developed into streptococcus. This, combined 
with the flu, had led his body to become 
overwhelmed and its response was to fight 
back, but against itself, rather than the 
infection. 
      A harrowing three-to-four hours later, 
the amazing ‘angel’ transfer doctor had 
stabilised Toby sufficiently to transport him 
by ambulance to intensive care in another 
hospital. Toby spent four days in intensive 
care, intubated for breathing, with a feeding 
tube up his nose and intravenous drips in his 
groin and his arm.
      ‘The care that Toby was given was 
unbelievable,’ continues Helen. 
      ‘As the intensive care team chased to get 
ahead of the infection, my husband and I 
never left his side. It was so traumatic, being 
away from home, having had to leave our 
other son at home. We were all in an utter 
state of shock.’ 
      About four times a day, blood was taken 
from Toby and checked, his skin colour was 
assessed, and doctors pressed his flesh to see 
how quickly the blood returned to the surface. 
He had physio to remove fluid settling on 
his lungs. He had his hair combed, his body 
washed and his teeth brushed. Helen says the 
care was so kind. 
      ‘After about 48 hours we started to feel a 
slight shift and less anxiety around Toby and, 
on day three, we were told that they were 
ahead of the infection.’ 
      When Toby was ‘brought round’ after five 
days he did not have a clue what had been 
going on.
      Transferring back to a general hospital 
ward at the original hospital was a sign that 
Toby was well on the mend, but it was still 
a challenging time for Toby’s parents. After 
three more days in hospital, Toby finally 
made it home, with regular visits back to the 
hospital for intravenous antibiotics. It took 

him around six months to recover his full 
strength, and, while he was back at school, 
he needed to have a sleep during the day 
in order to keep going.
      Now, four years on, Toby is fit and 
strong. He was awarded Sportsman of 
the Year at school, competes in County 
Cricket, and has been selected for the 
Saracens Rugby Development Programme. 
He has survived and is a typical boisterous 
teenager. But it is an experience that will 
have a lasting effect on both Helen and her 
family for a long time to come. 
      Helen remarked, ‘How different my 
story could be if we had not been assessed 
so quickly by 111 and at A&E, and had the 
intervention of such amazing doctors and 
nurses. I will never hear a bad word about 
the NHS.’
 

RAISING 
SYMPTOMS 
AWARENESS
Sepsis Research FEAT is working to raise 
awareness of the five key symptoms of 
sepsis. 
      These are:
• Very high or low temperature
• Uncontrolled shivering
• Confusion 
• Passing less urine than normal
• Blotchy or cold arms or legs 
      On their own, these symptoms can be 
an indication of other health problems. 
But a combination of two or more of these 
symptoms, becoming progressively or 
rapidly worse, indicates sepsis and urgent 
medical attention should be sought.
      Someone with sepsis might not show 
all of these symptoms at once and other 
symptoms they could have include:
• Difficulty breathing
• Rapid heartbeat 
• Feeling dizzy or faint 
      Colin Graham, Chief Operating 
Officer at Sepsis Research FEAT, said, ‘Five 
people in the UK die every hour from 
sepsis. Despite this shocking figure, many 
people are still unaware of how serious 
the condition is. Our charity works to 
raise awareness of sepsis among both the 
public and the medical community. If 
more people have a better understanding 
of sepsis and the signs to look out for then 
this could lead to more lives being saved. 
      ‘Helen’s story about her son Toby 
illustrates how important it is for medical 
staff to be knowledgeable about sepsis, its 
symptoms, and how to treat it. From the 

SEPSIS

Colin Graham
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FRONT 
AND 
CENTRE
How important is 
personomics and 
precision medicine? 
The Prescribing and 
Research in Medicines 
Management team 
shed light. 

The importance of knowing patients as individuals has been 
highlighted throughout the history of medicine. However, with 
shorter visits, electronic documentation, reliance on technology, and 
increasing linguistic and cultural differences between patients and 
physicians, plus the added challenges of COVID-19, the importance of 
effective communication is more vital than ever before. 
      Perhaps more concerning is the greater emphasis on aspects of 
care considered more precisely measurable and quantifiable, the 
sum of which is sometimes felt to represent the patient better, than 
knowledge of the patient himself. While genomics, proteomics, 
pharmacogenomics, metabolomics, and epigenomics promise 
enhanced diagnostics and therapeutics, understanding the unique 
circumstances of the person – what may be called personomics – is 
at least as critical to patient care. Such an understanding can only 
be developed when the relevant psychological, social, cultural, 
behavioural, and economic factors are obtained. Personomics 
determines how a disease reveals itself phenotypically and the way that 
disease and the individual with the disease respond to treatment. 
      Prescribing and Research in Medicines Management (PRIMM) 
(UK & Ireland) is a multidisciplinary organisation devoted to the 
study of medicine use in society: research, education, outcomes, 
interventions, consumption and administration. PRIMM was founded 
in 1989 by a multidisciplinary group of about 30 people, who were 
working in drug utilisation research and who noted a lack of awareness 
of their work among pharmacologists. They recognised a great need to 
do research in drug utilisation / patient adherence and related issues.    
The organisation rapidly grew from 30-to-150, attracting hospital 

pharmacists, prescribing advisers and academic researchers. 
      By 1993 an International Conference on Drug Utilisation at the 
University of Oxford attracted an audience of 380 delegates. PRIMM 
has flourished particularly in the quality of research. Members of 
PRIMM made substantial input into the Royal Pharmaceutical Society 
Working Party entitled, ‘Partnership in Medicine Taking’. Since 
PRIMM’s inception, we have seen the subject mature from ‘soft science’ 
to one with its own methodology, encompassing qualitative research, 
precise statistical design and analyses of quantitative research and 
pharmacoeconomics. 
      Professor Hugh McGavock, a General Practitioner by background, 
was a founder member of DURG UK & Ireland (Drug Utilisation 
Research Group – now known as PRIMM UK & Ireland). Among his 
other professional activities throughout his long and distinguished 
career, Hugh was very keen to encourage and support more junior 
drug utilisation researchers in their careers, hence the Hugh McGavock 
Award for the best abstract submitted for presentation at the PRIMM 
Annual Scientific Meeting. 
      Hugh McGavock sadly died in 2018 aged 79 years. True to form, at 
the time of his death, he was in the midst of planning a new medical 
school with the University of Ulster. PRIMM continues to award the 
Hugh McGavock Bursary at the Annual Scientific Meetings. This year 
will be PRIMM’s 33rd meeting and will be held on 10th June 2022.    
The title this year is ‘Personomics: Putting the Patient at the Centre of 
Prescribing and Medicines Use’. Globally, it is now recognised that a 
personalised approach to patient care improves quality and experience 
of care and can be delivered in an economical way. This is an exciting 
area for medicines as we see advances in genomics and a move to 
more personalised prescribing. At our 2022 scientific symposium we 
will explore the key issues, barriers and enablers to personomics. It 
promises to be another exciting and innovative event. 
      For more information, visit www.primm.eu.com.

PRIMM
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A MORE OPEN APPROACH TO PAIN?    

Academic GP Professor Pali Hungin explained that the guidelines 
caused a ripple of disappointment throughout primary care because 
they ruled out many drugs usually used to treat chronic pain, leaving 
few options to work with. 
       ‘They emphatically say DO NOT initiate almost all the drugs we 
would normally use,’ said Professor Hungin, ‘generating an urgent need 
for improvements in pain management.’

      The guidelines centre on individual patient assessment, 
especially psychological and emotional factors, and emphasise 
non-pharmacological treatments, including exercise programmes 
and physical activity, psychological therapy, acupuncture and finally, 
pharmacological management.  
      ‘The drug treatments suggested are quite surprising,’ said Professor 
Hungin. NICE recommend antidepressants, such as amitriptyline, 
citalopram or duloxetine. Even more radical is advice regarding those 
drugs which should not be used, described by Professor Hungin as 
‘shifting the axis of the world.’ This includes many medicines currently 
used in chronic pain, including NSAIDs, paracetamol, opioids, local 
anaesthetics, and neuropathic pain drugs, such as gabapentinoids. 
Professor Hungin admitted that he found the guidelines challenging. 
‘They are not at all helpful to us as clinicians at the point of delivery 
of healthcare. And who should decide what should be used and where 
most treatments are to be provided?’   

AN ALTERNATIVE PERSPECTIVE ON PAIN
The NICE guidelines reflect a sea-change in the understanding of 
chronic pain, establishing how it is not simply a marker of tissue 
damage, but a complex subconscious phenomenon generated to 
protect the body when perceived to be under threat. A myriad of 
biological, psychological and social factors influences this and, as 
a result, a biopsychosocial model is increasingly used to assess and 
manage chronic pain.    

Figure One: NICE guidelines for assessing and managing chronic pain

      Professor Roger Jones, Editor of British Journal of the General 
Practice, enthusiastically reviewed one of several recent books looking 
at this new approach, ‘The Painful Truth: The New Science of Why We 
Hurt and How We Can Heal’ by Dr Monty Lyman.
      ‘Lyman builds a picture to show how pain doesn’t actually come 
from the ‘painful’ part of the body, it comes from the brain,’ said 
Professor Jones.
      ‘Signals are sent to the brain but depending on what’s going on in 
the brain, pain may or may not be perceived. This turns the whole pain 
pathway on its head. There’s a lot of evidence to suggest that if the brain 
doesn’t think the pain is putting you in danger it doesn’t send out much 
of a pain signal. But if it thinks it needs to keep you safe then it sends 
out a signal so that you withdraw. This response becomes inappropriate 
if the pain mechanism continues to fire, and the pain pathway becomes 
fixed. Then, if you start to feel a twinge and anticipate pain, the brain 
fires off this embedded mechanism.’
      Professor Jones suggested that if the neuroplasticity of the brain 
can lead to chronic pain, it could also be used to retrain the brain. 
‘What’s key is that the author doesn’t mention drugs at all. He takes 
you seamlessly from the idea that drugs don’t work very well to other 
things that might work better. If we can change our mindset and 
include psychological therapies, we might be doing people a favour.’

PSYCHIATRY CAN PLAY AN IMPORTANT ROLE IN 
HELPING CHRONIC PAIN
Dr Charlie Bell, Fellow in Medicine Girton College, Cambridge, and a 
practicing psychiatrist at the Maudsley Hospital, agreed.
      ‘It’s well-accepted that chronic pain is often associated with 
psychiatric diagnoses, such as depression and anxiety. But which 
comes first? Is long-standing pain simply a trigger for depression 
because of its unremitting nature? Or are pain and depression linked 
by underlying neurobiological biomarkers? The field is ripe for more 
studies to identify the neurobiology of chronic pain.’
      Building a set of strategies and interventions around a patient-
centred approach is key. The pain element is often just the starting 
point – the wider impact, whether distress, or effect on functioning, 
or a host of other sequelae, is often just as important as pain itself.  
Being there for support and advice may be the key role of the medical 
practitioner, rather than prescribing particular therapies, focusing on 
the patient’s relationship with pain rather than pain itself. It’s a tricky 
balance, and one that would be helped by a more open, inclusive and 
public discussion on chronic pain. ‘We need to get rid of the stigma 
attached to psychological treatments and put to bed the concept of ‘all 
in the mind,’ said Dr Bell. ‘Without a willingness to believe the patient 
experience, we can achieve very little in the management of chronic 
pain.’

NICE published new guidelines in April 2021 that pull apart 
conventional approaches to the management of chronic pain. A 
roundtable held in London in December 2021 by the Primary Care 
Society for Gastroenterology looked at these changes and reviewed 
some of the alternative options emerging for chronic pain. Dr Patricia 
Macnair overviews the discussions, lessons gauged – and potential 
consequences for the future of pain management.

PAIN
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HYPNOTHERAPY CAN BE OFFERED 
IN CHRONIC PAIN
Although not mentioned in the NICE 
guidelines, hypnotherapy is another useful 
therapeutic option, and has some evidence 
in irritable bowel syndrome. Accredited 
hypnotherapist Vicki Crane put the case for 
hypnotherapy in chronic pain. Hypnosis can 
key into a lot of the psychological influences 
in pain and offers several approaches to 
help, looking at ways to turn down the 
perception of pain through intensity 
reduction, sensory adjustment, analgesia and 
addressing breakthrough pain. Some of these 
techniques are drawn from cognitive therapy, 
such as belief management. Others come 
from analytical therapy, such as regression 
techniques, or ‘parts therapy’ which analyses 
the ‘problem part’ of the person. Crane urged 
people to seek fully-trained hypnotherapists 
by contacting the National Hypnotherapy 
Society, the only UK-accredited register of 
rigorously-trained hypnotherapists. Finally, 
she reflected on a quote by William James,       
‘The greatest weapon against stress is our 
ability to choose one thought over another’ 
and suggested that with help, people can learn 
to live with pain, adjust to it, and even ignore 
it.

DELINEATING THE PROPER USE OF 
CANNABINOID THERAPIES
Medical cannabinoids offer a group of 
potentially helpful treatments for chronic 
pain. Despite being used for 5,000 years for 
various ailments, cannabis was prohibited 
in the UK in 1928. Because of this, research 
into cannabinoids was limited, and in 1970 
America influenced the WHO to classify 
marijuana as a Schedule 1 substance, barring 
research completely. As a result, modern 
medicine has taken a very long time to 
identify the active ingredients. 
      But in 2017 the American government 
concluded that there was substantial evidence 
that cannabinoids are effective for conditions 
including chronic pain, and the National 
Institutes of Health, recognising the opioid 
crisis, recommended cannabinoids as a short-
term strategy in chronic pain. Meanwhile, in 
2018 the UK Home Office allowed treatment 
with medicinal cannabis. 
       According to Dr Rosemary Mazanet, 
Chief Science Officer for Columbia Care in 
America, good data lies at the heart of seeing 
who might be helped by cannabinoids. 
      ‘Our mission is to provide patients 
around the globe with the highest quality, 
safest medicinal cannabis products 
available. We are producers of doseable 
cannabinoid formulations rather than 

plant biomass. Unfortunately plant-derived 
phytocannbinoids are unreliable. Amounts of 
different cannabinoids in the plant can vary 
by as much as 70 per cent. There may be one 
cannabinoid that works well for a patient, 
but the next time they use the plant there 
isn’t much of that there and it doesn’t work 
anymore.
      ‘If people are going to take something, 
they deserve to know what’s in it and when 
to take it again. Treatment needs to be 
predictable; it shouldn’t have to be hit and 
miss,’ she said.  
 

THE IMPACT REGISTRY – A 
UTILISATION DATABASE
In those American states which allow 
medicinal cannabinoids, each patient’s 
purchases must be tracked, enabling 
Columbia Care to develop a utilisation 
database – the IMPACT registry. 
      ‘We can see how often people refill, letting 
us make some interesting conclusions. If 
someone buys the same thing at least three 
times over a period of months there must be 
some effect, especially as they were paying 
for it.’  
      Different drug delivery types are available 
from the Columbia Care Medicinal Cannabis 
Program, offering short-acting and long-
acting options (Figure 2). Inhalation by 
vaporisation provides a quick onset of action, 
with a short duration, which is good for 
breakthrough pain. Oral formulations were 
more suitable for people who need a steady 
blood level. 

Figure Two: Columbia Care Medicinal Cannabis Program

SLEEP IS A MAJOR BENEFIT
‘One condition that really benefits from 
medicinal cannabinoids is sleep,’ said Dr 
Mazanet. ‘Three-quarters of patients with 
persistent pain have sleep disturbance, and 
it’s known that sleep has always been one of 
the important things that cannabis can bring.’
      Summarising, Professor Hungin said 
he was delighted to see the British Medical 
Journal publish a systematic review and 
meta-analysis of randomised clinical 
trials of Medical Cannabis in non-cancer 
pain in September 20212. Along with this 
was a Rapid Recommendation providing 
contextualised guidance based on this body 
of evidence. It suggested that if standard 
care was not sufficient, a trial of non-inhaled 
medical cannabis or cannabinoids could be 
offered. 
      ‘I think this may have implications for the 
future,’ said Professor Hungin.
      You can find a more detailed report at 
http://waleshealthcare.com/wp-content/
uploads/2022/05/A-More-Open-Approach-
To-Pain-Report-2022-V2.pdf. 
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Asthma is a complex inflammatory condition of the airways. Allergic asthma is IgE-
mediated and exposure to a trigger irritant or allergen releases a host of chemical 
mediators, causing swelling, inflammation and an increase in mucus production. 
This leads to increased hyper-reactivity in the airways, resulting in symptoms, 
including dyspnoea and wheezing. 
      When discussing an asthma management plan, especially during the spring 
/ summer months, it is essential to ask about allergic rhinitis symptoms, as these 
symptoms are frequently overlooked by the patient. Poorly-controlled asthma can 
lead to unpredictable asthma attacks or worsening of asthma symptoms, especially 
when in contact with trigger allergens and irritants, as well as colds or infection. 
However, untreated or poorly-treated allergic rhinitis is also a risk factor for 
worsening or poorly-controlled asthma symptoms, as well as increasing the risk of 
developing asthma in both adults and children of any age. 
      Research suggests that around 90 per cent of people with asthma have allergic 
rhinitis and around 10-to-40 per cent of individuals with allergic rhinitis have 
symptoms of asthma. When allergic rhinitis and asthma symptoms are well-
controlled and treated, individuals with asthma experience lower asthma flare-ups 
and fewer A&E / hospital admissions. Therefore, any treatment plan for asthma needs 

to take into account any allergic rhinitis symptoms and 
treat them accordingly. 
      Seasonal allergic rhinitis is very common, affecting 
around 10-to-15 per cent of children and 26 per cent 
of adults in the UK, and is continuing to increase in 
prevalence. During the summer months, when grass 
pollen is particularly high, studies have shown that there 
is a significant impact on quality of life for sufferers. 
It has been shown to affect examination results for 
individuals with grass pollen allergy taking exams 
during grass pollen season. (Walker et al 2007) ARIA 
(2019) classifies allergic rhinitis as moderate-to-severe 
when one or more of the following are impacted; 
sleep disturbance, impairment of daily activities, and 
impairment of school / work.
      Allergic rhinitis occurs after exposure to an 
inhaled allergen in a sensitised individual, causing 
an immunoglobulin E (IgE)-mediated inflammatory 
response in the nasal lining, releasing chemical 
mediators in the nasal passages, eyes or airways. One 
of the key mediators, histamine, works quickly to cause 
the familiar sneezing, itching and runny nose and 
eyes. Other mediators work more slowly, causing an 
inflammatory reaction with symptoms, such as a blocked 
nose, reduced sense of smell and difficulty sleeping.
      Symptoms of allergic rhinitis include itching of 
the nose, sneezing, rhinorrhoea and nasal congestion. 
Frequently, there is associated palate, throat, ear, and 
eye itching, as well as eye redness, puffiness, and watery 
discharge. Cough is also a common symptom and 
wheezing or difficulty breathing can also occur if the 
patient has allergic asthma. 
      A diagnosis of allergic rhinitis is usually confirmed 
through the patient’s clinical history, without the 
need for diagnostic testing. However, where there 
is uncertainty over whether the rhinitis is driven by 
allergy, the trigger allergen is not obvious, or the exact 
identification of the allergen is needed for diagnosis 
or specialist treatments such as immunotherapy, then 
diagnostic testing, such as a skin prick test, specific IgE 
blood test or component testing, is useful to determine 
the allergen that is driving the symptoms.  

MANAGEMENT OF ALLERGIC RHINITIS AND 
ASTHMA 
It is important to advise on avoidance of allergens 
where practical. In many cases the likely triggers can be 
identified by taking a careful history from the patient. 
However, many allergic individuals react to common 
aero allergens which are difficult to avoid. 
      Treating symptoms of allergic rhinitis can improve 
management of asthma symptoms. Mild allergic rhinitis 
symptoms, including itch and rhinorrhea, can often be 
treated with an over-the-counter daily non-sedating 
antihistamine. Intranasal corticosteroids are very 
effective in relieving symptoms of nasal congestion, but it 
is essential to advise your patient that the treatment will 
only be effective if used regularly throughout the trigger 
season. Treatment options for more severe allergic 
rhinitis include intranasal antihistamines, Leukotriene 

ASTHMA

THERE’S SOMETHING 
IN THE AIR
Despite the climbing temperature and 
clearer sky evoking a much-needed 
reprieve from winter’s clasp, the warmer 
weather can be problematic for many 
asthmatic patients, particularly when 
it comes to the effects they encounter 
due to allergic rhinitis. Margaret Kelman, 
Specialist Allergy Nurse at Allergy 
UK, tells us more, and explores why 
patients’ asthma treatment plans need 
to take into account the seasonal shift.
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receptor agonist (LTRA) if asthmatic, and immunotherapy. (Scadding 
et al 2017, Scadding 2020 and Bousquet et al 2019)   
      Ensure that there is training provided for all medical devices for 
each patient, including intranasal spray and inhalers, to ensure that 
they are fully effective, and monitor asthma symptoms and response to 
treatment:
• How to use your inhaler – www.asthma.org.uk/advice/inhalers-
medicines-treatments/using-inhalers
• How to apply a nasal spray – www.bsaci.org/wpcontent/
uploads/2019/12/Howtouseanasalspray.pdf
      Also, observe for signs of poorly-managed allergic rhinitis, such as 
mouth breathing, persistent sniffing or nose rubbing.  
      Treating symptoms of allergic rhinoconjuntivitis is important too. 
Eye drops can be very effective for eye symptoms, with these including 
antihistamine or mast cell stabilisers. Supportive measures during the 
pollen season can be very helpful in reducing the symptoms of allergic 
eye disease, including cold compresses, artificial tear preparations and 
wearing wraparound sunglasses when outside. 
      As well as pharmacotherapy, consider supportive measures, 
including wearing a face mask, wraparound sunglasses, and a hat 
with a brim to help keep pollen away from the face and hair; nasal 
douching, to flush out mucous, allergens and irritants; and barrier 
ointment applied around the base of the nostrils to help trap allergens 
before they enter the nose − very useful to aid symptom relief, and 
can be used as frequently as required and in conjunction with usual 
medication.  
      Consider onward referral for severe symptoms / symptoms not 
responding to standard treatments / insufficient response to optimised 
medical treatment.
• Red flags: consider differential diagnosis and refer to ENT if there are 
unilateral symptoms only, anosmia, pain, pus or heavy bleeding

PROFESSIONAL RESOURCES

Reference – Taking a patient history for allergic rhinitis and asthma 
www.guidelinesinpractice.co.uk/respiratory/treating-allergic-rhinitis-
helps-improve-asthma-symptoms/455636.article

Reference – Scadding G et al. BSACI guideline for the management of 
allergic and non-allergic rhinitis (revised edition 2017 first edition 2007) 
Clinical & Experimental Allergy. 2017;47:856–889

PATIENT RESOURCES
• Asthma – www.allergyuk.org/types-of-allergies/asthma-respiratory
• Hay fever – www.allergyuk.org/types-of-allergies/hayfever
• Allergic eye disease – www.allergyuk.org/resources/allergic-eye-
disease-factsheet
• Four seasons booklet – www.allergyuk.org/resources/four-seasons-
managing-your-asthma-and-your-allergic-rhinitis-throughout-the-
seasons
• Asthma UK – how to use your inhaler – www.asthma.org.uk/advice/
inhalers-medicines-treatments/using-inhalers
• BSACI – standard operating procedure – how to apply a nasal spray – 
www.bsaci.org/wp-content/uploads/2019/12/Howtouseanasalspray.pdf
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Box One: Taking a patient history for asthma and allergic 
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A DISORDER OF BONE 
REMODELLING 
Characterised by focal abnormalities in bone remodelling at 
one (monostotic) or several (polyostotic) skeletal sites, Paget’s 
Disease of Bone (PDB) is initiated by enhanced resorption by 
abnormal multinucleated osteoclasts, followed by disorganised 
bone formation by osteoblasts. This dysregulation of bone 
turnover in PDB results in abnormalities of the bone structure, 
weakening of the bone and enlargement or deformity of the 
affected bones. Pagetic bone often appears misshapen and 
enlarged. The focal increases in osteoclast and osteoblast 
activity in PDB are also accompanied by marrow fibrosis and 
increased vascularity of bone. 
      PDB can affect almost any bone, but there is a predilection 
for the pelvis, spine, femur, tibia, and skull. It is often 
asymmetrical, and it is unclear why only certain bones are 

affected. It is possible that it may be related to 
mechanical stresses, which are placed on the 
skeleton at specific sites, or differences in the 
blood supply to these bones. 

INCIDENCE
In the UK, PDB is the second most common 
metabolic bone disease after osteoporosis. It 
has been estimated to affect around one per 
cent of people, over the age of 55 years, in the 
UK. In general, it is declining in incidence 
and severity. 
      The condition is also common in other 
European countries, such as France, Spain and 
Italy, and in people of European descent who 
have emigrated to other regions of the world, 
such as Australia, New Zealand, America and 
Canada. 

AETIOLOGY 
The pathogenesis of PDB is not completely 
understood, but genetic factors play a key 
role. The most important susceptibility gene 
for PDB is SQSTM1, which encodes p62, a 
protein involved in the nuclear factor kappa 
B (NF-kB) signalling pathway. Mutations 
in SQSMT1 have been identified in 40 per 
cent – 50 per cent of familial cases and in five 
per cent – 10 per cent of patients who do not 
report a family history. 
      Environmental factors also play a role in 
PDB, as evidenced by the fact that reductions 
in prevalence and severity have been 
observed in many countries over the past 
25 years. Researchers have yet to discover 
which environmental factors influence the 
development of PDB. 

ASSESSMENT OF 
PATIENTS 
When PDB is suspected, there must be a 
detailed assessment process, including any 
family history of the condition. 

THE PAGET’S ASSOCIATION’S 
CENTRES OF EXCELLENCE 
Most UK hospitals have a specialist who 
can deal with the condition. If there is no 
specialist locally, then referral to one of the 
Paget’s Association's Centres of Excellence 
might be beneficial. The Centre of Excellence 
Award recognises hospital (NHS) and 
university departments, within the UK, which 
demonstrate excellence, in both the care of 
patients, and research into PDB. Further 
information can be found on our website 
www.paget.org.uk

Affecting the normal repair and renewal 
process of bone, the risk of developing 

Paget’s Disease of Bone increases with 
age – and is most commonly diagnosed in 

those over 50 years of age. In this edition, 
the Paget’s Association overviews the 

condition, and helps us delve deeper into 
the diagnosis process, patient experience, 

and subsequent provision of support.  

CLOSE TO THE BONE

PAGET’S DISEASE OF BONE
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CLINICAL 
FEATURES 
Many clinical features and complications 
of PDB are thought to be due to the 
abnormalities of bone remodelling. In many 
cases, individuals are unaware that they 
have the condition and may never develop 
symptoms. 
• In those that present clinically, bone pain is 
the most common symptom
• The blood flow to active areas of PDB 
increases due to the high rate of bone 
remodelling. This can sometimes lead to a 
feeling of warmth over the affected bone
• The affected bone may become enlarged and 
misshapen

DIAGNOSIS 
The most widely-used biochemical marker to 
aid diagnosis of PDB is serum total alkaline 
phosphatase (ALP), which is typically elevated 
in active PDB. 
      The condition has characteristic features 
on x-ray. Individually, these features are not 
specific, but when they occur in combination, 
they are usually diagnostic. 
      Radionuclide bone scintigraphy is widely 
considered to be a valuable technique for the 
diagnosis of PDB and to assess the extent of 
the disease. 

MANAGEMENT 
It is recognised that not everyone with PDB 
requires treatment, because, in many cases, 
it causes no symptoms nor complications. 
Decisions to treat PDB should be made by a 
specialist, on an individual basis. 
      Specific anti-pagetic treatment involves 
the use of osteoclast inhibitors to reduce 
the elevation in bone turnover that is 
characteristic of active disease. In addition, 
analgesics, non-steroidal anti-inflammatory 
drugs, and anti-neuropathic pain agents can 
be used for symptom control. 

ZOLEDRONIC ACID 
For those who require treatment, the 
current first-line bisphosphonate, due to its 
potency and prolonged duration of action, 
is zoledronic acid. It is the bisphosphonate 
most likely to relieve pain from active PDB. 
A single infusion of 5mg can be effective for 
many years. 

RISEDRONATE 
Risedronate is also an effective treatment 
and is given orally once a day, 30mg for two 
months. Risedronate also helps relieve pain 

from active BDB with effects that can last for 
two years or more. The duration of effect is 
not as long as that of zoledronic acid. 

PAMIDRONATE
Pamidronate is an effective treatment but 
has largely been superseded by zoledronic 
acid. Pamidronate is given in several doses, 
intravenously and repeated when necessary, 
depending on symptoms. Doses can vary, but 
commonly 60mg is given by an infusion and 
this is repeated on three consecutive days. 

CALCITONIN 
In cases where bisphosphonates are not 
recommended, calcitonin injections may be 
considered to treat bone pain in BDB. 

FOLLOW-UP 
An assessment of the response to treatment 
should take place between three-and-six 
months after treatment has been completed. 

CLINICAL 
GUIDELINE
Commissioned by the Paget’s Association, 
a clinical Guideline*, for the diagnosis and 
management of PDB in adults, was published 
in 2019, on behalf of the Paget’s Association, 
the European Calcified Tissue Society 
(ECTS), and the International Osteoporosis 
Foundation (IOF). 
      The Guideline is a result of work carried 
out by a Guideline Development Group 
(GDG), which comprised of a group of 
experts in the field, with patient involvement. 
The Guideline was endorsed by the ECTS, 
the IOF, the American Society of Bone and 
Mineral Research, the Bone Research Society 
(UK), and the British Geriatric Society. 

RECOMMENDATIONS 
Several recommendations are made in the 
Guideline. The following were highlighted by 
the GDG as the most important.
1. Radionuclide bone scans, in addition to 
targeted radiographs, are recommended as a 
means of defining, fully and accurately, the 
extent of the metabolically active disease in 
patients with PDB.
2. Serum total alkaline phosphatase (ALP) 
is recommended as a first-line biochemical 
screening test, in combination with liver 
function tests, in screening for the presence of 
metabolically active PDB.
3. Bisphosphonates are recommended for 
the treatment of bone pain associated with 
PDB. Zoledronic acid is recommended as 

the bisphosphonate most likely to give a 
favourable pain response. 
4. Treatment aimed at improving symptoms is 
recommended over a treat-to-target strategy, 
aimed at normalising total ALP in PDB.
5. Total hip or knee replacements are 
recommended for patients with PDB who 
develop osteoarthritis, for whom medical 
treatment is inadequate. There is insufficient 
information to recommend one type of 
surgical approach over another. 

FURTHER RESEARCH NEEDED 
The GDG found that there was a lack of 
research on patient-focused clinical outcomes 
and so they were able to identify several 
areas where further research is needed. 
This will assist the Paget’s Association when 
consideration is given to applications for 
research funds. 

OPEN ACCESS 
The Guideline was published in 2019, in the 
Journal of Bone and Mineral Research* and 
has open access. The full Guideline is available 
to download from our website www.paget.org.
uk.

*GUIDELINE REFERENCE 
Ralston, S. H., Corral-Gudino, L., Cooper, 
C., Francis, R. M., Fraser, W. D., Gennari, 
L., Guañabens, N., Javaid, M. K., Layfield, 
R., O’Neill, T. W., Russell, R. G., Stone, 
M. D., Simpson, K., Wilkinson, D., Wills, 
R., Zillikens, M. C. and Tuck, S. P. (2019), 
Diagnosis and Management of Paget’s Disease 
of Bone in Adults: Journal of Bone Mineral 
Research. Vol. 34, p 579-604

ABOUT THE 
PAGET’S 
ASSOCIATION
The Paget's Association is a national UK 
charity providing information and support 
to all those affected by PDB. The association 
funds quality research, raises awareness and 
supports professionals to achieve excellence in 
care and research.
      For more information, visit www.paget.
org.uk.
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RAISING THEIR 
VOICES

The roll-out of new research is 
turning society’s attention to 

the effects of the pandemic on 
individuals with Parkinson’s – from 
symptoms, to access to health and 

care services. 

Researchers at Lancaster University recently 
worked with Parkinson’s UK to run two UK-
wide surveys to gather insights from people 
living with Parkinson’s and their families who 
provided unpaid care during the pandemic. 
The first ran in April and May 2020 and the 
second in August 2021 – allowing researchers 
to measure the change in symptoms over the 
course of the restrictions and the pandemic. 

WORSENING SYMPTOMS
The findings demonstrate that both motor 
and non-motor symptoms were heavily 
impacted. Overall, eight-in-10 people with 
fatigue (86 per cent), stiffness (83 per cent) 
and slowness of movement (88 per cent) 
reported a decline in these symptoms. 
     Anxiety and depression also increased 
considerably, with seven-in-10 people 
reporting that their anxiety had worsened 
in 2021, more than doubling the percentage 
from the previous year. And almost four 
times as many people with the condition said 
that their depression got worse (rising from 
13 per cent-to-48 per cent).
      Slowness of movement, fatigue and 
sleeping issues all doubled year-on-year, 
while muscle cramps increased three-fold. 
Parkinson’s UK believe that significant 
declines could be in part because of 
government restrictions that limited people’s 
access to physical activity. Also, they know 
that the Parkinson’s community had reduced 
access to physiotherapy, as services struggled 
to meet the needs placed on them.

LIMITED ACCESS TO SERVICES
As well as a deterioration in symptoms, 
the Parkinson’s UK community shared that 
they weren’t able to access their healthcare 
services in quite the same way.
      In the three months before the 2021 
survey, over half (54.3 per cent) of people 

with Parkinson’s had an appointment 
with their care provider cancelled, with 
consultants cancelling slightly more 
frequently than nurses (31 per cent compared 
to 28 per cent). Other appointments that had 
been cancelled included physiotherapist (18 
per cent), speech / language therapist (18 per 
cent), occupational therapist (14 per cent) 
and psychologist (six per cent). 

VIRTUAL APPOINTMENTS
Almost three-in-five people with Parkinson’s 
(58 per cent) had a phone or online 
appointment with their Parkinson’s nurse 
and over a third (35 per cent) had one with 
their consultant. While aspects of these were 
seen positively, only four-in-10 (40 per cent) 
said that they were pleased with the outcome 
of their consultant appointment.
      Just under half (46 per cent) of people 
with Parkinson’s surveyed felt that their 
doctor could understand them well, and 
fewer than a quarter (23 per cent) felt that the 
connection with their doctor was comparable 
to that of a face-to-face appointment. 
      Only one-in-10 (12 per cent) would 
recommend online or phone appointments 
to another person with Parkinson’s.  

LIVED EXPERIENCE
Gary Berry, 59, from Shepperton, reflected, 
‘It’s been 10 years since my Parkinson’s 
diagnosis, and generally now I feel much 
more in control of managing my condition 
than the initial period after my diagnosis. 
However, the pandemic has really heightened 
my anxiety which has a knock-on effect on 
my physical symptoms. I had to be really 
cautious when it comes to socialising and 
this has increased my isolation and brought 
me down. My self-confidence and self-
esteem have really been knocked.
      ‘I have only had one face-to-face 

appointment with a healthcare professional 
since the start of the pandemic, my 
neurologist. The problem is that when 
everything is done over the phone it’s really 
difficult to describe all my symptoms. I feel 
more at ease when I see someone in-person, 
how can they assess my gait, for example, 
over the telephone?
      ‘Parkinson’s has both physical and mental 
symptoms that are easier to effectively assess 
properly when seen.’

CALLS TO IMPROVE SERVICES
Throughout the pandemic, Parkinson’s UK 
have been monitoring Parkinson’s services 
and escalating their concerns with the NHS 
and governments. They are arguing that 
Parkinson’s services are given resources so 
that they can provide the care and support 
that people with the condition need.
      The NHS is facing the biggest backlog of 
appointments in its history and is planning 
how it can change and flex its services to 
meet these increased demands. Parkinson’s 
UK don’t want people with Parkinson’s and 
carers to miss out, which is why they’re 
calling for governments across the UK to 
tackle the NHS backlog and enable people 
with Parkinson’s to:
• Receive the right care and treatment at the 
right time supported by robust workforce 
planning
• Access therapy services to keep them well, 
including advanced therapies, like Deep 
Brain Stimulation, which are time-sensitive
• Prioritise access to mental health services 
for people with Parkinson’s and their carers 
to enable them to recover from the strains of 
the pandemic

      Caroline Rassell, CEO of Parkinson’s 
UK, commented, ‘As restrictions ease and 
everyone looks forward to a new normal, 
we have taken stock of the real impact that 
the pandemic has had on the Parkinson’s 
community at large. 
      ‘Over the last two years, we’ve worked 
with Lancaster University to gather insight 
into the reality of restrictions on exercise, 
isolation, virtual appointments, and so much 
more. 
      ‘Two years of being, at ‘best’, clinically-
vulnerable has taken its toll on people living 
with the condition and those providing vital, 
unpaid care for them. 
      ‘As the world reopens and as the NHS 
refocuses, we won’t allow the ever more 
urgent needs of people with Parkinson’s and 
their carers to be forgotten. With our newly-
acquired insights, we’ll be making sure that 
their needs are being heard by key decision-
makers so that the future looks a lot brighter.’
      For more information, 
visit www.parkinsons.org.uk.

PARKINSON’S
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TAKING SHAPE
Although many women with lipoedema 
lead full and active lives, the chronic 
condition can be debilitating, and impose 
on individuals a lack of confidence and 
reduced mobility. Get the lowdown on 
lipoedema and the delays in diagnosis 
with expert insights from Sharie Fetzer, 
Chair of Lipoedema UK, and Jane Wigg, 
Director and Clinical Nurse Consultant at 
Lymphoedema Training Academy.

Lipoedema is reported to affect one-in-11 
women; breast cancer affects one-in-eight 
women; and cancer one-in-three people. For 
a condition with such a high incidence you 
would think that as healthcare professionals 
and as the general public, we would know 
more about this condition and how to treat it. 
      Lipoedema is predominantly a female-
related condition and is the abnormal laying 
down of fat, usually from the hips to the 
ankle, from the waist to the hips or knees, 
and sometimes occurs only below the knee.    
In rarer cases, lipoedema sometimes includes 
the arms.
      Lipoedema can be tender to touch, with 
reports of easy bruising, and associated 
varicose veins. The skin can feel like it has 
tiny pieces of rice or peas under it. One of the 
easy detection signs is that the shape changes 
from the ankle, but with no foot swelling 
until the later stages, when it can develop into 
lipolymphoedema with swelling. 
      For many women, they unfortunately 
don’t know that they are living with 
lipoedema. It can start very subtly as a 
teenager and could be considered ‘as part of 
you’ and that they think they are ‘just like my 
mother’. Sometimes ladies exercise profusely 
but the shape never changes, and it’s common 

to lose fat from the top half of the body, even 
becoming emaciated and anorexic, but it 
never reduces on the bottom half. 
      Lipoedema progresses through stages, 
where the tissues and shape changes, but 
in some cases it can stay the same life-long. 
Many women with lipoedema are also 
hypermobile, meaning that they have more 
flexible joints and often more stretchy skin. 
      Fortunately, treatment is available and 
this consists of good healthy living, exercise 
for strengthening, compression hosiery to 
support the limbs, and sometimes surgical 
intervention. Learning to live with and self-
manage lipoedema is also key to successful 
treatment.
      It’s important that those living with 
this life-long condition receive the correct 
information and support, but sadly many 
women still find it extremely difficult to get 
a diagnosis. In Lipoedema UK’s survey in 
2014, the average woman took 30 years to get 
a diagnosis, and then only five per cent were 
diagnosed by their GP. Since the publication 
of the Royal College of GPs’ e-learning 
course on lipoedema and more awareness of 
lipoedema in recent years, the percentages are 
slowing improving, but not quickly enough 
for most patients to receive a diagnosis in the 

early stages. 
      Lipoedema legs are often heavy and 
painful, and can often be the subject of cruel 
comments. Due to the pronounced differences 
between the upper and lower bodies, finding 
suitable clothes of any kind is an enormous 
challenge and patients often become isolated 
and despondent when they find it difficult to 
participate in sports, perform their jobs, or 
join in everyday social activities. The charity 
Lipoedema UK provides information for 
both patients and healthcare professionals, 
including weekly online patient support 
meetings for their members.  
      There is still much to learn about 
lipoedema and research so far has been 
scant. Many patients have complicated 
co-morbidities, including obesity, which 
makes treatment complicated. Non-cosmetic 
liposuction surgery can make a huge 
difference, reduce pain and improve mobility, 
but patients are usually forced to self-fund, 
may need several operations, and there are 
few qualified surgeons in the UK. 
      The Lymphoedema Training Academy 
provides the first UK lipoedema specialist 
training course in May 2022. Supported by 
Lipoedema UK, an expert support group for 
therapists, and those living with lipoedema, 
training consists of two online days provided 
by international experts and three days of on-
site clinical and theoretical skills training.
      For more information, contact the 
Lymphoedema Training Academy by 
emailing training@lymph.org.uk and 
visiting www.lymph.org.uk; get in touch with 
Lipoedema UK at www.lipoedema.co.uk; 
and access the Royal College of GPs’ learning 
course at www.lipoedema.co.uk/royal-
college-of-general-practitioners-elearning-
course-on-lipoedema. 

LIPOEDEMA
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Due to insufficient coverage and 
limited conversation, many parents 
are having to tackle the toll of 
perinatal mental health alone. 
Annie Belasco, Head of Charity, 
PANDAS Foundation, delves into 
the condition, the impact of COVID, 
and how families can be fueled with 
help and support to move forward 
in their lives. 

A HELPING HANDA HELPING HAND

Perinatal mental health is a much undiscovered subject for many 
people, including expecting and new parents. Many parents begin 
their parenting journey with excitement, high hopes and optimism, 
planning practical arrangements, and having great expectations for the 
planning and arrival of their new baby. Many parents arm themselves 
with knowledge and resources to be as fully prepared as possible.

WHAT IS PERINATAL MENTAL ILLNESS?
Perinatal mental illness is a significant, but manageable, illness which 
includes pre- and post-natal depression and anxiety, maternal OCD, 
birth trauma / PTSD and, in extreme circumstances, psychosis. 
      The symptoms can occur at any time from pregnancy through to 
birth and beyond. One-in-10 women experience perinatal mental 

illness after having a baby, and we also know that the likelihood of a 
man experiencing post-natal depression can be up to 50-to-75 per cent 
more likely if their partner has received a mental health diagnosis. We 
know that the strains and stresses of everyday life and expecting a new 
baby can be daunting enough, but sadly for some, to then experience 
perinatal mental illness without the right support can be catastrophic. 
      Different factors can contribute to perinatal illness. Pre-existing 
mental health conditions, adverse childhood experiences and birth 
trauma can be some, but not all, of the triggers for perinatal mental 
illness. Some of the symptoms can include low mood, anxiety, panic 
attacks, dark thoughts, loneliness and isolation. There is often lots of 
warning around the term ‘baby blues’ which typically lasts around two 
weeks after the baby is born which can include low mood and anxiety. 
However, persistent symptoms that don’t go away for longer periods 
can be a glowing red flag for something more sinister within perinatal 
mental health.

THE PANDEMIC EFFECT
During lockdown periods between March 2020-and-March 2021 
PANDAS Foundation (pre- and post-natal depression advice and 
support), who support parents, carers and their networks, saw a rise 
to their helpline of 240 per cent from parents who were terrified of 
being even further isolated due to not being able to access services, 
such as antenatal support, aftercare support and regular face-to-face 
appointments with their GPs, health visitors and midwives. The 
services were still open, but the communication channels changed, 
causing and triggering further anxiety for parents who wanted to enjoy 
their parental journey without the additional challenges. 

BRIDGING THE GAP
Early intervention is crucial for the successful treatment of perinatal 
mental illness, and this is where PANDAS can bridge the gap between 
parents and the NHS who are much over-stretched and under-
resourced. While we don’t offer medical advice, you do not need to 
have a diagnosis to contact us and we have the most experience from 
a lived, work and academic experience basis, running our teams with 
our incredible selfless volunteers who balance their own jobs and home 
life alongside PANDAS – offering an experienced and empathetic 
lifeline for many parents who don’t feel that their symptoms warrant 
any advice or support, or parents and carers who have no knowledge 
or understanding of perinatal mental illness. 
      Recovery is completely possible with the right knowledge, advice, 
with someone who is empathetic, and by receiving correct signposting 
going forward.
      For more information, visit www.pandasfoundation.org.uk.

Annie Belasco
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NEW THERAPEUTIC OPTIONS FOR CHILDHOOD 
INFLAMMATORY BOWEL DISEASE 
Did you know that globally the prevalence for inflammatory bowel 
disease (IBD) is 396 cases per 100,000 persons annually? And that 
although the symptoms include abdominal pain, persistent diarrhoea, 
weight loss and fatigue, the exact cause of the disease remains 
unknown?
      Researchers from the School of Medicine, Trinity College, 
working closely with paediatric gastroenterologists at CHI-Crumlin, 
have previously shown that small proteins known as IL-36 cytokines 
are ‘switched on’ in the inflamed intestines of children with newly-
diagnosed IBD. However, it’s still not fully understood how IL-36 
cytokines drive disease.
      Now, new research from the team addresses this by demonstrating 
how IL-36 can instruct proinflammatory CD4+ T cells to accumulate 
in the inflamed intestine and worsen disease. Identifying how 
these proteins promote disease progression will be invaluable in 
advancing efforts to target their activity among IBD patients as a new 
therapeutic option. The study is published in the journal Mucosal 
Immunology.
      IL-36 acts as an instructive signal to drive inflammation in 
different tissue sites. Its activity is perhaps best characterised in 
the skin where it is thought to play an important role in driving 
chronic inflammation in diseases, such as psoriasis. Normally the 
activity of IL-36 is tightly regulated in healthy tissues to ensure that 
inappropriate activity does not result in chronic inflammation. For 
ill-defined reasons this regulation appears to be lost in IBD.
      The key finding of the study identifies how IL-36 can cause the 
accumulation of the damaging CD4+ T cell in the inflamed intestine, 
where they play a central role in driving the inflammation observed 
in IBD. These findings build upon the team’s earlier work which 
identified that IL-36 cytokines were elevated among children with 
IBD and was associated with worsening disease outcomes.
      Identifying how these proteins promote disease progression offers 
fresh insights and will advance efforts to target their activity among 
IBD patients as a new therapeutic option.
      Patrick Walsh, Associate Professor in Paediatric Immunology, 
Department of Clinical Medicine at Trinity’s School of Medicine, 
explained, ‘These results shed new light on how a potential new 
therapeutic target can promote the early pathogenesis of IBD.    
Gaining a deeper understanding of how IBD develops during its 
earliest stages, in childhood and adolescence, is critically important 
in efforts to design new and improved treatment options for these 
patients as they transition to adulthood.’

A MATTER OF URGENCY
WPR sweeps the healthcare 
landscape to discover 
which recent inflammatory 
bowel disease-related 
updates present potential 
advancements for both the 
provision and receipt of 
patient care.

INFLAMMATORY BOWEL DISEASE

COVID-19 VACCINE PROTECTS SUFFERERS OF IBD
COVID-19 vaccines taken by people with IBD, which affects millions 
worldwide, safely and effectively protects them from the SARS-Cov-2 
virus, a Rutgers study has found.
      The comprehensive review, published in the journal Alimentary 
Pharmacology & Therapeutics, focused on all studies describing the 
response of patients with IBD who were administered a COVID-
19 vaccine. People with IBD are commonly treated with drugs that 
suppress the immune system and have reported concerns over 
whether such treatments might weaken their response to the vaccine.
      ‘We wanted to demonstrate in a systematic way that the vaccines 
will safely protect our IBD patients from COVID-19,’ explained study 
author Abhishek Bhurwal, an Advanced IBD Fellow in the Division 
of Gastroenterology and Hepatology at the Rutgers Robert Wood 
Johnson Medical School. 
      ‘Our systematic review and meta-analysis confirmed that the 
vaccines are safe and work well in our patients.’
      The disease, which includes Crohn’s disease and ulcerative 
colitis, causes chronic inflammation of the gastrointestinal tract. The 
numbers of such patients, Bhurwal said, are growing
      The study focused on four key aspects of COVID-19 vaccination 
of IBD patients: the strength of their immune response to the 
vaccine; the occurrence of breakthrough infections after taking the 
vaccine; the occurrence of adverse events to the vaccine; and whether 
differing IBD treatments affected vaccine effectiveness.
      The analysis found that vaccinated IBD patients showed high 
levels of antibody response, known as seroconversion, two weeks 
after the first vaccine, indicating a strong, positive response to the 
vaccine. The response was even higher after two doses, as compared 
with one dose.
      Vaccinated IBD patients did not experience a higher or lower 
rate of breakthrough infections than the control group in studies. 
However, the studies analysed were likely not designed to allow for 
more subtle distinctions. Additionally, further studies regarding 
effectiveness for variants and booster doses are needed.
      Vaccinated IBD patients experienced a low rate of adverse events, 
and the most common events have also been seen in the general 
population: reactions at the injection site; headaches; backache; and 
joint pain.
      Vaccinated IBD patients on different immunosuppressive 
treatments had a similar response to the vaccine. Further studies are 
needed for assessing patients on corticosteroids for IBD.
      Because of their treatment with immunosuppressive drugs, IBD 
patients are more susceptible to infectious disease than the general 
population. As a result, they have been encouraged to receive 
COVID-19 vaccines.
      ‘Because members of the IBD population are 
immunocompromised, it was important to document that the SARS-
CoV-2 vaccines work for them,’ Bhurwal continued. 
      ‘With this analysis, we can say that two doses of the SARS-CoV-2 
vaccines are safe and effective in the IBD population. But we need 
further studies regarding booster doses and COVID variants.’
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From prevalence to precautionary measures, and 
diagnosis to the value of the medical community’s 
contribution to patient care, Joanne Whitmore, 
Senior Cardiac Nurse at the British Heart 
Foundation, gives WPR the cholesterol insight. 

WHAT IS THE ROLE OF 
CHOLESTEROL? WHEN DOES IT 
TRANSITION FROM BENEFICIAL TO 
PROBLEMATIC?
Cholesterol is a fatty substance found in 
blood. It’s produced naturally by the body in 
the liver, and around 20 per cent comes from 
our food.  
      Cholesterol has three main functions:
• It forms part of the outer protective layer of 
each cell
• It is needed for the production of vitamin D 
and steroid hormones which help keep bones 
and muscles healthy
• It helps the body digest food by helping to 
produce bile

      High cholesterol (hypercholesterolaemia) 
is when there is too much cholesterol in the 
blood. This can increase a person’s risk of 
heart and circulatory diseases, such as heart 
attack and stroke.
      There are two main types: good (HDL) 
cholesterol and bad (non-HDL) cholesterol. 
LDL cholesterol was previously used as the 
main measure of bad cholesterol but we 
now know that other forms of non-HDL 
cholesterol are also harmful. If someone has 
too much bad cholesterol in their blood and 
not enough good cholesterol, it can increase 
their risk of heart and circulatory diseases, 
such as heart attack and stroke. 
      Non-HDL takes cholesterol from the 

liver to the cells around the body. Too much 
bad cholesterol (non-HDL) can be harmful 
because it sticks to the inside walls of your 
arteries. This can lead to fatty material 
(atheroma) building up – the process of 
atherosclerosis. It makes it harder for blood 
to flow through, which can lead to a heart 
attack or a stroke.

CAN YOU TELL US ABOUT FAMILIAL 
HYPERCHOLESTEROLAEMIA?
It’s important to differentiate 
between hypercholesterolaemia and 
familial hypercholesterolaemia (FH).    
Hypercholesterolaemia is a general term 
meaning that a person’s cholesterol level is 
high. Familial hypercholesterolaemia (FH) is 
an inherited condition, passed down through 
families, where cholesterol levels are raised 
from birth. This puts people at increased risk 

of having a heart attack or stroke at an earlier 
age. 
      The condition is caused by a genetic 
mutation that means that the liver is unable 
to remove excess non-HDL cholesterol. 
Research has shown that the risk of 
developing coronary heart disease is up to 13 
times higher in people with untreated FH. 
      FH is usually diagnosed with a genetic 
test. If the person is found to have a faulty 
gene that causes FH, close family can then 
also be tested to see if they have inherited the 
gene. This process (called cascade testing) is 
the main way of identifying people with FH. 
British Heart Foundation research has found 
that cascade testing is highly cost-effective 
and widespread adoption could prevent 
thousands of premature heart attacks.
      Around one-in-250 of the UK population 
has FH, although many people are unaware 
they have it. 

Location Estimated Prevalence of FH

England 220,000

Northern Ireland 7,600

Scotland 22,000

Wales 13,000

UK 270,000

ANOTHER LEVEL

CHOLESTEROL
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heart attacks and strokes, other conditions 
caused by atheroma include vascular 
dementia and peripheral arterial disease.

WHAT VALUE DO PHARMACISTS 
AND GPS PROVIDE IN HELPING 
INDIVIDUALS STAY ON TOP OF 
THEIR CHOLESTEROL LEVELS?
Pharmacists and GPs can offer and perform 
NHS Health Checks in which cholesterol 
levels are checked. They should also use this 
opportunity to discuss the risk of developing 
hypercholesterolaemia.
      Both pharmacists and GPs can advise on 
lifestyle factors, which help someone reduce 
their risk of developing atheroma, and 
signpost to local lifestyle support services.  
Both can advise on and prescribe medication 
(with the right qualifications and governance 
for pharmacists), and they can also perform 
lifestyle and medication reviews. If someone 
is deemed at risk of FH, pharmacists and 
GPs can signpost a patient to local FH testing 
services.

WHAT SUBSEQUENT TREATMENT 
IS REQUIRED ONCE A DIAGNOSIS 
OF HYPERCHOLESTEROLAEMIA IS 
CONFIRMED?
Everybody with hypercholesterolaemia 
should be offered tailored lifestyle advice 
which will include:
1. Stopping smoking
2. Healthy eating, especially reducing intake 
of saturated fats and increasing fruit and 
vegetable intake
3. Increasing activity levels

      Health professionals can visit our website 
for more information on tailored lifestyle 
advice (www.bhf.org.uk/informationsupport/

support/healthy-living and www.bhf.org.uk/
informationsupport/support/healthy-living/
understanding-risk-factors).
      Depending on the lipid profile results and 
any pre-exisiting conditions, statins may be 
indicated. 
      The following links are useful resources 
on this topic: 
• Primary prevention – www.cks.nice.org.uk/
topics/lipid-modification-cvd-prevention
• Secondary prevention – www.cks.nice.
org.uk/topics/lipid-modification-cvd-
prevention/management/lipid-therapy-
secondary-prevention-of-cvd

ARE THERE ANY SELF-HELP 
SUGGESTIONS FOR INDIVIDUALS IN 
ADAPTING THEIR LIFESTYLES TO 
REDUCE THEIR CHOLESTEROL?
While diet alone can’t cure FH, patients 
can be advised to follow healthy lifestyle 
advice on how to eat a healthy balanced diet, 
maintain a healthy weight, and do plenty of 
exercise. This can help regulate levels of non-
HDL cholesterol.

ARE THERE ANY AIDS / 
TOOLS / RESOURCES WHICH 
CAN HELP HEALTHCARE 
PROFESSIONALS HARNESS THEIR 
HYPERCHOLESTEROLAEMIA 
KNOWLEDGE?
The British Heart Foundation has a wealth of 
support materials and professional resources 
on its website. You can access them at www.
bhf.org.uk/for-professionals/healthcare-
professionals. 

WHAT SIGNS AND SYMPTOMS ARE 
SUSPECT OF THE CONDITIONS?
There aren’t usually any signs and symptoms 
that somebody has hypercholesterolaemia. It is 
picked up via a blood test called a lipid profile, 
which will show raised levels.
      FH can be hard to diagnose for the same 
reasons. There are some physical changes 
that might be present, but these are usually 
very late signs. Symptoms can include tendon 
xanthomata (swelling made from cholesterol 
usually found on knuckles, knees or the 
Achilles tendon), xanthelasmas (small lumps of 
cholesterol near the inner corner of the eye), or 
corneal arcus (a pale white ring around the iris).

WHAT’S THE 
RELATIONSHIP BETWEEN 
HYPERCHOLESTEROLAEMIA AND 
STROKE?
Having high cholesterol causes a gradual build-
up of fatty material in the coronary arteries 
(atheroma). This build-up prevents healthy 
blood flow to vital organs, such as the heart 
and brain. This puts someone at higher risk of 
having a heart attack or stroke.
      If atheroma is present in the coronary 
arteries, there is an increased risk of a heart 
attack. If atheroma is present in the arteries 
supplying the blood supply to the brain, there 
is an increased risk of stroke or ‘mini-stroke’ 
(TIA).

ARE THERE ANY OTHER HEALTH-
RELATED IMPLICATIONS OF 
HYPERCHOLESTEROLAEMIA – BOTH 
IN THE SHORT AND LONG-TERM?
Hypercholesterolaemia can lead to atheroma, 
which can affect any part of the circulatory 
system. In addition to increasing the risk of 

CHOLESTEROL

WPR

WWW.WALESHEALTHCARE.COM



WHAT IS A RELAPSE?
A relapse is a relatively sudden (over hours or days) episode of new 
symptoms or a worsening of existing MS symptoms. People call relapses 
by different names, including an attack, a flare up, an episode, a blip or an 
exacerbation.
      If your patient has relapsing remitting MS, they may have episodes of 
symptoms (a relapse) that occur for a period of time (usually days, weeks 
or months) which then improve either partially or completely (remission). 
They tend to happen most often in the first few years after being 
diagnosed with MS but people can experience a relapse at any time.
      If the individual has secondary progressive or primary progressive MS, 
they may also experience relapses, but much less frequently.
      To be considered a new MS relapse:

OLD MS SYMPTOMS MUST HAVE BECOME WORSE OR 
NEW SYMPTOMS APPEARED
Most people with MS experience some symptoms continuously, but 
between relapses this background level will remain more or less stable. It’s 
when symptoms change that they may be having a relapse.

SYMPTOMS MUST LAST FOR AT LEAST 24 HOURS
However, relapse symptoms generally last for days, weeks, or even 
months.

SYMPTOMS MUST OCCUR AT LEAST 30 DAYS FROM THE 
START OF THE LAST RELAPSE
MS symptoms should have been stable for about one month before 
symptoms become worse or new symptoms appear.

THERE MUST BE NO OTHER EXPLANATION FOR THE 
SYMPTOMS
Heat, stress, infections and other factors can make symptoms worse and 
can be mistaken for the start of a relapse. When these factors are resolved, 
the patient’s symptoms should improve.

      If the individual isn’t sure whether they are having a relapse, they 
could wait a day or two to see if their symptoms improve before 
contacting a health professional. With time, the patient will become an 
expert on their own MS and will develop a better feel for whether they’re 
having a relapse or if it’s just the day-to-day fluctuation of their symptoms.
      Any MS symptom can be associated with a relapse, but the most 
common ones include issues with fatigue, dizziness, balance and co-
ordination, eyesight, bladder, weakness in a leg or arm, areas of numbness, 
pins and needles or pain, memory and concentration, and mobility. The 
patient can experience one or several of these symptoms together during 
a relapse.
      Whatever symptoms are experienced, they’re likely to get gradually 
worse over a few days, or perhaps longer, and then level off. After a time 
(typically weeks, though this varies) the symptoms will usually subside 
and the patient will gradually start to recover. Sometimes the symptoms 
of a relapse go away completely but, in other cases, they may not fully 
disappear.
      Both the frequency and severity of relapses are very variable and 
unpredictable. A UK study in 2012 found that on average, people with 
relapsing remitting MS have around one relapse every two years. 

MS: A 
FLARE 
DEAL
For many people with 
multiple sclerosis (MS), 
relapses are a considerable 
part of their condition, 
yet confusion about their 
occurrence and the most 
effective action to take 
may still linger. Here the MS 
Trust team discusses what 
information patients should 
be aware of, in addition 
to how relapses can be 
identified and dealt with.
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However, some people may have several relapses in one year, while 
others may go for several years without having a relapse.
      During pregnancy, women are less likely to have a relapse, although 
the risk of relapse increases in the six months after the birth. This is 
thought to be due to changes in the level of hormones, particularly 
oestrogen, in the body during and after pregnancy.
      Some relapses have relatively little impact on what the individual 
can do day-to-day and their symptoms may improve within a few 
weeks. However, other relapses may be more severe and could require 
a stay in hospital followed by a recovery period. Recovery from a 
relapse usually happens within the first two-to-three months, but may 
continue for up to 12 months.

WHAT HAPPENS IN A 
RELAPSE?
When the immune system attacks the myelin covering of nerves, 
it causes inflammation and damage to the myelin (demyelination). 
Messages pass along demyelinated nerves more slowly, or may even be 
completely blocked. This can lead to a variety of symptoms, depending 
on the part of the brain or spinal cord that is affected.
      When the inflammation subsides it is possible for the damaged 
myelin to be replaced, a process known as remyelination. Messages 
are able to pass along the affected nerves more easily and symptoms 
gradually improve. Although the new myelin can work effectively, it 
tends to be thinner than unaffected myelin and so messages through 
the affected nerves may not be as fast as before the relapse.
      It should be noted that inflammation doesn’t always result in a 
relapse. It can occur in a part of the brain which isn’t associated with 
symptoms, or the brain may be able to adapt rapidly and re-route 
messages around an area of inflammation. These are known as silent 
lesions, or a subclinical relapse, and can only be seen using MRI scans.   
Increasingly, these subclinical relapses are being seen as an important 
marker of MS activity and one of the measures which make up the 
NEDA (no evidence of disease activity) treatment goal.

WHAT SHOULD AN INDIVIDUAL DO IF THEY THINK 
THEY’RE HAVING A RELAPSE?
If the patient thinks that they’re having a relapse they should report it 
to their MS team as soon as possible.
      Relapses can be a sign that their MS is becoming more active so 
it’s important to report each one, even if they don’t think they need 
medical treatment. If the MS is becoming more active, it may be 
necessary to consider starting one of the disease-modifying drugs or 
switching to a different one.
      Soon after diagnosis, the MS nurse should explain what to do if the 
patient thinks that they’re having a relapse. If they haven’t been told 
what to do, they could ask their MS nurse or neurologist for advice. 
Different centres have different approaches to reporting and managing 
relapses. For many people, their MS or neurology nurse will be the first 
point of contact. For others, it could be their neurologist or GP. Some 
MS nurses will discuss the individual’s concerns by phone or email, 
others may book an appointment to see them. Some MS teams have 
relapse clinics that they can attend at fairly short notice.
      The MS nurse will ask the individual about the symptoms they’re 
experiencing, when they started, what has changed and how these 
symptoms are affecting them on a day-to-day basis. Their MS nurse 
will also want to know if there’s anything happening that could be 
making their symptoms worse, such as any signs of a possible infection 

– this will often include having a test for a urinary tract infection. 
Some women find that their MS symptoms worsen around the time of 
their period, so the MS nurse may ask about their menstrual cycle.

HOW ARE RELAPSES 
TREATED?
Once the patient’s MS nurse has confirmed that they’re having a 
relapse, they should discuss their symptoms with them and decide 
whether they need treatment for the relapse itself or any of the 
symptoms they are experiencing.
      Not all relapses need treatment. The symptoms of a relapse will 
generally improve on their own.

STEROIDS
If the patient’s relapse is having a significant effect on what they want 
to do day-to-day, their MS team or GP may suggest that they take a 
short course of steroids. Their MS nurse or neurologist should discuss 
with them the pros and cons of taking steroids so that they can decide 
together on the best course of action in the particular situation.
      Steroids speed up recovery from a relapse by reducing 
inflammation and ideally should be started as soon as possible after 
the patient’s relapse has been confirmed. However, taking steroids 
won’t affect how well they recover in the long-term from the relapse 
and won’t affect the course of their MS.
      Steroids can be taken as tablets, or through an intravenous infusion 
(drip) in a hospital clinic.

REHABILITATION
Whether the patient decides to take steroids or not, there may be other 
treatments to help them with their symptoms. These might include 
medication for MS symptoms, physiotherapy, occupational therapy 
to support them at home or at work, neuropsychology, or speech and 
language therapy. For more severe relapses, the patient may need help 
from social services, for instance, with aspects of their personal care or 
preparing meals.

FOLLOW-UP APPOINTMENT
If required, the MS nurse may arrange a follow-up appointment, which 
might be either face-to-face or over the phone. This will typically take 
place about two months after the start of the patient’s relapse and is an 
opportunity for their MS nurse to check how they are and for them 
to discuss other treatment options if things are still difficult. The MS 
nurse should also make a record of the patient’s relapse and pass this 
on to their neurologist, so that their MS team has a full record of their 
relapses and symptoms.

ABOUT THE MS TRUST
The MS Trust is here for everyone affected by MS, from the moment of 
diagnosis and throughout their journey. The MS Trust is here for them 
today, tomorrow and every day after, making sure a life with MS isn’t a 
life defined by MS.
      The MS Trust is committed to ensuring that EVERYONE with MS 
can access the treatments and services they need and deserve. 
      It is the charity that believes that no-one should have to manage 
MS alone, whatever their personal or social circumstances.
      For more information, visit www.mstrust.org.uk, call 0800 032 38 
39 or email ask@mstrust.org.uk.
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MENTAL HEALTH SUPPORT 
SCHEME FOR NHS WORKERS 
EXTENDED TO SOCIAL CARE 

STAFF 

A free mental health support scheme for NHS workers is to be 
extended to social care workers in Wales.
      Canopi, which is run by Cardiff University, has opened up its 
confidential and personalised service of support and advice to social 
care staff, including frontline social care workers, personal assistants, 
and administrative and managerial staff.
      Social care and NHS staff will be able to access a confidential 
service staffed by healthcare professionals and face-to-face 
counselling sessions, self-help resources and virtual therapy sessions.
      Funded by the Welsh government, who will provide £1.5 million 
per year until 2025, the Canopi team has recruited additional 
therapists to support the expansion.
      Professor Jon Bisson, Director of Canopi, said, ‘The last two years 
has been an extremely challenging time for people working in health 
and social care. We’re delighted to now be able to expand our service 
to include staff employed by social care organisations in Wales so 
they can access the same mental health and wellbeing support as staff 
working for the NHS in Wales.
      ‘Canopi offers a confidential and welcoming space for staff to 
access various levels of mental health support, including self-help, 
guided self-help, peer support, and virtual face-to-face therapies with 
accredited specialists.’
      Previously known as Health for Health Professionals Wales, the 
service, set up and run by Cardiff University, has been rebranded to 
encompass the health and social care sectors.

NEARLY FOUR-IN-10 
CANCER PATIENTS IN 
WALES DIAGNOSED 

IN EMERGENCY 
SETTINGS

New research from the Welsh Cancer Intelligence and Surveillance 
Unit (WCISU) at Public Health Wales has revealed that nearly 
four-in-10 (37.4 per cent) of the eight types of cancer in the study 
are being diagnosed in emergency settings, such as in hospital A&E 
departments.
      The research shows that a higher proportion of patients in Wales 
has their cancer diagnosed when they present as an emergency, 
compared to other similar countries.
      The analysis by the International Cancer Benchmarking 
Partnership, in collaboration with the WCISU, and others, was 
published in the Lancet Oncology journal, and was the first of its kind 
in the world.
      The research looked at the diagnosis of more than 850,000 cancers 
between 2012-and-2017, in comparable countries, with broadly 
similar health services (Wales, England, Scotland, Norway, New 
Zealand, Australia and Canada). It showed that while the emergency 
diagnosis rates in Wales are similar to that of England (37 per cent) 
and Scotland (38.5 per cent), this rate lags behind many Australian 
states and Canadian provinces.
      The cancers most likely to be diagnosed in emergency settings 
were those with fewer or more general symptoms, such as ovarian, 
pancreatic, liver and lung cancers. In addition, older people were 
more likely to be diagnosed via this route.
      The research shows that countries with higher levels of cancer 
diagnosis in emergency settings had poorer cancer survival rates as a 
result.
      Professor Dyfed Wyn Huws, Director of the WCISU, commented, 
‘This study is the first of its kind in the world and shows the 
importance of early diagnosis of cancer through attending screening, 
seeking help early for worrying symptoms, access to GP services and 
investigations and tests, such as scans, and rapid diagnosis centres.’

FACE COVERINGS RETAINED IN HEALTH 
AND SOCIAL CARE SETTINGS

First Minister Mark Drakeford has confirmed that the legal 
requirement to wear a face covering in health and care settings will 
remain in place.
      Speaking after the latest three-week review of the coronavirus 
regulations, the First Minister said that the public health situation 
was improving following the recent spike in cases caused by the 
BA.2 sub-type of omicron. But COVID case rates remain high so 
maintaining the use of face coverings in health and care settings will 
help to protect some of the most vulnerable people in society, staff 
and visitors.
      The First Minister also urged everyone to continue to take 
measures to reduce the spread of coronavirus by following a set of 
simple steps to protect one another and keep Wales safe.
      First Minister Mark Drakeford stated, ‘The pandemic isn’t 

over but we are seeing encouraging signs the recent high levels of 
infections across Wales are falling. There are steps we can all take to 
protect ourselves while coronavirus is still circulating and reduce the 
spread of the virus even further. This is particularly true in places 
where some of the most vulnerable people in society are being treated 
and live, which is why we will retain the legal requirement to wear 
face coverings in health and social care settings.
      ‘More generally, ensuring you are up-to-date with your COVID 
vaccinations and spring booster – if you are eligible – is really 
important. If you have COVID symptoms or test positive, please stay 
at home and help break the chain of transmission. Together, we can 
carry on keeping each other safe and keeping Wales safe.’
       The next three-weekly review of coronavirus regulations will be 
carried out by 26th May.
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