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EDITOR’S LETTER

Welcome to the latest edition 
of Welsh Pharmacy Review!
Of all the traits that I never wish to exhibit, smugness is definitely 
high on the list. And yet, a picture of smug I was last week on 
the train journey to work as I indulged in my favourite pastime – 
eavesdropping on my fellow commuters. At the table opposite me, 
three university students huddled over a stack of pages; desperate 
to cram in last-minute revision as the hour of their exam crept 
closer with every station we crawled to. At the other side of the 
train carriage, a handful of uniformed pupils juggled smudged 
schoolbooks and unfinished homework – their panic palpable.
      I basked in the brilliance that, for me, education was as distant 
a memory as battling my brothers for our dial-up internet access. 
I was no longer forced to spend hours learning. My days weren’t 
occupied by laying out equations, composing essays, or trawling 
through textbooks.
      The irony only struck me as I once again embarked on a train 
journey – this time on my way home. Reflecting on the day’s 
events, I realised that I had spent my working hours laying out 
page plans, composing articles, and trawling the internet for 
research. I was still an active learner.
      This manner of education may no longer mean that I’m 
accountable to my teachers’ expectations and exam results, but it 
does mean that I’m accountable to my own understanding of the 
world – from how I conduct my work, to how I process my own 
health and wellbeing. 
      It’s so important for healthcare professionals to be advocates 
for patient awareness and learning, as well as their own – 
especially when it comes to infection management, antibiotic 
usage and antimicrobial resistance (page 14). The role of evolved 
education in healthcare sustainability is also key, as emphasised 
by the recent Green Team Competition showcase in which staff 
bolstered their knowledge to implement innovative projects to 
better the future (page 18).
      Also in this issue, Health and Care Research Wales depict why 
meaningful public involvement is worth investing in (page 13), 
and Lisa Osmond, who works for Barod, examines the evolution 
and dangers of substance availability online (page seven).
      Elsewhere, Heartburn Cancer UK sheds a light on the public’s 
dangerously low awareness of oesophageal cancer symptoms 
(page 10), and you can discover the bid to improve the quality of 
Inflammatory Bowel Disease care (page 24).
      Before you go, don’t forget to check in with the Royal 
Pharmaceutical Society for Wales’ latest efforts to elevate the 
profession, including an independent review of clinical hospital 
pharmacy services in Wales (page 22).

      Happy reading!
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The updated NICE Guideline NG28 (1) 
reflected the accumulating evidence for 
cardioprotection and nephroprotection for 
the SGLT2 inhibitors and GLP1 agonists 
in the positioning of these agents in the 
guidelines. This article will focus on the non-
pharmacological changes occurring in the 
management of diabetes in Wales.

MOVING RESOURCES 
UPSTREAM
Wales leads the UK in the prevalence of 
type 2 diabetes. This inexorable rise has not 
been helped by the COVID-19 pandemic, 
with increased sedentary lifestyle often 
accompanied by weight gain. For many years 
it has been acknowledged that most of the 
very substantial expenditure on diabetes 
care is spent on treating the complications 

of diabetes. The challenge is to move 
resources upstream into the arena of diabetes 
prevention, diabetes remission, and support 
of diabetes self-management plus effective 
early care. The Wales Diabetes Prevention 
Programme was launched in 2022 (2) 
targeting those with an HbA1c of 42-to-47 
mmol/mol. 
      The Direct study (3) demonstrated the 
ability for type 2 diabetes to enter remission 
in the first six years after diagnosis when 
a person replaces food with low calorie 
total diet replacement and subsequently 
reintroduces food in a step-wise fashion. 
Four-of-our-seven health boards in Wales 
have trialled this and we now explore how to 
embed this as an opportunity for everyone 
newly-diagnosed with type 2 diabetes. 
      Structured education is known to 
improve outcomes in diabetes (4, 5) and it 
is clear that providing skills and supporting 

empowerment should be done as soon as 
possible after diagnosis and offered in a 
variety of formats to suit as many as possible. 
It is imperative that structured education 
and self-management support is given equal 
priority to medical care in diabetes. Over 
the last few decades, we are aware that good 
early effective care has a legacy effect of long-
term protection to reduce complications 
(6) so must ensure we give this appropriate 
attention.

TECHNOLOGY IMPACTING 
PRACTICE
An explosion of new technology to assist 
the management of diabetes has been a key 
theme of the last couple of years and the 
frequent introduction of new technology in 
diabetes looks set to continue. Flash glucose 
monitoring to replace often painful and 
inconvenient capillary glucose monitoring 
was warmly welcomed by people living with 
diabetes. This was initially funded in 2017 
for selected patients, such as those who were 
recommended to test eight times a day. Real-
world observational studies (7) demonstrated 
tangible benefits, such as a drop in HbA1c, 
a reduction of hypoglycaemia, reduced 
hospital admission and reduced diabetes 
distress scores. Health Technology Wales 
recommended the use for all using insulin in 
Wales in addition to other patient groups (8), 
and the challenge is now implementing this 
within the existing staff resource. 
      In addition to the flash glucose monitors 
there has been a marked increase in the 
use of continuous glucose monitors, which 
are recommended in people with type 1 
diabetes who are pregnant. (9) Smart insulin 
pens are licensed which connect to flash 
glucose monitors or continuous glucose 
monitors to support the management of 
short-acting insulin. The hybrid closed loop 

STEPS IN THE 
RIGHT DIRECTION
The management of diabetes is 
continually changing and evolving, 
not only from a pharmacological 
perspective, but also from a 
perspective of technological 
innovation and service design, 
assert Dr Grigorios Panagiotou 
and Dr Julia Platts, as they shed 
light on the latest happenings in 
diabetes in Wales.

DIABETES
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insulin pump (an insulin pump connected 
to a continuous glucose monitor with an 
algorithm to determine insulin delivery) has 
come of age with three systems currently on 
the market and a further two waiting in the 
wings. These are likely to be very beneficial 
and recommended for many people with 
type 1 diabetes who have an HbA1c above 
target if major changes are not made to the 
draft NICE Guidelines. (10) The ability to 
continuously enter such technology into 
a dashboard to assist in remote patient 
management and priority for review is on the 
horizon.

DIABETES THROUGHOUT LIFE
There are times during a life’s journey 
living with diabetes when a person may be 
particularly vulnerable; three of these times 
may be during the years of 16-to-25, during 
pregnancy, and in the older years when a 
carer may be needed to support daily living. 
We have had a particular focus on these 
times.
      Between the ages of 16-to-25 is a time 
of great change in most lives, in education, 
in work, in living circumstance, and of 
growing independence from parents and 
guardians. It is a time when HbA1c tends 
to be highest and the risk of admission 
with diabetic ketoacidosis is highest and 
also the time when we change care from 
paediatric services to adult services with the 
loss of long-term professional relationships. 
We have a co-ordinator to focus on this 
age group with the creation of education 
and support packages (Figure 1), bespoke 
literature (Figure 2), psychological support 
resources (Figure 3) and the deployment of 
youth workers.
      A pregnancy in people with pre-existing 
diabetes will have a complication, such as 
large for gestational age in almost half of all 
cases. (11) Adequate pre-conception care 
has been difficult to achieve but is vital to 
improve pregnancy outcomes. A national 
service has been created where women 
may contact an expert Diabetes Specialist 
Nurse by telephone or email. She will 

then work with them and liaise with their 
usual healthcare professionals to make any 
necessary changes. (Figure 4) The outcomes 
are currently being evaluated.
      When a person with diabetes requires 
care from a third party in the home or a care 
home setting, this may be a time of particular 
vulnerability. Often the carer will have 
little training or knowledge of diabetes. A 
learning resource has been created, Diabetes 
Information and Education Resource, 
available to all domiciliary and care home 
staff on a website and in paper form.

CONCLUSION
Modern management of diabetes requires 
a multi-professional and multi-agency 
approach and services must continually 
evolve to ensure the best care is available. 
Healthcare systems must focus on moving 
resources upstream and ensure self-
management support is given equal status to 
all other interventions.
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To add to their growing portfolio of engaging 
visual storytelling, the All Wales Therapeutics 
and Toxicology Centre (AWTTC) recently 
produced two short animated information 
videos highlighting different aspects of their 
work – the One Wales Medicine process and 
the Yellow Card Centre Wales. Both videos 
are bilingual and have English-language and 
Welsh-language subtitles.
      Established in 2016, the One Wales 
Medicine process is used when a group of 
patients might benefit from a medicine that 
may not be routinely-available in Wales. 
The animated video explains in detail how 
the One Wales Medicine process works in 
advising NHS Wales and ensuring that there 
is fair and equal access to medicines across 
NHS Wales. 
      Clinicians, pharmacists and clinical 
networks can highlight a medicine by 
completing a One Wales Medicines Request 
form which is available on the AWTTC 
website. A medicine might also be identified 
for the One Wales process if a number of 
Individual Patient Funding Requests have 
been submitted across health boards in 
Wales, as this alerts the AWTTC to a small 
patient cohort where there is a clinical need.
      The One Wales Medicines Assessment 
Group (OWMAG) assesses evidence 
collected by the AWTTC and makes a 
recommendation on the use of the medicine. 
If endorsed by the All Wales Medicines 
Strategy Group, the recommendation is 
forwarded to the Welsh government for 
ratification; and if approved by the Welsh 
government, the advice will be applied across 
NHS Wales.
      The duration of a One Wales decision is 
decided on a case-by-case basis. One Wales 
decisions will be reviewed by the OWMAG 
after a minimum of 12 months (up to a 

maximum of three years) from the date of 
advice or earlier if new evidence becomes 
available. For licensed medicines, One Wales 
advice is interim to Health Technology 
Assessment guidance from the All Wales 
Medicines Assessment Group or National 
Institute for Health and Care Excellence.
      The second video looks at the Yellow 
Card Centre Wales and has a starring role 
for mascot Charlie. In the video, Charlie 
explains why, and how, to report a suspected 
side-effect to a medicine or a problem with a 
medical device.
      All medicines can cause side-effects, 
some may not be known. Many side-effects 
are mild, but some can be serious and even 
life-threatening, so that’s why it’s important 
for people to report any serious reaction(s) 
to their medicine(s) through the Yellow Card 
scheme. 
      The video highlights the importance of 
reporting side-effects to the Yellow Card 
scheme and explains in detail how the 
reporting process works and how patients, 
carers and health professionals can report 
an adverse reaction either online, by phone, 
or through the Yellow Card app. As well as 
medications, medical devices and herbal 
medicines can be reported through the 
Yellow Card scheme.
      The Yellow Card Centre Wales is one 
of five regional adverse drug reaction 
monitoring centres, acting on behalf of 
the Medicines and Healthcare products 
Regulatory Agency. 
      In supporting the All Wales Medicines 
Strategy Group, the Welsh government’s 
advisory committee on medicines and 
prescribing, the AWTTC likes to engage with 
patients and seeks their input into everything 
they do through the AWMSG Patient 
and Public Interest Group. The quarterly 

meetings give patients, their families, carers, 
patient organisations and members of the 
public the opportunity to comment on 
work in progress, making sure the patient’s 
voice is always heard. If you would like 
to get involved the AWTTC would love 
to hear from you - increasing the public’s 
awareness about their work is a key priority. 
If you are at the Eisteddfod Yr Urdd in May 
at Llandovery – pop along to the AWTTC 
stand to find out more about how you can be 
involved in their work.
      The AWTTC is going through a period 
of change as two long-standing members 
of staff say goodbye as they start their 
retirement. Kath Haines, Head of the Welsh 
Analytical Prescribing Support Unit, is 
leaving after 15 years at the AWTTC. 
      Kath has headed up a number of very 
important data and medicines optimisation 
projects. Leading on the introduction of the 
Server for Prescribing Information Reporting 
and Analysis, she has, more recently, 
managed the development of a dashboard 
which is used by healthcare professionals to 
monitor the use of inhalers – this dashboard 
will play an important role in monitoring the 
reduction of the carbon footprint of inhalers.

      In her 20 years at the AWTTC, Karen 
Samuels, Programme Director, has helped 
develop the health technology appraisal 
process in Wales, ensuring timely and 
equitable access to new medicines and, more 
recently, has been working collaboratively 
with the Medicines Healthcare products 
Regulatory Authority, the National Institute 
of Health and Care Excellence and the 
Scottish Medicines Consortium in the new 
Innovative Licensing Access Pathway. Thanks 
to Karen and Kath for your invaluable 
contribution over many years and your 
commitment to getting the best outcomes 
from medicines for patients in Wales – the 
AWTTC and AWMSG will miss you both.

In this issue’s instalment, the All Wales Therapeutics 
and Toxicology Centre discuss the production of two 
short animated films showcasing different aspects 
of their work, as well as the period of change 
recently immersing the organisation.

AS SEEN ON SCREEN

Kath Haines

Karen Samuels
6 FEB 2023 WPR
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I grew up in the late 70s and 80s, and my social media was very different. I spent a lot of time in the 80s listening to local and national radio 
stations. This would give me my fix of the latest music and inform me of any events that were taking place in the surrounding areas. MTV was a 
massive deal when it was launched in 1981 as it opened the world up to the music video.
      My versions of ‘DM-ing’ someone was either calling my friends from a house landline and actually speaking to them, or arranging a spot to 
meet after school. In terms of talking to people in different countries, it was really popular to have a ‘penpal’ in the 80s. As part of our French 
course, we were encouraged to write to someone in France, so in essence we could practice the language. This was often the norm.
      So when you tell a young person all of this now, they look at you as though you have beamed down from another planet. But ironically 
growing up in the era I did feels very alien to what social media looks like now! 

SOCIAL MEDIA AND DRUGS
At Gwent N-Gage, a young person’s substance use service covering the Gwent region, we deliver a training package that looks at drug 
availability via certain social media platforms.
      In September 2019, Volteface released a report called ‘DM for Details… Selling Drugs in the Age of Social Media.’ This looked at how social 
media was being used as a marketplace for illicit drugs and the impact it was having on young people. At the time, it reported that 24 per cent 
of young people aged 13-to-17 said that they saw the sale of illicit drugs on social media. Recently this report has been updated (November 
2022) and recent figures now depict that this has increased to 35 per cent. This sparked an interest and, coupled with research and interviewing 
a number of young people throughout the Gwent area, they have provided us with current information about the culture of drugs on social 
media.

A TANGLED WEB 
In this article, Lisa Osmond, who works for Barod 
within the Young Person’s Gwent N-Gage service, 
explores the link between substance dependency 
and social media, the evolution of buying 
drugs online, and how enhanced monitoring 
to protect young people is key.
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      Some of the young people were asked which were the most 
popular forums now to buy drugs on. They spoke about Snapchat and 
Telegram, with ‘Instagram now dead in the water’. It’s not surprising, 
with features on Snapchat, such as automatic deletion once the 
message has been read, a built-in GPS where you can track people to 
the street they are on, and friend suggestions, that this is a breeding 
ground for people to sell their wears. There was a time when if you 
wanted to pick up some weed or anything else, you would have to 
physically meet the dealer. However, in today’s offerings, you can snap 
someone and they will even deliver it to your door.
      Children born between 1997-and-2012 are known as ‘Generation 
Z’. It defines them as the first generation that have never known 
the world without the internet. We are now in ‘Generation Alpha’ 
and, overtime, the more we see social media sites, such as Snapchat, 
offering a platform to buy and sell drugs, it will become the norm to 
young people and, in many ways, desensitise them to the dangers.
      You can pretty much get anything you desire. It is just about 
finding the new search phrases to fool the Artificial Intelligence that 
now monitor most of these sites. If you manage that, you are good to 
go.

WHAT IS TELEGRAM?
An up-and-coming platform is Telegram. This will not be news to 
many, but you might be surprised how young people are advertising 
on their Snapchat for you to add them to their Telegram account.     
      Telegram first hit the global news in terms of a drug market when 
it was published in the recent edition of the Global Drugs Survey 
2021. It highlighted that a dark web digital market called ‘Televend’ 
was operating on there.
      Telegram was first launched in 2013 by two Russian brothers, 
Nikolai and Pavel Durov. It boasts one of the best end-to-end 
encryption and offers a ‘self-destruct feature’ where you can set 
the time for this to happen – apparently, more bulletproof than 
WhatsApp. It doesn’t take a genius to fathom why more and more 
people are turning to Telegram for that drug-buying / selling 
experience. 
      I recently downloaded Telegram and wanted to find out how 
easy it was to access Televend. One of the appeals to this site, is that 
it is open 24 / 7 and is operated by ‘bots’. The ‘wannabe’ investigative 
journalist came out in me and within seconds I was on my way to 
buying some ‘Big Buddah Cheese’, a cannabis strain. This process 
took less time than to boil a kettle. As for the buying experience, it is 
simple and not too dissimilar to that of Amazon. The only difference 
is that you pay by cryptocurrency.

PROTECTING YOUNG PEOPLE
We often have adults tell us that they have attended the social media 
and drugs course, both as a professional and parent. Concerns are 
raised and questions are asked about how they can best protect their 
young people. We talk about apps that you can download for the sole 
purpose of monitoring the activity on a young person’s phone. The 
idea can seem very invasive for the young person but if there is an 
agreement between the parent and child then these apps can be useful 
in protecting the welfare of young people. Instagram and Snapchat 
have released a Parent and Carers Guide, which covers topics, such 
as ‘tips for talking to your teen’, ‘managing privacy’, ‘support around 
self-harm and negative thoughts’ and much more.
      One adult recently shared that talking about this subject with 

their child simply resulted in having an open conversation. After 
attending our social media and drugs course, she said that she asked 
her daughter about some of the topics discussed and was surprised 
to hear that she already knew quite a lot about it. By not making it a 
taboo subject and generally being interested in the culture and the 
welfare of her children, she opened up a discussion where she was 
able to offer the correct information and harm reduction.

THE NEED FOR INCREASED 
MONITORING
So, this brings us to the question: what should be happening in terms 
of ensuring these sites are doing more to monitor the buying and 
selling of drugs?
      In 2019, the government published the Online Harms White 
Paper, which outlined a plan of action to address harmful behaviour 
online. This has since transformed into the Online Safety Bill, which 
is currently going through parliament. The legislation aims to hold 
social media platforms, and search engines, accountable for the 
content their users post and are exposed to. All platforms will need to 
make an effort to tackle illegal content, such as terrorist material and 
child sexual exploitation / abuse. Platforms that are most likely to be 
accessed by children will have an extra duty of care to protect young 
people from content that is harmful, but not necessarily illegal, such 
as self-harm.
      With Ofcom positioned as the regulator for the Online Safety 
Regime, businesses who do not comply with the legislation will 
be fined £18 million or 10 per cent of their global annual turnover 
(whichever is higher) and may face further disruption, such as having 
their activity blocked. Senior managers who fail to take action could 
also face criminal sanctions.
      Blah blah blah blah… that is what these legislations often turn 
into.
      As a result, in November 2022, measures that were intended 
to force big technology platforms to take down ‘legal but harmful’ 
materials were removed from the Online Safety Bill. Instead, 
platforms will be obliged to introduce systems that will allow the 
users to better filter out the harmful content they don’t want to see.
      So, there you have it. If someone dismantled the yellow brick 
road, Dorothy and the gang might never have found the great wizard. 
Personally, I don’t understand the U-turn in legislation, but what I do 
know is that people are becoming more and more inventive. As long 
as sites like Snapchat and Telegram allow this activity, the more we 
will see of the unlicensed selling of drugs.
      Since social media has come such a long way since the 80s, will we 
ever experience a generation that won’t have been exposed to social 
media again? Well, not in my lifetime, but if time travel does become 
a possibility, then I would love to see a world once more where 
connection and education is ‘our’ experience, not something we see 
on Tik Tok.
      I’m off now to the Mother Planet Generation X… now where did I 
leave my ‘Just Seventeen?!’
 

ABOUT THE AUTHOR
Lisa Osmond works for Barod within the Young Person’s Gwent 
N-Gage service, primarily delivering training throughout the Gwent 
area. Lisa has worked in the substance awareness field for 19 years 
and is incredibly passionate about educating people about the current 
issues surrounding substance use.
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OESOPHAGEAL CANCER

Mimi and her family

BEHIND 
THE BURN

WWW.WALESHEALTHCARE.COM

DID YOU KNOW... 
Only two per cent of people can correctly identify the main 
oesophageal cancer symptoms? Do your patients know them?
• Excessive heartburn or indigestion for three weeks or more
• Difficulty or pain in swallowing food
• Persistent hiccups and / or ongoing weight loss

      The best advice to give individuals is to take action and see their 
GP for reassurance or treatment.

HEARTBURN ISN’T ALWAYS 
HARMLESS 
Heartburn Cancer UK was set up by Mimi McCord in 2003, following 
the tragic death of her husband, Michael, from oesophageal cancer. 
Michael died in 2002 at just 47 years old. He had been experiencing 
heartburn for a number of years and antacids had been a regular item 
in the family shopping basket each week. It was only when Michael 
was struggling to swallow his toast one Saturday morning that his 
wife, Mimi, suggested he speak with the doctor. He was referred to a 
gastroenterologist, sent for an endoscopy, and diagnosed with cancer. 
Michael died, at home, just nine weeks later. 
      His devastating and untimely death, like many others, may have 
been prevented if he had known about the dangers of persistent 
heartburn and its link to oesophageal cancer. 
      Heartburn Cancer UK is delighted to be celebrating 20 years as a 
charity in 2023, with Mimi just as passionate about raising awareness 
and helping to save lives today as she was 20 years ago.
      Around 8,000 people die in the UK every year from oesophageal 
cancer, that’s 22 deaths every day. It’s the seventh biggest cancer killer, 
with an appalling prognosis of only 15 per cent of patients surviving 
for five years. It’s also the fourth most common cause of cancer death 
in males. Currently, 70 per cent of cases are discovered too late for 

Oesophageal is one of the most lethal cancers – 
awareness of symptoms is dangerously low for 
these killers despite early diagnosis being key 
for the best chance of survival.

curative treatment. The most common early symptom is persistent 
heartburn – with your help we can change this.

AWARENESS AND SUPPORT
This seemingly harmless symptom is often treated with over-the-
counter remedies because people are unaware of the risks. Our 
mission is to raise public awareness of the dangers of ignoring 
persistent heartburn and to urge people to seek advice from their GP. 
If your patient’s heartburn is persistent and happens most days for 
three weeks or more, they should be encouraged to get it checked. 
      Heartburn Cancer UK also provides information and support to 
patients and their families living with reflux, Barrett’s oesophagus (a 
pre-cancerous condition) and oesophageal cancer, and we support 
research to help increase early diagnosis, improve patient outcomes 
and, ultimately, help save lives.

Mimi and her family

10 FEB 2023 WPR
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Mimi is continuing to spread awareness

EARLY DIAGNOSIS: THE 
CYTOSPONGE™
Mimi tells us, ‘The key to challenging these appalling stats is early 
diagnosis. We are currently partnered in a pilot project which 
introduces an innovative screening test, the Cytosponge™, into 
primary care, initially in East Anglia, Essex and Suffolk where the 
project will screen 1,500 at-risk patients with the use of a mobile 
diagnostic unit supplied by Heartburn Cancer UK. There are more 
encouraging projects planned for 2023 too.’ 
      The Cytsosponge™ is a small capsule on a strong thread. After 
swallowing, the capsule coating (vegetarian gelatine) dissolves in the 
stomach to release a small sponge which, when removed by a nurse, 
allows a cell collection from the lining of the oesophagus (gullet or 
food-pipe). These cells are then analysed for abnormalities that might 
signal Barrett’s, a pre-cancerous condition, or cancer.  
      Currently these conditions are diagnosed by expensive / invasive 
endoscopy so the Cytosponge™ could be a real game-changer for 
triage, surveillance and case-finding. NHS Scotland has already 
introduced the Cytosponge™ and it’s hoped that England, Wales and 
Northern Ireland won’t be far behind.
      Mimi adds, ‘The Cytosponge™ is 50 per cent less costly than the 
current hospital-based alternative, the endoscopy, and has been 
shown to identify 10 times as many cases of concern as current 
primary routine care. It is our aim to help introduce a wider screening 
service, in a variety of geographical areas, bringing access to this 
potentially life-saving test to as many people as we can and raising 
awareness as we go.’ 

MORE INFORMATION AND 
SUPPORT
To help the charity celebrate their 20 years and continue its vital work, 
there are lots of ways we could work together to help make a difference.
Please get in touch if you would like more information on: 
• Anything covered in this feature
• Accessing information to promote symptoms and raise awareness 

i.e. posters, leaflets or pockets-size information cards
• Assets to share on social media or websites
• Support groups for Barrett’s or oesophageal cancer patients or 

working together to set one up in your area
• Our mobile unit
• Further information on the Cytosponge™ and helping patients to 

access it where available
• Helping us to raise funds

      Mimi finishes by saying, ‘After 20 years seeing no change in earlier 
diagnosis, the Cytosponge™ could really make a difference. We want to 
continue to support its journey into everyday care in any way we can. If 
individuals have persistent heartburn, getting checked by their doctor 
will help give them peace of mind or put them on the path to a far better 
prognosis if there is a problem.’ 
      For more information, visit www.heartburncanceruk.org or contact 
info@heartburncanceruk.org.
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1st subscription  
style payment model
NHS England will test the world’s first  

‘subscription’ style payment model which delinks 

payments to pharmaceutical companies from  

volume of antibiotics used

178178  AMR related infections 

diagnosed every day in England

00  new classes of antibiotic have been 

launched since the 1980s and new antibiotics 

in existing classes are rarely used due to 

their high cost

THE PROBLEM THE SOLUTION

NEWNEW

under this new payment model produced by 

 Pfizer and Shionogi, which are licenced for  

treating severe drug-resistant infections  

caused by Gram-negative bacteria

This new model:
 Enables patient access to innovative antibiotics, Patient First

 Supports good stewardship by removing payment connected to volume

 Incentivises research and investment in new antibiotics

AMR is one of the top ten global public 
health threats facing humanity

2 antibiotics piloted

10 million 10 million deaths 

per year by 2050 if AMR is not addressed

A new payment scheme for antibiotics

DEVELOPING ANTIBIOTICS TO TACKLE ANTIMICROBIAL 
RESISTANCE (AMR)
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The Microbiology Society is working with its members across industry and academia to identify and develop solutions to 
the global health threat of AMR. As one of the largest microbiology societies in Europe, we support our members and the 
wider scientific community to raise awareness of AMR and provide resources backed by expert microbiological opinions, 
including briefings for policy-makers to affect real change. We want to congratulate NHS England on their new initiative 
to unblock the antimicrobial pipeline and have produced this infographic on their pioneering subscription-style payment 
model for antimicrobials.

Learn more about ways you can get involved at microbiologysociety.org/get-involved 



By widely conveying the meaning and 
measurement of collective contribution, Health 
and Care Research Wales is leading the way for 
public involvement in research in Wales.

Meaningful public involvement is worth 
investing in. It can lead to the development 
of higher quality research and make it easier 
to recruit and retain participants in research 
studies and trials. Involving people with lived 
experiences can help to produce research 
which respects the rights, safety, dignity and 
wellbeing of participants. 
      Public involvement defines what is likely 
to be acceptable to participants, by providing 
solutions to challenges, particularly in 
controversial or sensitive research areas. It 
improves the informed consent process and 
improves the experience of participating 
in research. It also enhances our ability 
to effectively communicate findings to 
participants and the wider public, providing 
information on the progress of the research. 
as well as the final results.

FOSTERING UNDERSTANDING
Since 2019, Health and Care Research Wales 
has been working on a plan, ‘Discover your 
Role,’ to improve public involvement and 
engagement in Welsh health and social care 

research. Working together with members of 
the public, researchers and other key partner 
organisations, Health and Care Research 
Wales aims to learn more about current 
experiences and future aspirations for public 
involvement. 
      ‘We believe that meaningful public 
involvement is important for undertaking 
good, safe and proper research, and should 
be a routine and expected part of the 
research process,’ said Peter Gee, Senior 
Public Involvement Manager at Health and 
Care Research Wales.
      ‘People have the right to be involved 
in all health and social care research – 
evidence suggests that public involvement 
has the greatest impact when people are 
involved throughout the entire process from 
identifying and prioritising areas,’ he added.
      The Welsh government’s Research and 
Development Division, through Health 
and Care Research Wales, is responsible for 
creating policies to ensure that excellent 
public involvement is considered as an 
essential key part of all health and social care 
research undertaken in Wales.

      To help researchers and members of 
the public understand how meaningful 
public involvement can be included in all 
health and care research, Health and Care 
Research Wales has collaborated with a 
number of other organisations to create the 
UK Standards for Public Involvement. These 
provide guidance and tools to ensure that 
public involvement forms a key component 
of the design and conduct of research.

REPORTING AND 
RESOURCING
While measuring the impact of involvement 
is not always straightforward, if it is planned 
into the study design from the beginning 
and captured along the research cycle, it 
is easier to do. A number of established 
tools are available to help organisations 
and individuals to capture feedback, while 
the race to design new reporting tools and 
mechanisms has grown in line with increased 
interest in the reporting of impacts.
      ‘The fifth UK Standard for Public 
Involvement asks researchers to report and 
share impact, in order to understand the 
changes, benefits and learning gained from 
the insights and experiences of patients, 
carers and the public,’ Peter added. 
      ‘This is one of the reasons why major 
funders look for the impact of public 
involvement to be reported.’
      Another important consideration is 
resourcing. Involving the public in research 
usually requires resources in the form of time 
and money. It is important to cost for public 
involvement in a research study at the earliest 
stage possible. Without having resources 
available to fund public involvement, this 
will likely result in reduced inclusiveness and 
effectiveness of this process. 
      ‘Most research funders, such as Health 
and Care Research Wales and NIHR, 
will actively encourage and expect public 
involvement to be adequately budgeted 
for in research grant applications, since 
it is difficult to obtain funding for public 
involvement retrospectively if it has not been 
built into your research grant application 
from the outset,’ Peter further explained.
      Health and Care Research Wales provides 
training opportunities in both virtual and 
face-to-face formats for both organisations 
and individuals, as well as online courses 
aimed at members of the public who want to 
join the public involvement community.
       For more information, visit the Health 
and Care Research Wales website: www.
healthandcareresearchwales.org. 

HEALTH AND CARE RESEARCH WALES
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INFECTIONS

SPREADING 
THE WORD
IN THIS ARTICLE, 
JONATHAN PEARCE, CEO, 
ANTIBIOTIC RESEARCH 
UK, HIGHLIGHTS WHY 
INFECTIONS ARE A CAUSE 
FOR CONCERN, AND THE 
NEED TO UNDERSTAND 
THEM.

The current Strep A deaths and the justifiable concerns 
facing millions of families with young school-age 
children shine a bright light on the levels of public 
understanding around infections, antibiotics and 
antimicrobial resistance (AMR). They also emphasise 
the difficult decisions GPs and other healthcare 
professionals deal with every day around antibiotic 
prescribing. These are complex, multi-factorial issues 
and immediately highlight the need for rapid, reliable 
high-quality diagnostic testing to support these 
treatment / non-treatment decisions. We’ve all become 
used to the idea of PCR and lateral flow tests for 
COVID-19, and there needs to be a shift in practice for 
other infectious diseases, particularly in a world with 
increasing AMR.

EDUCATION AND 
AWARENESS
Underneath all this, though, is the need for greater 
education and awareness about what is involved with 
infections, such as Strep A, the role antibiotics play in 
treating them, and in disease management generally.
      In the case of Strep A it is only natural that parents 
and carers will worry about their children’s health. As 
such, it’s important to be aware of the key symptoms, 
understand that the vast majority of infections are mild, 
while also being clear about what represent worrying 
signs, symptoms or developments, and seeking medical 
advice. See Antibiotic Research UK’s website for more 
information on these aspects.
      It’s crucial to understand that the real risk here is 
contact with someone with invasive Group A Strep 
(iGAS, for invasive Group A Strep) rather than simply 
contact with any person or patient with a Strep A 
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infection or symptoms. As such, prevention of infection has an 
important role to play in the management of the Strep A risks, such 
as:
• Good hand hygiene can make a huge difference to the spread of 
infection
• Isolation of anyone receiving treatment for GAS for the first 24 
hours to prevent spreading the disease
• Within the household, reducing / preventing spread by not sharing 
fabrics (e.g., towels, bedding, clothing, etc.) and not preparing food 
while infected
• Mask-wearing will prevent the spreading of infection through 
droplets – while not everyone may be able to wear them, in settings 
such as schools where there is a risk of infection, mask-wearing 
should be encouraged for those who can and who are symptomatic

ANTIBIOTIC PRESCRIBING
As noted, while parents and carers will be naturally concerned, they 
should be reminded not to seek out antibiotics for chemoprophylaxis 
(i.e. for use to prevent disease / infection), but should seek medical 
advice if someone develops signs or symptoms of GAS infection, 
particularly if the person’s condition is worsening or spreading 
further.
      While UK guidelines state that chemoprophylaxis can be 
offered to individuals and household / close contacts in limited 
situations, there is no reliable or strong evidence showing that 
chemoprophylaxis is effective in schools. However, the UK Health 
Security Agency’s local health protection units will review invasive 
GAS and scarlet fever outbreaks on a case-by-case basis and may offer 
chemoprophylaxis based on other risk factors being present or not.
      Of course, underlying all these facts and approaches is the reality 
of the dealing with the situation on the ground. Parents and families 
will continue to be concerned; the signs and symptoms of scarlet 
fever resemble many other, generally benign or non-threatening, 
infections, particularly at this time of year; GPs and primary care 
services are already overworked and overwhelmed; and it’s difficult 
enough already for many patients to get timely GP access. These are 
political, systemic and financial issues as much as anything else, but 
infection outbreaks like this only serve to highlight the problems, the 
fragility of our healthcare systems and the health security risks that 
we face.

SHORTAGES      

Add the lack of fast, accurate and reliable diagnostic tests for
infections and the potential shortage of some key antibiotics, and 
you can see how easy it is for the situation to escalate. Penicillin is 
the preferred choice for GAS treatment, with fewer side-effects, so 
shortages will be problematic, although there are other antibiotics 

that can be used, but supplies of those will also be under pressure. 
In addition, oral solutions / suspensions will be hard to find, and 
this will cause difficulties for some families – and as a result, new 
guidance has just been released on manipulating solid dosage forms 
(and how parents / carers can help children to swallow tablets where 
liquid antibiotics may not be available).

AMR
Unusually GAS hasn’t developed resistance to penicillin, despite 
other closely-related infections having developed resistant strains. 
Therefore, experts believe the overuse of penicillin is unlikely to 
contribute to penicillin resistance in GAS on a wide scale, but there 
will be an impact on the human microbiome as an unintended 
consequence.

CONCLUSION
If anything, the current situation reminds us of the precious resource 
that antibiotics are, and how much they underpin the effectiveness of 
modern medicine, and that we desperately need a bigger investment 
in and roll-out of rapid, effective diagnostic tests available at the point 
of care, wherever possible (so that patients get the right treatment, 
including antibiotics, where they are needed, and so that we avoid 
prescribing antibiotics where they aren’t needed). We also need a 
much higher level of public awareness around infection management, 
antibiotic usage and AMR, with more support for doctors, 
pharmacists and other healthcare professionals, including those in 
accident and emergency services / urgent care, to manage questions 
from families and provide information and support to help explain 
and understand decisions around treatment and non-treatment.
      With thanks to Antibiotic Research UK’s Science and Public 
Engagement and Patient Support Committees for their insight and 
input, in particular Professor Angharad Davies, Dr Ryan Hamilton, 
Professor Joe Standing, Cathy Tralau-Stewart and Rebecca 
Harmston. 
      Find more information and resources for healthcare professionals 
at www.antibioticresearch.org.uk.



FIRSTLY, WHO ARE EDINPHARM?
We are a membership organisation, based in Scotland, supporting 
independent pharmacies across the UK by providing competitive 
pricing, exclusive pricing on key services and much, much more.

WHAT ARE THE COMPANY’S CORE PRINCIPLES?
We provide support and assistance to independent pharmacies, giving 
them similar benefits to being part of a multiple, while still retaining 
their own independence and decision-making. We are a not-for-profit 
organisation with a small team, ensuring that the members’ best 
interests are the priority. 

HOW ARE EDINPHARM SUPPORTING INDEPENDENT 
PHARMACIES?
We provide a simple, time-saving and cost-effective Order 
Management System, with a one-click order to multiple suppliers. 
We have close working relationships with our five main suppliers, 
and negotiate with these suppliers on our members’ behalf, ensuring 
that each member receives competitive pricing, and efficient delivery, 
regardless of their size.  
      The network of members across the country provide a source of 
information and knowledge for each other, ensuring that members 

never feel like they’re on their own with any challenges that they may 
face. The Edinpharm team provides a voice that can collectively address 
any issues, and suggest improvements to suppliers that will have a 
positive effect across the membership. 

WHO DO EDINPHARM PARTNER WITH?
We currently partner with Alliance, AAH, Phoenix, Bestway and 
Ethigen as our main supply partners for your day-to-day needs. 
      As part of your membership we also enrol you to Numark 
membership so you can take advantage of the services offered from 
Numark. As part of being an Edinpharm member we also contribute 
towards your Numark membership fee. Ask us for more details on this.

WHAT ARE SOME OF THE KEY CHALLENGES IN 
PHARMACY TODAY, AND HOW ARE EDINPHARM 
HELPING TO COUNTER THEM?
The current challenges continue to be a mixture of pricing and time 
pressure. We are helping with this by being the intermediary for 
pricing. We speak to suppliers, we are aware of shortage information 
and changes to the market, and we can keep our members aware of this, 
while also continuing to ensure the best price in the market at the time. 
      We also have mechanisms in place to ensure that over tariff lines 
are flagged quickly to members using our Order Management System. 
The time pressure issue for members is also an area which we continue 
to work to improve for them, from easy one-click ordering, to sourcing 
key items and equipment, and let’s not forget negotiating preferential 
rates on PMRs, stationery, and everyday consumables essential to 
keeping a pharmacy running.

HOW ELSE ARE YOU STANDING OUT FROM OTHERS 
WITHIN THE MARKET?
The friendly ‘family feel’ ensures that any member feels comfortable to 
share ideas or discuss issues. 
      Being a not-for-profit organisation is a unique benefit, as members 
can be sure that their membership is good value for money, and is 
being invested for their benefit, and their benefit only. 

HOW CAN INTERESTED INDEPENDENT PHARMACIES 
FIND OUT MORE ABOUT BECOMING MEMBERS?
We are more than happy to pick up a chat with anyone interested in 
hearing more about Edinpharm. While our name might make you 
think we only offer membership to Scotland, we can assure you that we 
can look after members anywhere in the UK. 
      We can be contacted by email, website or phone initially and from 
there we can either visit if required or discuss virtually.

WHAT DOES THE FUTURE HOLD FOR EDINPHARM?
Edinpharm have a desire to continue to support their members in the 
best way possible. We continue to grow and evolve, with the flexibility 
to change when and where pharmacy and market conditions demand 
it. We have been able to demonstrate this recently and are proud to say 
that we put our members first, and always will do. 
      For more information, visit www.edinpharm.com | joinus@
edinpharm.co.uk | 0131 441 3773. 

As the current climate continues 
to escalate both constraints 
and demands on the sector, 
a non-profit, member-owned 
buying group has emerged 
as a vital source of support. 
Richard Stephenson, Managing 
Director at Edinpharm, talks to 
WPR about how the group is 
helping to protect and promote 
the growth of independent 
pharmacies through professional 
advice, measures for improving 
efficiency, and much more.  

MAKING YOUR VOICE HEARD  
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“Less hassle on ordering and more time speaking to your patients” 

Edinpharm is a not for profit membership group founded in 1996 looking after over 200 
members across the UK. We are an organisation who protect and promote the growth of 
independent pharmacies via our buying power and maximising the return on investment to the 
members of the group.

•	 Efficient	Order	Management	System – Place one single order through your PMR and it routes to 
the best price supplier, freeing your time to do more.

•	 Fixed	pricing	for	tender	period	– Stability of pricing leading to a better overall basket price.
•	 Easy to see order response – Check where stock is coming from, what is unobtainable and what’s 

over tariff.
•	 No	low-spend	surcharges.
•	 Numark	Membership– Gain all the benefits of a Numark membership with an Edinpharm based 

compliance bonus for routing your membership through us.
•	 Annual	low-cost	membership	fee	of	£550.	(Discounts	for	groups)
•	 Support	Network	– Collective knowledge, shared experience, and advice from other independent 

pharmacists via our messaging system.

Key	benefits	of	our	membership	include:

Become	part	of	the	Edinpharm	family	for	access	to	excellent	pricing	from	our	top	suppliers

Edinpharm has a lot to offer, why not contact us now to find out how we can help your 
business enhance its profitability. 

www.edinpharm.com 
joinus@edinpharm.co.uk 

0131 441 3773

©Edinpharm Ltd. 2023                  Registered Address: 46a Bridge Road, Edinburgh, EH13 0LQ             

supporting independent pharmacies



DOWN 
TO 
EARTH

The 10-week programme helped staff implement innovative 
sustainable projects which could measure emissions reductions, 
financial costs and savings, social impacts and clinical impacts.
      Six teams from each health board, including the first non-
clinical teams in the programme’s history, participated in the 
competition, which was supported by the Centre of Sustainable 
Healthcare and funded by the Welsh government.
      The Green Team Competition utilises a Sustainable Quality 
Improvement methodology, enabling staff to evaluate the changes 
they make. Each team was provided with an initial workshop to 
understand what sustainable healthcare means, regular meetings 
during the process, and support evaluating the impacts.
      The impacts focused on the sustainability triple bottom line 
through: 
• Social: qualitative assessment of the project and social benefits, 
including patient experience 
• Environmental: emissions reductions 
• Economic: financial costs and savings 

      It also considered the benefits to clinical services, including 
staff time. This was then judged by each health board’s panel to 
establish the ‘Highly Commended’ and ‘Winner’ for both Swansea 
Bay and Hywel Dda.
      We are very grateful to Lisa Wise (the Welsh government) and 
the Centre for Sustainable Healthcare in assisting with judging, 
as well as Steve Moore (Chief Executive Officer) from Hywel Dda 
and Hazel Powell (Deputy Director of Nursing) from Swansea Bay. 
      During the 10-week programme, the teams were under 
immense clinical stress through staff sickness and increases in 
respiratory illnesses. Yet, despite this, every team completed an 
innovative project that has the potential to have a positive impact 
across Wales. 
      In order to thank all 12 teams, we held a showcasing event at 
the National Waterfront Museum, Swansea, on 3rd February.
      This brilliant event was a chance for NHS staff, the Welsh 
government, and other interested parties to find out more about 
the Green Team Competition. Our aim was to make the event 
as sustainable as possible, with a digital programme and locally-
sourced food, with all leftovers donated to a local hostel. The event 
was run without public funding after receiving sponsorship from 
Respiratory Innovation Wales and Natural UK. 
      During the evening, Siân Harrop-Griffiths (Executive Director 
of Strategy, Swansea Bay) and Lee Davies (Executive Director 
of Strategic Development & Operational Planning, Hywel 
Dda) revealed the winning teams and those who were Highly 
Commended. 

   

Between October-and-

December 2022, Swansea 

Bay and Hywel Dda University 

Health Boards undertook 

a first in Wales – the Green 

Team Competition. From 

the collaborative efforts 

underscoring the initiatives, 

to the outcomes crafting a 

more sustainable future, both 

clinically and socially, Sarah 

Thorne, Senior One Health 

Practitioner at Hywel Dda 

University Health Board, and 

Hayley Beharrell, Sustainability 

Planning Manager at Swansea 

Bay University Health 

Board, grant WPR a behind-

the-scenes glimpse of the 

showcasing event.

SUSTAINABILITY 
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      Swansea Bay’s winner was the Clinical Pharmacy Team, which 
included Carys Howell and Rebecca Gilman. They ran inhaler 
clinics which targeted patients using more than six inhalers a year 
to check and improve technique, as well as change prescriptions to a 
less environmental harmful inhaler, where safe to do so.
      Follow-ups after six weeks were also undertaken to check that 
patients were happy with their new inhalers. The clinics were 
successful as they encouraged patient-led management of their 
asthma, as well as ensuring that the pharmacist is qualified to 
prescribe, which frees up time for GPs in the practice. Increased job 
satisfaction for the pharmacy technician was also recorded as she 
was able to support patients in improving their technique, which 
has the potential to have a long-term positive impact on the patient’s 
condition.  
      Hywel Dda’s winning team was the Procurement Team, led by 
Gemma Deverill with Lewis Wells and Miles Thomas for their ‘Local 
Supply Chain Initiative’ project. In Hywel Dda, we had the first two 
non-clinical teams to undertake this competition (Environment and 
Procurement), and we are so proud to see them both receive Highly 
Commended recognition and win respectively. 
       Hywel Dda’s Procurement Team had identified a single contract 
as a pilot to measure the sustainable outcomes available through 
using a local supplier. A local supplier could bring potential 
benefits to Hywel Dda across the triple bottom line and this project 
can positively affect the supply chain Hywel Dda uses. Socially-
responsible procurement, job creation schemes and attracting 
employers can create fair work. Social value and a fair work 
approach can support all seven wellbeing goals of The Wellbeing of 
Future Generations (Wales) Act.
      Between the two health boards we have estimated annual savings 
of: 
• 6,914,971.3 kg CO2e (the same as what 276,959 mature trees 
would absorb in a year, or 19,916,392 miles driven in an average car)
• £60,193 

      The social and clinical benefits of these projects were 
phenomenal, with improved management of conditions for patients 
and an increase in job satisfaction for staff among the highlights. 
You can read all the case studies here: www.onehealthwales.co.uk.
      A further exciting development was made by Lisa Wise, Head 
of Health and Social Care Climate Emergency Programme in the 
Welsh government. For 2024, staff from across NHS Wales will be 
encouraged to share their sustainability projects for the ‘NHS Wales 
Sustainability Conference and Awards’ in February 2024.
      A collaboration between NHS Wales and the Welsh government, 
it seeks to encourage staff to generate meaningful change that can 
be spread and scaled across our services. There will be a number of 
categories based around the Wellbeing and Future Generations Act, 
with staff able to register with the One Health Wales website to find 
out more and help to build more sustainable healthcare in Wales. 

SUSTAINABILITY 
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The British Oncology Pharmacy Association 
– BOPA – was founded in the autumn of 
1996 and grew out of the United Kingdom 
Clinical Pharmacy Association (UKCPA).
      The purpose of BOPA, which is a 
registered charity, is to promote excellence 
in the pharmaceutical care of patients with 
cancer through education, communication, 
research and innovation by an alliance 
of hospital, community and academic 
pharmacists, pharmacy technicians, those 
in the pharmaceutical industry, and other 
healthcare professionals.
      Our principal objective is to promote 
excellence in the pharmaceutical care of 
patients with cancer, thereby improving their 
quality of life. 

Who is Behind BOPA?

EXECUTIVE COMMITTEE 
The Executive Committee works on behalf 
of the BOPA members to prioritise and co-
ordinate the many activities and workstreams 
required to achieve our goals.
      The BOPA Executive Committee is a 
group of volunteers who have been elected 
by the membership to deliver BOPA’s aims 
and objectives. The committee consists of 
nine-to-14 permanent members who serve a 
term of three years. Committee roles include 
Chair, Vice Chair, Treasurer, Secretary, New 
to Oncology Representative, Independent 
Sector Representative and Pharmacy 
Technician Representative.

SUBCOMMITTEES
There are several subcommittees and 

working groups that report directly to the 
Executive Committee each month. These 
subcommittees and working groups support 
the Executive Committee and keep the 
organisation at the forefront of care.
       The primary purpose of each 
subcommittee is to promote excellence in the 
pharmaceutical care of patients. This is done 
in different ways according to the focus of 
the subcommittee.
       The BOPA working groups are in effect 
‘task and finish’ groups which are in place to 
execute a specific objective. Their reporting 
structure varies and the time they are placed 
varies according to what is required.

AFFILIATED GROUPS
There are several affiliated groups to BOPA. 
The groups and BOPA work together jointly 
to promote excellence in the pharmaceutical 
care of patients with cancer through 
education, communication, research or 
innovation.
      There are several international pharmacy 
oncology groups working towards improving 
patient care and supporting pharmacists 
within oncology. 

Why Join BOPA?

Joining the BOPA community gives 
you access to education, resources and 
networking opportunities that will help you 
deliver the very best care to patients living 
with cancer.

BOPA News: The 
Latest

POSITION STATEMENT: PHARMACY 
TECHNICIAN CLINICAL VERIFICATION 

OF SYSTEMIC ANTI-CANCER THERAPY 
AND SUPPORTIVE MEDICATION 
PRESCRIPTIONS
BOPA is pleased to announce the publication 
of a position statement confirming our 
support for pharmacy technician verification 
of Systemic Anti-Cancer Therapy and 
supportive medicines prescription. The 
BOPA Executive Committee acknowledges 
the contribution that pharmacy technicians 
make to patient care and supports changes 
in practice to better utilise the skills and 
experience of technician colleagues. We 
are working closely with the technician 
subcommittee to develop a national strategy 
and look forward to ongoing developments 
in this area over the coming year.

THE BOPA-PRUK RESEARCH AWARD
This award provides pharmacy professionals 
who are new to research with the extra 
incentive to get their research career started.
      Pharmacy Research UK (PRUK) and 
BOPA have collaborated together for six 
years to provide this opportunity to oncology 
and haematology pharmacy colleagues. 
Multiple people have already benefited from 
this generous award.
      This year, the award is worth £20,000. 
This allows us to offer the whole amount 
to a single person or to break the award 
down to offer more people smaller amounts 
of a minimum of £5,000. The funding can 
be used to partly or fully fund a research 
project.
      Any member of the pharmacy team 
can apply. Projects must be related to the 
provision of oncology or haematology 
pharmacy services directly impacting patient 
care and benefit.
      For further information please refer to the 
PRUK website: www.pharmacyresearchuk.
org.
      PRUK offer a mentoring scheme available 
to pharmacy professionals who wish to seek 
guidance and support for developing their 
research skills.

2023 BOPA SYMPOSIUM
The 26th BOPA Annual Symposium in 2023 
will be held in Wales on 6th-to-8th October. 
More information is to follow shortly!
      For more information, visit www.bopa.
org.uk.

From promoting the highest standards of 
pharmaceutical care within oncology, to fostering 
alliances between hospital, community and academic 
pharmacists and technicians, the British Oncology 
Pharmacy Association is steadfast in its mission 
to secure patient improvement. In the team’s first 
article for WPR, they overview the association’s 
background, objectives – and the teamwork approach 
at the helm of their work.

BETTER
TOGETHER

What is the British 
Oncology Pharmacy 
Association?

BOPA
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The British Oncology Pharmacy Association 
– BOPA – was founded in the autumn of 
1996 and grew out of the United Kingdom 
Clinical Pharmacy Association (UKCPA).
      The purpose of BOPA, which is a 
registered charity, is to promote excellence 
in the pharmaceutical care of patients with 
cancer through education, communication, 
research and innovation by an alliance 
of hospital, community and academic 
pharmacists, pharmacy technicians, those 
in the pharmaceutical industry, and other 
healthcare professionals.
      Our principal objective is to promote 
excellence in the pharmaceutical care of 
patients with cancer, thereby improving their 
quality of life. 

Who is Behind BOPA?

EXECUTIVE COMMITTEE 
The Executive Committee works on behalf 
of the BOPA members to prioritise and co-
ordinate the many activities and workstreams 
required to achieve our goals.
      The BOPA Executive Committee is a 
group of volunteers who have been elected 
by the membership to deliver BOPA’s aims 
and objectives. The committee consists of 
nine-to-14 permanent members who serve a 
term of three years. Committee roles include 
Chair, Vice Chair, Treasurer, Secretary, New 
to Oncology Representative, Independent 
Sector Representative and Pharmacy 
Technician Representative.

SUBCOMMITTEES
There are several subcommittees and 

working groups that report directly to the 
Executive Committee each month. These 
subcommittees and working groups support 
the Executive Committee and keep the 
organisation at the forefront of care.
       The primary purpose of each 
subcommittee is to promote excellence in the 
pharmaceutical care of patients. This is done 
in different ways according to the focus of 
the subcommittee.
       The BOPA working groups are in effect 
‘task and finish’ groups which are in place to 
execute a specific objective. Their reporting 
structure varies and the time they are placed 
varies according to what is required.

AFFILIATED GROUPS
There are several affiliated groups to BOPA. 
The groups and BOPA work together jointly 
to promote excellence in the pharmaceutical 
care of patients with cancer through 
education, communication, research or 
innovation.
      There are several international pharmacy 
oncology groups working towards improving 
patient care and supporting pharmacists 
within oncology. 

Why Join BOPA?

Joining the BOPA community gives 
you access to education, resources and 
networking opportunities that will help you 
deliver the very best care to patients living 
with cancer.

BOPA News: The 
Latest

POSITION STATEMENT: PHARMACY 
TECHNICIAN CLINICAL VERIFICATION 

OF SYSTEMIC ANTI-CANCER THERAPY 
AND SUPPORTIVE MEDICATION 
PRESCRIPTIONS
BOPA is pleased to announce publication 
of a position statement confirming our 
support for pharmacy technician verification 
of Systemic Anti-Cancer Therapy and 
supportive medicines prescription. The 
BOPA Executive Committee acknowledges 
the contribution that pharmacy technicians 
make to patient care and supports changes 
in practice to better utilise the skills and 
experience of technician colleagues. We 
are working closely with the technician 
subcommittee to develop a national strategy 
and look forward to ongoing developments 
in this area over the coming year.

THE BOPA-PRUK RESEARCH AWARD
This award provides pharmacy professionals 
who are new to research with the extra 
incentive to get their research career started.
      Pharmacy Research UK (PRUK) and 
BOPA have collaborated together for six 
years to provide this opportunity to oncology 
and haematology pharmacy colleagues. 
Multiple people have already benefited from 
this generous award.
      This year, the award is worth £20,000. 
This allows us to offer the whole amount 
to a single person or to break the award 
down to offer more people smaller amounts 
of a minimum of £5,000. The funding can 
be used to partly or fully fund a research 
project.
      Any member of the pharmacy team 
can apply. Projects must be related to the 
provision of oncology or haematology 
pharmacy services directly impacting patient 
care and benefit.
      For further information please refer to the 
PRUK website: www.pharmacyresearchuk.
org.
      PRUK offer a mentoring scheme available 
to pharmacy professionals who wish to seek 
guidance and support for developing their 
research skills.

2023 BOPA SYMPOSIUM
The 26th BOPA Annual Symposium in 2023 
will be held in Wales on 6th-to-8th October. 
More information is to follow shortly!
      For more information, visit www.bopa.
org.uk.

From promoting the highest standards of 
pharmaceutical care within oncology, to fostering 
alliances between hospital, community and academic 
pharmacists and technicians, the British Oncology 
Pharmacy Association is steadfast in its mission 
to secure patient improvement. In the team’s first 
article for NIHR, they overview the association’s 
background, objectives – and the collaborative 
approach at the helm of their work.

BETTER
TOGETHER

What is the British 
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In a complex world, Teva’s 
mission is simple: to improve 
the lives of patients across the 
globe. We believe that 
everyone should have access to 
quality medicines whether it be 
for managing disease, fighting 
infections, or simply improving 
overall health.

For more than a century healthcare providers, 
patients and caregivers have been using Teva’s 
medicines. We save patients and healthcare 
systems billions of pounds every year by 
offering accessible generic alternatives to 
branded treatments. 

We are proud that since Teva’s establishment 
in 1901, healthcare providers together with 

patients and caregivers have been using our 
accessible generic and innovative products. Today, 

our portfolio of around 3,500 products is among the 
largest of any pharmaceutical company in the world.¹ 
Nearly 200 million people in 60 countries benefit from 
one of Teva’s quality medicines every day.²

References:

1. Teva Global Operations - Internal Data Source
2.  Internal analyses conducted by Global Insights, Access & Technologies 

estimating number of Teva consumers. dated Aug 2016 and Apr 2019
3. KPMG generics 2030: Three strategies to curb the downward spiral. 

Date accessed January 2023 

For further information please visit: 
https://www.tevauk.com

www.tevauk.com
Date of Preparation: January 2023   Job Code: GEN-GB-00650  Teva UK Limited, Ridings Point, Whistler Drive, Castleford WF10 5HX

 Teva In Healthcare

More branded drug patents are expiring: Expirations of total small-molecule drugs will nearly 
double by 2026. Expiring drugs open 
up significant opportunities for generics manufacturers, with some therapeutics—such as 
oncology treatments, central nervous system drugs, and systemic anti-infectives, for example
—offering more potential opportunity than others.

Specialty drugs are used to treat rare and chronic diseases like cancer, multiple sclerosis, and 
HIV, and represent a growing percentage of prescription-drug spending globally. This is 
driving demand for lower-cost generic versions of these drugs.
Specialty generics are not a new offering in Oncology 
treatment or other therapy areas, however as more brands 
come off patent the opportunity to support patients 
treatment in this way grows, it is the natural 
progression of a product lifecycle.3



The Royal Pharmaceutical Society for Wales recap 
their recent work supporting and elevating the 
profession – notably the initiation of an independent 
review of clinical hospital pharmacy services in Wales.  

At the Royal Pharmaceutical Society (RPS) 
we continue to support and advocate for 
the pharmacy profession in Wales. It’s been 
a busy and exciting few months for us at 
RPS Wales, with plenty of activity, including 
fantastic face-to-face engagement events with 
the profession and lobbying on your behalf 
at the Senedd. Some highlights of the work 
we’ve been engaged with in recent months 
include:
• Updating and publishing new 2025 
goals for the profession’s long-term vision 
Pharmacy: Delivering a Healthier Wales and 
organising a launch that included speakers 
from the profession and the Minister for 
Health & Social Services
• Jointly hosting a Medicines Safety 
Symposium in collaboration with the All 
Wales Medicines Safety Network
• Holding sessions at the Senedd to raise 
awareness among the Members of the 
Senedd of pharmacists’ role in sustainability, 
the profession’s growing prescribing role 
and the need for all pharmacists to have 
protected learning time

      In addition to these activities, we 
are also leading an ‘Independent review 
of clinical hospital pharmacy services 
in Wales’, commissioned by the Welsh 
government. Hopefully you will have already 

heard about and are helping inform this 
exciting opportunity to develop a set of 
recommendations and blueprint to inform 
the transformation of clinical services 
provided by pharmacy teams. 
      An all-important aspect of the review is 
collating examples of existing good practice 
in hospitals across Wales. Through a number 
of site visits and an online pro-forma, we’ve 
collected nearly a hundred examples of 
the fantastic, innovative work of hospital 
pharmacy teams. Our task now is to review 
and make sure all these examples inform the 
final recommendations and set the path for 
those best models and ways of working to be 
replicated across all areas.  
      Thank you to all colleagues, primary 
and secondary care, who have given us 
such a warm welcome and supported very 
productive workshops to date. It has been 
fantastic to engage with you all, face-to-
face, through both the workshop setting 
and hospital visits. Experiencing first-hand 
and learning about the fantastic innovative 
services you are delivering daily has been a 
real highlight.
      It is important we look outside of Wales, 
and we’re delighted to be collaborating with 
the International Pharmaceutical Federation 
(FIP) who are collating examples of 
international best practice that we could look 

to adopt in Wales. 
      We’re also adamant that the review 
includes views and experiences from all 
healthcare settings, particularly those 
pharmacy team members working in 
community pharmacy and primary care. 
Look out for more workshops relevant to all 
sectors. We’ll also be holding focus groups 
with other professional bodies and patient 
groups so that all voices are heard in the 
review.
      The idea of a review may sound 
intimidating and you may ask – why now? 
Well, as we emerge from the pandemic, the 
NHS faces significant challenges in delivering 
urgent and emergency, and planned care. 
The review will ensure that the skills and 
expertise of pharmacists and pharmacy 
technicians working in the NHS are best 
utilised to meet those challenges. 
      The review will consider the 
opportunities presented by the wider use of 
digital technology across the NHS in Wales, 
in addition to the reforms to undergraduate 
education meaning, all pharmacists 
registering in 2026 will be prescribers.
      There is still time to get involved and 
engage with the review, through virtual 
workshops and more face-to-face events 
across the country. Please do come and see 
us!

THE 
WHOLE 
WORKS 
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NEW STATE-OF-THE-ART MEDICAL CENTRE 
OPENS ITS DOORS

Whitchurch Road Surgery’s brand new state-of-the-art medical 
centre has opened its doors to patients, less than 200 metres from its 
previous site. 
      The new building, which has been funded by the Welsh 
government, has introduced additional consulting rooms and 
capacity, dedicated treatment areas, including space for minor 
surgery, as well as a spacious and comfortable reception, and an on-
site pharmacy.
      Having operated for years from a three-storey converted terraced 
house on the bustling Whitchurch Road, the practice’s new premises 
has been built upon the former Allotments Site Sachville Avenue.
      Supporting the practice to deliver primary care services for the 

community, the new building will give the practice team the modern 
space it needs to expand the range of services it is able to provide to its 
registered patients.
      Dr Gareth Lloyd, Senior Partner, Whitchurch Road Surgery, 
commented, ‘This is a major step for our patients and staff and will 
enable us to deliver primary care services in a building that is suitable 
to meet the demand capacity required.’
      The new development will support the Welsh government’s strategy 
to strengthen and expand the availability of local primary, community 
and intermediate care services closer to home and out of the hospital, 
a theme echoed in the health board’s Shaping our Future Wellbeing 
10-year strategy.

People who are homeless or precariously housed are to be routinely 
offered lateral flow tests for hepatitis C, followed by rapid PCR tests 
to speed up diagnosis and treatment and therefore reduce the risk of 
transmission.
      The project is led by The Wallich, Wales’ leading rough sleeping 
and homelessness charity, with support from experts at Swansea 
University’s Healthcare Technology Centre and Swansea Bay 
University Health Board.
      Hepatitis C is an infectious virus which particularly affects 
marginalised and vulnerable populations, such as homeless people. 
It has become more widespread during COVID-19. Untreated, 
hepatitis C can lead to cirrhosis, liver failure, and liver cancer. 
However, early diagnosis can make a big difference, which is where 
the new project comes in.
      Using facilities, such as their mobile support vehicle, The 
Wallich Team, alongside Swansea Bay University Health Board 
staff, will carry out routine antibody screening – similar to lateral 
flow tests used for detecting coronavirus – among the homeless and 
precariously housed people they work with.
      This means that people who test positive can be tested using a 
rapid PCR to confirm the presence of an active hepatitis C infection. 
This leads to the individual being treated immediately and advised 
about safe behaviour. Otherwise, they could be waiting up to six 
weeks for a normal PCR test result, in which time further unknown 
infections could have occurred.
      The project is being implemented after the idea was successfully 
demonstrated in a project in HM Prison Swansea, which resulted in 
the world’s first known case of eradication of the virus in a remand 
prison.
      Experts from the Healthcare Technology Centre in Swansea 
University Medical School are working alongside partners on the 
project. Their role will be to analyse the data that will be gathered by 
The Wallich as the testing programme progresses.

FUNDING TO INCREASE ALLIED 
HEALTH PROFESSIONALS AND 
ACCESS TO COMMUNITY-BASED 
CARE

SCREENING HOMELESS PEOPLE 
FOR HEPATITIS C WILL SPEED 
UP DIAGNOSIS AND TREATMENT

Health Minister Eluned Morgan has announced £5 million to increase 
the number of allied health professionals and enhance access to 
community-based care to help people remain active and independent.
      Available from April 2023, the funding will increase the number 
of community-based allied health professionals and support workers 
in the NHS. They will help people stay independent and well at home, 
helping to prevent hospital admissions, and they will also help people 
to be quickly discharged from hospital with the right support and 
rehabilitation in place to recover at home.
      The Minister for Health and Social Services explained, ‘The focus of 
health and social care in Wales is on strengthening community-based 
services. We want people to live at home, as independently as possible 
and for as long as possible.
      ‘We know that many people who are older and living with frailty 
or many health conditions can quickly deteriorate if they are inactive 
in bed for too long and, if they have been in hospital, when they leave 
they may be less mobile and less independent than when they were 
admitted. This funding will help us to help people return home as 
quickly as possible, with access to the right community assessment and 
rehabilitation, so they can remain active for as long as possible, living 
with their families and doing the things they enjoy most in their daily 
lives.
      ‘Currently, not enough people can access the expertise of allied 
health professionals to maximise their health and improve their 
recovery. This is why I am announcing £5 million to improve access 
to these skilled professionals and services to provide alternatives to 
hospital admission and reduce reliance on long-term social care. By 
expanding what health services can be provided within the community 
it will help us to tackle some of the current pressures facing our health 
and care system.’
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EQUAL ACCESS TO 
PROFESSIONAL 
INFLAMMATORY BOWEL 
DISEASE CARE IS A WORK-IN-
PROGRESS, EXPLAINS ADELE 
SAYERS, A COLORECTAL 
SURGEON WRITING ON 
BEHALF OF BOWEL 
RESEARCH UK, A NATIONAL 
CHARITY THAT FUNDS NEW 
RESEARCH INTO BOWEL 
DISEASE.

NO TIME TO
LOSE

Adele Sayers

Looking back over last year, bowel cancer and its 
symptoms were often in the headlines in no small 
way thanks to the unstinting efforts of the much-
missed health campaigner Bowel Babe, the late Dame 
Deborah James. 
      Commanding rather less of our attention is the 
fact that the incidence of Inflammatory Bowel Disease 
(IBD) is on the rise. Currently over half a million 
people live with IBD throughout the UK. With the 
increasing number of patients with IBD accessing 
healthcare nationally, it is imperative that the care of 
IBD patients is of the highest quality, no matter where 
they live.

THE FORMATION 
AND FOCUS OF THE 
IBD STANDARDS
In 2007, the Royal College of Physicians published the 
results of the national IBD audit, which highlighted 
significant discrepancies in IBD service provision, 
and, ultimately, IBD care, across different UK NHS 
trusts. These results revealed the urgent need for 
standardisation of care and resulted in the formation 
of the IBD standards in 2009. 
      The standards focus on the organisation of IBD 
services in all aspects of the patient journey, from 
pre-diagnosis, to flare management, in-patient care, 
surgery, and ongoing follow-up within the outpatient 
and primary care settings. The most recent version of 
these standards were updated in 2019 by IBD UK and 
can be found here: www.ibduk.org/ibd-standards.
      These standards have undoubtedly led to an 
improvement in patient care. However, the 2021 
IBD report has revealed work still to be done. The 
data used within the report was gathered from 166 
different national IBD services and from thousands of 
patient surveys. 
      The report revealed that the wait for patients to 
obtain a diagnosis of IBD was still far too long, with 
one-in-four patients waiting over a year to achieve 
a diagnosis from the point of first interaction with 
healthcare professionals. This has no doubt 
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been confounded by the immense stresses we all find ourselves 
in following the COVID-19 pandemic, with the demand on NHS 
services at an all-time high. 
      Unfortunately, this can result in significant delays to much-
needed treatment and impact on other aspects of the patient’s life, for 
example, education, their career, or their mental health. Additionally, 
the report found that other IBD-related symptoms, such as pain, 
fatigue and emotional wellbeing, were not being addressed within the 
IBD services. 
      Despite the implementation of the IBD standards, some patients 
were still struggling to get specialist advice and treatment in a timely 
manner, worsened by the lack of integrated specialist healthcare 
professionals, such as IBD nurse specialists, IBD dietitians and 
psychologists. 
      As we know, IBD is a chronic illness with a wide range of systemic 
symptoms that can impact on every aspect of a patient’s life. The 
initial diagnosis can be a difficult one to make, with many of the 
symptoms mimicking far more common conditions, such as Irritable 
Bowel Syndrome. There are also a variety of symptoms that may 
not immediately make you consider bowel disease, such as mouth 
ulcers, swollen joints, extreme fatigue, weight loss, skin / liver / eye 
conditions, and depression and / or anxiety. 

INCREASING PUBLIC 
AWARENESS
One of the first steps that can be taken to help reduce diagnostic 
delays is to increase public awareness about the disease. Since 2010, 
19th May has been marked in calendars as World IBD Day. It’s a 
day dedicated to raising the awareness of IBD, and to support IBD 
research internationally. While increasing public awareness causes an 
increase in the number of patients seeking a medical opinion, the use 
of faecal calprotectin testing in the community, in combination with 
expedited referral pathways, can lead to the reduction in diagnostic 
delays that are so desperately needed. This is especially critical given 
the extra pressures the NHS now faces in the wake of the COVID-19 
pandemic. 
      However, not all trusts have these expedited pathways, which is a 
great shame given how these pathways work and the positive impact 
they can have, as is set out here: www.ibduk.org/resources-for-ibd-
services/pre-diagnosis. These are great resources for those who wish 
to work towards improving the time to diagnosis for patients in their 
area.

ACCELERATING 
RESEARCH
Another important facet into improving IBD patient care is through 
the research of new diagnostic modalities, new treatments, and 

studying how the disease impacts patients’ quality of life and ways 
this can be improved. This is where charities, such as Bowel Research 
UK (BRUK), step in. BRUK was formed following the merging of 
two other research charities, the Bowel Disease Research Foundation 
and Bowel & Cancer Research. Since starting in 2020, BRUK has 
funded 12 separate IBD research projects, particularly concentrating 
on improving the patient pathway and patient care.
      The work of the charity is also important because it occupies 
a funding niche where it backs ‘proof of concept’ studies pursued 
by small research teams or individual PhD students. Without its 
funding, many pioneering bowel research studies would not have 
been able to go on to receive the support of larger funding bodies, 
such as other charities, government research organisations or 
commercial pharmaceutical companies. 
      BRUK is always looking for more support and if you visit its 
website – www.bowelresearchuk.org – you can see the range of 
opportunities to get involved.  

RESOURCES FOR 
MORE DETAILS ON THE 
INFORMATION USED 
WITHIN THIS ARTICLE 
• Bowel Research UK: www.bowelresearchuk.org
• IBD Standards (2019). IBD UK: www.ibduk.org/ibd-standards
• Crohn’s and Colitis Care in the UK: The Hidden Cost and a Vision 
for Change. IBD Report (2021). IBD UK: www.ibduk.org/reports/
crohns-and-colitis-care-in-the-uk-the-hidden-cost-and-a-vision-for-
change
• UK IBD Registry. Biological Therapies Annual Report (2022). 
London: UK IBD Registry Ltd, 2022. www.ibdregistry.org.uk/ibd-
clinical-kpis-audit
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ENDOMETRIOSIS
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Endometriosis is a painful, chronic 
condition where tissue similar to the lining 
of the uterus (endometrium) starts to grow 
elsewhere in the body. It is the second most 
common gynaecological condition in the UK, 
affecting one-in-10 women and girls during 
their reproductive years. That’s around 1.5 
million women.
      Endometriosis can be debilitating. The 
endometrial tissue will break down and 
bleed once a month but has no way to leave 
the body. As well as pain, women can feel 
fatigued, depressed and anxious. It can also 
affect their intimate relationships and ability 
to work and maintain a social life. Some 
women with endometriosis may struggle to 
conceive naturally, although not everyone 
will have fertility problems.
      Endometriosis is estimated to cost the UK 
economy £8.2 billion a year in treatment, loss 
of work, and healthcare costs. Despite this, 
the condition remains poorly-understood 
and under-funded. Treatment options are 
limited and women can face lengthy delays in 
accessing these as diagnosis can take a long 
time – around eight years, on average. 
      Thankfully, steps are being taken to 
address the inequality in women’s health. 
While there doesn’t yet appear to be a 
Women’s Health Plan for Northern Ireland, 
the Scottish and English governments have 
both published their vision for tackling 
this issue. Scotland’s Women’s Health Plan 
includes recommendations specifically 
related to endometriosis, including funding 
research to improve diagnosis and treatment. 
      In England, the Women’s Health Strategy 
sets out a six-point plan for transformative 
change, including a commitment to improve 
access to services and prioritise services 
for conditions like endometriosis. This 
was complemented by the appointment 
of Wellbeing of Women Chair, Professor 
Dame Lesley Regan, as the country’s first 
ever Women’s Health Ambassador to drive 
forward this vision for women’s health. 
Meanwhile, the Welsh government published 
its Women and Girl’s Health Quality 
Statement last summer. 
      Wellbeing of Women is committed to 
understanding why endometriosis occurs 
and discovering new ways to diagnose and 
treat it. We also want to help women manage 
their symptoms and live with the emotional 
and psychological impact of endometriosis. 

Ultimately, though, we want to find a cure 
for the millions of women living with this 
condition.

ENDOMETRIOSIS SIGNS AND 
SYMPTOMS
Common endometriosis symptoms include:
• Severe period pain
• Pain in the lower back
• Pelvic pain
• Pain during and / or after sex
• Pain when passing urine or defecating 
during a period
• Heavy periods

      Unfortunately, getting a diagnosis of 
endometriosis can take a long time because 
these symptoms are so similar to other 
common conditions.

AVAILABLE TREATMENTS
There is no cure for endometriosis and 
relatively few treatment options. These are 
designed to help relieve symptoms and 
include:
• Painkillers
• Hormone treatment (such as the combined 
oral contraceptive pill)
• Surgery to remove the tissue (a laparoscopy)
• Surgery to remove organs affected by 
the endometriosis, such as the womb (a 
hysterectomy)

      Our lifestyle can also affect symptoms. 
A healthy diet, getting active, and cutting 
back on alcohol can also help manage the 
condition.

RESEARCH INTO ENDOMETRIOSIS
Historically, there has been limited research 
into endometriosis, but thankfully, this is 
changing.
      In 2022, the Scottish government and 
Wellbeing of Women announced a grant-
funding partnership to unlock new advances 
in endometriosis research. Researchers in 
Scotland were eligible to apply for up to 
£250,000 for projects to speed up diagnosis 
and develop better treatments and support 
for women and girls. Since then, the Scottish 
government and Wellbeing of Women have 
received several applications and will soon be 
announcing details of the winning project, 

which will begin this year.
      Alongside this, Wellbeing of Women has 
also funded research that has directly led 
to trials for a potential new treatment for 
endometriosis. This work is still in its early 
stages, but, if successful, could become the 
first non-hormonal, non-surgical treatment 
for people with the condition.
      The charity is also investigating if 
there is a link between endometriosis and 
autoimmune diseases. A research team 
is studying tissue samples and data to 
determine if there is a connection and, if so, 
examine the biology underlying this. 
      Increasing our understanding of the 
condition will mean that we can find new 
ways to help women with endometriosis by 
identifying new ways to diagnose, manage, 
and, hopefully, one day cure the condition.

MORE INFORMATION ABOUT 
ENDOMETRIOSIS
• Watch our endometriosis webinar featuring 
Professor Dame Lesley Regan, Professor 
Andrew Horne, and Suzanne McKee, who 
has lived with endometriosis since the age of 
11: www.youtu.be/9qIYATSxGf0  
• Read Suzanne’s story about living with 
endometriosis: www.wellbeingofwomen.org.
uk/news/suzannes-story-i-wouldnt-want-
my-daughter-to-go-through-this
• Read Rachel’s story about living with 
endometriosis: www.wellbeingofwomen.org.
uk/news/rachaels-endometriosis-story-my-
diagnosis-raised-all-these-questions-that-no-
one-can-seem-to-answer
• Read Kamini’s story about living with 
endometriosis: www.wellbeingofwomen.org.
uk/news/endometriosis-kaminis-story

MORE INFORMATION ON WELLBEING 
OF WOMEN’S ENDOMETRIOSIS 
RESEARCH PROJECTS
• www.wellbeingofwomen.org.uk/news/new-
partnership-with-scottish-government-on-
endometriosis-research 
• www.wellbeingofwomen.org.uk/what-we-
do/research/research-projects/could-this-
be-the-first-non-hormonal-non-surgical-
treatment-for-endometriosis
• www.wellbeingofwomen.org.uk/
what-we-do/research/research-projects/
is-there-a-link-between-endometriosis-and-
autoimmune-diseases

      Wellbeing of Women is a UK health 
charity saving and changing the lives of 
women, girls and babies. Led by women’s 
voices, the charity improves health and 
wellbeing through research, education and 
advocacy. 
      For more information, visit www.
wellbeingofwomen.org.uk.   

How can we unlock much-needed advances 
to improve the diagnosis and treatment of 
endometriosis? The Wellbeing of Women 
team investigate.

 BREAKING NEW GROUND



A significant progress in the 
treatment of endometriosis1

Dienogest is a 4th generation selective progestin having anovulatory and anti-proliferative effect  
in endometrial cells, as well as anti-inflammatory and anti-angiogenic actions.2

 Reduces endometrioma volume3

 Preserves the ovarian reserve4

 As effective as GnRH agonists in relieving pain associated with endometriosis5

	 Presents	a	favourable	adverse	events	profile	vs	GnRH	agonists5

In	addition	to	a	significant	pain	reduction,	women treated with Zalkya® 2mg experienced hypoestrogenic  
symptoms less frequently than women treated with Leuprolide acetate.5
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Please refer to the Summary of Product Characteristics (SmPC) before prescribing.
Name and active ingredient: Zalkya® 2mg film-coated tablets. Each tablet contains 2mg of dienogest. Indications: Treatment of endometriosis. Posology and method of administration: One tablet daily without any break, taken preferably 
at the same time each day with some liquid as needed. The tablet can be taken with or without food. For oral use. Contraindications: Zalkya® should not be used in the presence of any of the conditions listed and should any of the conditions 
appear with first use  of Zalkya® treatment must be discontinued: active venous thromboembolic disorder, arterial and cardiovascular disease, past or present (e.g. myocardial infarction, cerebrovascular accident, ischemic heart disease), 
diabetes mellitus with vascular involvement, presence or history of severe hepatic disease as long as liver function values have not returned to normal, presence or history of liver tumours (benign or malignant), known or suspected sex 
hormone-dependent malignancies, undiagnosed vaginal bleeding or hypersensitivity to the active substance or to any of the excipients listed (see section 6.1 of the SmPC). Special warnings and precaution for use: Precautions should be 
taken regarding serious uterine bleeding, changes in bleeding pattern, circulatory disorders, tumours and osteoporosis (see SmPC section 4.4). Interactions: Inducers or inhibitors of CYP3A4 may affect the progestogen drug metabolism. An 
increased clearance of sex hormones due to enzyme induction may reduce the therapeutic effect of Zalkya® and may result in undesirable effects e.g. changes in the uterine bleeding profile. Substances increasing the clearance of sex hormones 
(diminished efficacy by enzyme-induction), e.g.: phenytoin, barbiturates, primidone, carbamazepine, rifampicin, and possibly also oxcarbazepine, topiramate, felbamate, griseofulvin, and products containing St. John’s wort (Hypericum 
perforatum). See section 4.5 of the SmPC for full information. Adverse reactions: The most commonly reported adverse reactions of Zalkya® are: weight increase, depressed mood, sleep disorder, nervousness, loss of libido, altered mood, 
headache, migraine, nausea, abdominal pain, flatulence, abdominal distension, vomiting, acne, alopecia, back pain, breast discomfort, ovarian cyst, hot flushes, uterine / vaginal bleeding including spotting, asthenic conditions, irritability. See 
section 4.8 of SmPC for full information. Presentation: 2 x 14 white film-coated tablets packed in PVC (250 µm)-Aluminium (20 µm) push-through-blister. Pack Size: 28 film-coated tablets. NHS Cost: £20.68. Legal Classification: POM.  
MA Number: PL 21844/0037. Distributed by Kent Pharma UK Ltd. Date of preparation: June 2021. UK21/007/SmPC Sept 2019. 

Adverse events should be reported: Reporting forms and information can be found at: www.mhra.gov.uk/yellowcard or search for MHRA Yellow Card in the Google Play or Apple App Store. Adverse events should also be reported to Kent 
Pharma UK Ltd on 01233 506574 or medical@kent-athlone.com. For a copy of the SmPC or further medical information, please contact: medical@kent-athlone.com. Additional information available on request.
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vegetarians  
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Kent	Pharma	UK	Ltd		|		2nd	Floor		|		Connect	38		|		1	Dover	Place		|		Ashford		|		Kent		|		TN23	1FB
Tel	 0845	437	5565		|		Email:	customer.service@kent-athlone.com 
www.kentpharma.co.uk

For	further	information	on	this	product,	please	contact	your	Kent	Pharma	Hospital	Key	Account	Manager	or	our	customer	service	team.	
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In this article, The Brain Charity explore why 
neurodivergent women are diagnosed with ADHD and 

autism later in life, and what this means for their careers.

Recently, there has been a lot of discussion in 
the media around women being diagnosed 
with neurodivergent conditions, such as 
autism and ADHD, as adults.
      In this guest blog, The Brain Charity’s 
Employer Relationship Officer, Anna 
Quintal, shares her views on why many 
neurodivergent women are diagnosed later in 
life, and what this means for their careers.

WHY ARE LESS 
NEURODIVERGENT 
WOMEN DIAGNOSED 
EARLY IN LIFE?
Working closely with employment project 
clients at The Brain Charity, I couldn’t help 
but notice the staggering disproportion 
of men with a neurodivegent diagnosis in 
comparison to women.
      Most men are diagnosed in school, 
and the fortunate ones are provided with 
adequate support and understanding 
throughout their academic journey.

WHY ARE MORE 
MALES THAN 
FEMALES DIAGNOSED 
WITH ADHD AND 
AUTISM SPECTRUM 
DISORDER?
The explanation for this gap may be 
narrowed down to several factors.
      Equipment and diagnostic tools have 
historically been designed and measured 
with men in mind.
      Even now, research suggests the 
Diagnostic and Statistical Manual (DSM-5) 

continues to have a gender bias. (Hartung 
and Lefler, 2019)  
      For every woman diagnosed with autism 
spectrum disorder (ASD), roughly three-
to-six men are diagnosed. (UCL, 2018) It is 
also estimated that the most common age for 
women to be diagnosed with ADHD is late 
30s to early 40s, compared to aged seven for 
boys.

WHAT IS MASKING, 
AND WHY DOES IT 
AFFECT WOMEN 
MORE?
For centuries, women have grappled to live 
in a biased world. Consequently, they’ve 
developed a natural ability to fit in or mask 
any seemingly ‘socially unacceptable’ traits.
      Conditions like autism and ADHD 
present differently in girls, and the symptoms 
can often be much more subtle and easier to 
miss – particularly if, as is often the case, less 
behavioural problems are apparent.
      Women that do externalise their 
needs are also more likely to be diagnosed 
with a mental health condition than a 
neurodivergent condition.
      This lack of childhood diagnosis in 
women means that it is likely thousands 
remain undiagnosed, and it is only with 
increased awareness online and among peers 
that many are beginning to self-identify and 
seek diagnosis in adulthood.

AN ASD AND ADHD 
DIAGNOSIS AT 39
The Brain Charity spoke to Erin, a Business 
Change Specialist at Matalan, to find out 
about her diagnosis experience.

      Erin was diagnosed with ADHD and ASD 
aged 39. She is a confident, valued member 
of the team at Matalan, but her success did 
not come without challenges.
      Like many undiagnosed women, Erin 
grew up feeling different. She didn’t seem to 
fit in, and couldn’t understand societal rules 
that everyone else just naturally knew. It 
puzzled Erin’s teachers when she struggled 
with her schoolwork, and she regularly 
received the same criticism: ‘Erin is bright, 
she just needs to apply herself.’
      Neurodivergent conditions can present 
differently in women. In boys, hyperactivity, 
disruptiveness and fidgeting have become 
well-known stereotypical characteristics 
of ADHD, but women are more likely to 
internalise their symptoms.
      Erin noticed a pattern when looking 
through her school reports:
‘Could be successful, if only she would apply 
herself.’
‘Day dreamer.’
‘Talkative.’
‘Forgetful.’
‘Needs to come out of herself.’

      Many neurodivergent women are initially 
misdiagnosed, as symptoms can be more 
subtle.
      The problem was that Erin felt she was 
trying her hardest, often seemingly harder 
than anyone else. This constant stress-
causing chronic pain and fatigue resulted in 
Erin being diagnosed with fibromyalgia in 
2013.
      Erin always felt that this wasn’t a correct 
diagnosis, and the more she learned about 
neurodiversity, the more she noticed that 
fibromyalgia shared the same symptoms as 
autistic overwhelm.

MIND THE GAP

ADHD
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      This is something many neurodiverse 
people experience when they have felt forced 
to ‘mask’ symptoms for long periods of time 
and become exhausted from the impact of 
having to navigate a neurotypical world.
      Erin was told she was suffering from 
anxiety and depression, but she did not agree 
with this diagnosis either. She was living a 
happy life but struggled with things others 
took for granted.
      This is a common problem for women, 
misdiagnosis as a mental health condition 
only prolongs misunderstanding and a 
large proportion of women give up before 
receiving the correct support.
      Erin’s teachers’ comments followed her 
into adulthood and presented as new issues 
at work and in relationships, as she struggled 
to accept the traits she was ridiculed for 
during childhood.

HOW TO GET 
DIAGNOSED WITH 
ADHD AND ASD AS AN 
ADULT WOMAN
Obtaining a diagnosis proved difficult 
but Erin persevered, despite being told by 
one counsellor that ADHD is ‘a little boy’s 
condition’.  
      She now encourages other women to 
come prepared when requesting a referral 
from their GP – she completed a symptom 
checker on Additude Mag, and requested 
an assessment from Psych-UK using their 
Right to Choose instructions online. Erin 
ensured she brought the results along to her 
appointments to back up her own research.
      Post-diagnosis, Erin said she felt relief 
and clarity on a lot of the unexplained 
hurdles she faced throughout her life. But 
this realisation followed a period of grieving.
      Undiagnosed women experience years 
of uncertainty and confusion. Erin grieved 
for a life unlived, missed opportunities, 
and the pain she caused others through 
lack of awareness and understanding of 
consequences.
      Like many other women, Erin was 
labelled ‘stupid’, ‘lazy’, and ‘ditzy’ enough 

times that she internalised this criticism, and 
sadly grew up believing her neurodiverse 
symptoms were character flaws.

ASKING FOR 
REASONABLE 
ADJUSTMENTS 
AT WORK AS A 
NEURODIVERGENT 
WOMAN
Receiving a diagnosis can be empowering. 
Many people who identify as neurodivergent 
now understand that this means under UK 
equality law they are classed as having a 
protected characteristic.
      This allows employees to feel confident 
requesting reasonable adjustments from 
their employers – a legal requirement which 
can include changes in environment, flexible 
working and job carving – and taking 
advantage of government grants, such as 
Access to Work.
      The Brain Charity’s employment 
team believes disclosure of conditions is 
imperative to working well and recognising 
the strengths of the condition and its 
challenges.
      Without adequate support and 
understanding from their colleagues, women 
are forced to ‘camouflage’ and hide their true 
selves. This impacts their energy levels, self-
esteem, and overall mood.

HOW DOES 
NEURODIVERSITY 
IN THE WORKPLACE 
AFFECT WOMEN?
Erin continues to face challenges in the 
workplace, but they are more manageable 
now she is more self-aware. When she 
first was diagnosed she didn’t know what 
workplace accommodations she needed, so 
worked closely with her manager so they 
could define the details together.
      Erin’s manager at Matalan is committed 
to learning as much as possible about Erin’s 
conditions and doing everything she can 

ABOUT ADHD 
ADHD is a common condition that affects 
the way people behave and is usually 
diagnosed during childhood. The cause of 
ADHD is unknown, but the condition seems 
to run in families. Although there is no cure, 
support, such as extra help at school, can 
be put in place. It can also be treated with 
medication.
       Symptoms of ADHD may include:
• Being restless
• A short attention span
• Fidgeting
• Acting on impulse

      Symptoms of ADHD usually improve as 
people get older.

ABOUT THE BRAIN 
CHARITY
Income from The Brain Charity’s 
neurodiversity training funds the team’s vital 
frontline work helping people with all forms 
of neurological conditions to lead longer, 
healthier, happier lives.
      The Brain Charity support people affected 
by all forms of neurological condition to lead 
longer, healthier, happier lives. There are 
more than 600 different conditions affecting 
the brain, spine and nervous system. We’re 
the only national charity providing practical 
help, emotional support and social activities 
for every single one.
      For more information, visit www.  
thebraincharity.org.uk. 

to support her. Late diagnosis can present 
a steep learning curve for both staff and 
management, but Erin’s team are open to 
learning.
      Accommodations to Erin’s role have 
ensured that she is now working to the best 
of her ability. New understanding of her 
restlessness has allowed her to harness this 
quality and reclaim it as persuasiveness, 
which has proven very useful as a Business 
Change Specialist.

ADHD
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A complex and often confusing diagnosis for 
patients, David Chandler, Chief Executive of 
the Psoriasis and Psoriatic Arthritis Alliance, 
helps WPR demystify plaque psoriasis – from 
the significance of shedding its stigma, to 
the importance of putting patients on the 
path to optimised treatment.

Psoriasis, like many conditions that affects 
humans, has been around for a very long 
time, but it only became recognised in its 
own right in the 19th Century. At the time 
there was fear of such visible conditions 
and confusion about the cause. The stigma 
around visible skin disease still remains from 
those early days, with many people having to 
endure the cruel and misunderstood views 
of those around them. That ignorance still 
persists around these autoimmune disorders. 
The need to emphasise that psoriasis is 
non-contagious and can’t be caught is still a 
message that needs to be said. 
      The word psoriasis comes from the Greek 
word ‘psora’ meaning itch, with ‘iasis’ being 
the medical characterisation of the condition. 
This word does not really convey the true 
extent of psoriasis, it is more than just an itchy 
skin. 

SO, WHAT ARE THE BASICS YOU 
NEED TO KNOW ABOUT PSORIASIS? 
Primarily it presents as a raised well-
demarcated rash – these usually look like 
scales that are silvery in appearance, and 
when scratched the skin is red and raw and 
often bleeds, although in people of colour the 
underlying redness is not always very obvious. 
      The extent of the rash varies. Commonly 
it’s reported that the areas of the knees and 
elbows are the main sites, and this may 
be true to some extent. For many people, 
however, this is not always the case, with the 
scalp, arms, legs and torso also seeing the rash 
(called plaque psoriasis). Some people may 
only have a single plaque, whereas others will 
have large areas of almost-connecting plaques. 
      The fingers and toenails can be 
affected too, with lifting, thickening and 
discolouration being common. In the 1.2 
million people who have psoriasis in the UK, 
around one-in-four will also develop psoriatic 
arthritis, a painful condition that affects joints 
and connective tissue.

DIAGNOSING PSORIASIS
For those who are experienced in skin 
disease, diagnosis of psoriasis should be 
straightforward, but with more than 3,000 
skin conditions and many presenting 
as flaky, itchy rashes, perhaps it’s not as 
straightforward as it may appear.
      The visual appearance of psoriasis may not 
always look like the typical well-demarcated 
plaque. It may be a very light-looking 
widespread area of dry skin, similar to, 
perhaps, atopic eczema, dandruff or some 
form of contact dermatitis, even some 
fungal infections will have the inflammatory 
appearance of psoriasis. 
      A key issue with psoriasis is a familial 
inheritance factor, with around a one-in-seven 
chance of getting psoriasis if one parent has it, 
and this rises to three-in-four if both parents 
are affected by the condition. Understanding 
these issues can make a diagnosis easier. 
For psoriatic arthritis, which has no specific 
identifying test, knowing that psoriasis is ‘in 
the family’ could speed up the often-long time 
it takes for a diagnosis and avoid potential 
damage and disability happening to the joints.

MANAGEMENT AND CARE
For many dry skin conditions, the care will 
often start with a similar approach, with the 
use of soothing agents, such as emollients or 
aqueous creams, whether applied topically 
or used as soap substitutes, bath additives 
or medicated shampoos. To some extent 
these will often appear to improve psoriasis, 
but unlike their effect of other dry skin 
conditions, will not deal with the underlying 
cause, which is the over-production of skin 
cells that the immune response has caused 
by mistakenly seeing healthy skin in need of 
repair.  
      There is currently no cure for psoriasis, 
but traditional treatments for psoriasis 
include steroid applications, foul-smelling 
agents, such as products that contain tar, and 
descaling agents, such as salicylic acid. In 

the 1990s topical calcipotriol (a vitamin-D 
derivative) was launched, and it soon became 
the first-line treatment prescribed by many 
GPs. Similar topicals have also been made 
available, which has seen a decline in use 
of the older products, in favour of these 
more effective and cosmetically-acceptable 
treatments. 
      In recent years there has been a huge 
advancement in the management of psoriasis, 
with newer self-injectable treatments being 
made available through secondary care. These 
products are classed as disease-modifying 
drugs and known as biologic agents. Whereas 
more traditional treatments tend to deal 
with the problem, by the application of a 
product directly to the skin to reduce plaques. 
Biologic agents, such as Interleukin-17 
inhibitors (Bimekizumab, Secukinumab, 
Ixekizumab and Brodalumab), Interleukin-23 
inhibitors (Guselkumab, Tildrakizumab 
and Risankizumab) and Interleukin-12/23 
inhibitors (Ustekinumab), work by targeting 
the part of the immune system that is causing 
the over-production of skin cells systemically.

CONCLUSION
Learning more about the differences between 
psoriasis and other skin conditions will 
certainly aid the diagnosis and management 
of people affected by psoriasis and psoriatic 
arthritis. For busy healthcare professionals, 
knowing more will also advance their 
continuing professional development (CPD).

ABOUT THE PSORIASIS AND 
PSORIATIC ARTHRITIS ALLIANCE
The Psoriasis and Psoriatic Arthritis Alliance 
is a UK charity which supports people affected 
by psoriasis and psoriatic arthritis. Part of its 
role is to also support healthcare professionals 
by providing access to free patient support 
information and an accredited CPD training 
programme. 
      For more information, visit www.papaa.org. 
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With a huge number 
of people risking 
their hearing health 
by not taking a 
simple test, how 
can we drive 
awareness and 
encourage broader 
adoption?

CHECK, 
PLEASE

32 FEB 2023

New research from the Royal National Institute for Deaf People 
(RNID) has shown that only six per cent of UK individuals, who have 
not been diagnosed with hearing loss, took a hearing check in the 
last 12 months. This is in stark contrast to people having other health 
checks, including a dental check-up (53 per cent), an eye test (46 
per cent), or having their blood pressure checked (44 per cent). The 
charity is urging the public to check their hearing using its free three-
minute test, available online at www.rnid.org.uk.

WHY IS THERE A DELAY?
Hearing loss can be slow to spot, and, if left unmanaged, people can 
gradually become more isolated from their family and friends and 
experience loneliness and depression.
      Unmanaged hearing loss can also increase the risk of dementia 
by up to five times, but there is growing evidence to suggest that 
getting support and treatment early may reduce these risks. NICE 
recommends hearing aids as the most cost-effective intervention for 
hearing loss and there is growing evidence to suggest that hearing 
aids slow cognitive decline. 
      Despite their lack of action, a staggering 98 per cent of individuals 
said that their hearing was important to them. 47 per cent of 
respondents said that having to ask people to repeat what they said 
would encourage them to take a hearing check, while 42 per cent said 
that being told they turn the volume up too loud on the TV would 
encourage them to take action.
      The reasons people delay seeking medical advice may be due to 
multiple factors. Individuals may underestimate the serious effects 
that hearing loss can have, or they may fear the stigma associated 
with hearing loss and hearing aids. They may not realise the impact 
hearing loss is having due to a gradual decline, be in denial, or 
deprioritise their hearing over other health concerns.
      Crystal Rolfe, Associate Director for Health at the Royal National 
Institute for Deaf People, said, ‘Everyone should be valuing and 
protecting their hearing as much as they value and protect their teeth, 
eyes or blood pressure, and this can all start with a simple hearing 
check. One-in-five adults in Wales have hearing loss, but many people 
are still undiagnosed and not getting the support they need. We know 
that individuals sometimes wait years before seeking medical advice Image credit: Louise Haywood-Schiefer 

ROYAL NATIONAL INSTITUTE FOR DEAF PEOPLE
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for hearing loss, and during this time they are 
at higher risk of social isolation, depression 
and dementia.’
      The ability to adapt to and manage 
hearing loss becomes increasingly difficult 
the older people are, which is why the Royal 
National Institute for Deaf People wants to 
encourage earlier identification of hearing 
loss through its free online hearing check, so 
that individuals are supported to manage their 
hearing loss at an age when they are likely to 
benefit the most. 

WHAT CAN YOU DO?
• If someone has taken the Royal National 
Institute for Deaf People hearing check and 
had an outcome which suggests that they 
could have hearing loss, refer them for a 
full diagnostic test with a specialist who can 
determine what the issue may be. This can 
be through their GP, or through a private 
provider

• Ear wax is a sticky issue, with many GPs 
no longer offering an ear wax service. The 
Royal National Institute for Deaf People has 
recently called for ear wax removal services 
to be brought back into primary care or 
community settings, as well as clear guidance 
on self-management of ear wax. If one of 
your patients is suffering from a build-up of 
ear wax, refer them to a local NHS removal 
service
• You will be seeing patients on a day-to-day 
basis about many different conditions. 70 per 
cent of over-70s have hearing loss, with a high 
proportion undiagnosed. If you notice that 
they are struggling to hear you, refer them for 
a full diagnostic test with a specialist
• Wherever you are, and whoever you see, 
share the Royal National Institute for Deaf 
People free online hearing test. It takes three 
minutes and can be done in the comfort of 
their own home. It isn’t the same as a full 
hearing test, but it’s a reliable way to find out if 
you need one. If the check suggests they might 
have hearing loss, an individual will receive a 
letter to take to their GP to explain the results

      The Royal National Institute for Deaf 
People also provides face-to-face support for 
people in Wales who have been diagnosed 
with hearing loss and supplied with NHS 
hearing aids through its Royal National 
Institute for Deaf People Near You service. 
The drop-in support sessions are run by 
trained volunteers and take place in Powys 
Teaching Health Board. At the sessions, 
volunteers can provide essential hearing 
aid maintenance, including new batteries, 

retubing and cleaning of ear moulds and 
information on living with hearing loss.
      The Royal National Institute for Deaf 
People also provides information on deafness, 
hearing loss and tinnitus online at www.rnid.
org.uk and through its Contact Centre. The 
charity also provides deaf awareness training 
and British Sign Language training for 
organisations.

ABOUT THE ROYAL 
NATIONAL INSTITUTE 
FOR DEAF PEOPLE
The Royal National Institute for Deaf People is 
there for the 12 million people in the UK who 
are deaf or have hearing loss or tinnitus. With 
its communities, it’s aiming to change society 
to make it more inclusive for everyone, help 
people hear better now, and fund world-class 
research.
      The communities are huge:
• One-in-five of us are deaf or have hearing 
loss
• One-in-eight have tinnitus
      The Royal National Institute for Deaf 
People works with communities and partners 
across health, employment, research, 
government and more to change life for the 
better.
      For more information about the Royal 
National Institute for Deaf People, www.
rnid.org.uk.
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Cholesterol is a fatty substance found in the blood. It is produced naturally in the 
liver. Individuals need some cholesterol to stay healthy. It is used to make certain 
hormones and vitamin D, as well as bile acids, which help digest and absorb dietary 
fat.
      The blood carries cholesterol around the body on proteins called lipoproteins.
      There are two main types:
• High density lipoproteins (HDL cholesterol) take cholesterol individuals don’t need 
back to the liver to be broken down and passed out of the body. It’s often known as 
‘good’ cholesterol as it removes cholesterol from the blood
• Non-high density lipoproteins (Non-HDL cholesterol) take cholesterol from the 
liver to the cells around the body. It’s often known as ‘bad’ cholesterol because when 
there is too much, it can build up in your arteries. This can cause them to become 
narrowed or blocked and increase an individual’s risk of having a heart attack or 
stroke

WHAT CAUSES HIGH CHOLESTEROL?
 Having high cholesterol is mainly caused by:
• Eating foods high in saturated fat
• Not being active enough
• Smoking
• Having too much body fat, especially around your middle
• It can also run in families

      Changing what they eat, being more active, and stopping smoking, can help get 
individuals’ cholesterol back to a healthy level.

LOWERING CHOLESTEROL WITH DIET
A few small changes to a person’s diet can make a big difference to their cholesterol 
level.

CHOOSE HEALTHIER FATS
To help lower cholesterol, individuals don’t need to avoid fats altogether. They 
should cut down on foods high in saturated fat and replace them with foods high 
in unsaturated fat like vegetable oils (olive, rapeseed and sunflower oil), nuts, seeds, 
avocado and oily fish.

LOOK AT FOOD LABELS
Compare labels and choose foods with green or amber labels for ‘saturates’. Foods are 
high (red) in saturated fat if they contain more than 5g of saturates per 100g. Foods 
containing 1.5g or less per 100g are low (green) in saturated fat. Some healthy foods 
that are high in fat, like oily fish, nuts and oils, may be red for saturated fat. This is 
okay, as they contain more of the healthy unsaturated fat.

EAT MORE HIGH FIBRE FOODS
Eating plenty of fibre helps lower individuals’ risk of heart disease and some high 
fibre foods can help lower cholesterol. To make sure they get enough fibre, they 
should:
• Aim for five portions of fruit and vegetables a day
• Switch to wholegrain varieties of bread, cereals, pasta and rice
• Choose other high fibre foods, such as pulses (lentils, beans, chickpeas), oats, 
unsalted nuts and seeds

WHAT ABOUT PLANT 
STANOLS OR STEROLS 
PRODUCTS?

If an individual has high cholesterol, using foods 
with added plant stanols and sterols has been 
shown to help to lower cholesterol levels. They 
need to eat 1.5-to-3g of plant stanols or sterols, in 
combination with a healthy diet, to see a reduction 
in cholesterol.
      Individuals can get this from fortified foods, 
such as mini drinks, spreads, milk and yoghurts 
from both branded and supermarket own label 
products. If they decide to use these products, 
they should follow guidelines on the packet to 
get the right amount. However, they are not a 
substitute for a healthy diet nor a replacement 
for cholesterol-lowering medication. And if 
individuals don’t have high cholesterol, these 
products are not recommended. 
      Find out more in the British Dietetic 
Association’s Stanols and Sterols fact sheet.

DIETARY 
CHOLESTEROL – 
DON’T GET CONFUSED

Some foods naturally contain dietary cholesterol, 
but don’t make a big difference to the cholesterol 
in your blood. These are foods like eggs, some 
shellfish, such as prawns and crab, and offal, 
such as liver, liver pate and kidney. They are low 
in saturated fat and so are fine to eat as part of a 
healthy diet. Individuals should only cut down 
on these foods if their doctor or a dietitian has 
advised them to. To lower cholesterol, it’s more 
important to cut down on the amount of saturated 
fat they eat.

TOP TIPS

• Cholesterol is a fatty substance found in the 
blood. There are two main types: HDL-cholesterol 
or ‘good’ cholesterol and non-HDL cholesterol or 
‘bad’ cholesterol
• Too much non-HDL cholesterol can cause your 
arteries to become blocked. This increases your 
risk of having a heart attack or stroke
• A healthy balanced diet, being physically active, 
stopping smoking and keeping a healthy weight 
and shape can all help to lower individuals’ 
cholesterol
• Replace foods containing saturated fats 
with those that contain polyunsaturated and 
monounsaturated fats. People can do this by 
choosing healthy fats, such as olive or rapeseed oil, 
nuts, seeds, fish and avocado
• Increase fibre intake by choosing vegetables, 
fruits, wholegrains, pulses, nuts and seeds every 
day
      For more information, visit www.bda.uk.com.

Reacquaint yourself – and your patients – with 
the basics of cholesterol as the British Dietetic 
Association break down its key considerations 
and how eating better can help to lower 
elevated levels.

THE FACTS 
OF THE MATTER
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WHAT IS LYMPHOMA?
Over 40,000 people are diagnosed with blood cancer every year. 
Lymphoma is the most common blood cancer and around one-in-10 
cancers diagnosed in children is lymphoma. It is the fifth most 
common cancer in the UK after breast, prostate, lung and bowel 
cancers. 
      Survival rates for lymphoma have increased in the last 40 years 
with earlier diagnosis and improving treatment options and medicines. 
According to recent data from the Office of National Statistics, the 
five-year survival estimate for Hodgkin lymphoma is 81 per cent for 
men and 83 per cent for women. For non-Hodgkin lymphoma, it’s 64 
per cent for men and 68 per cent for women. This is good news, and as 
a health service we are learning to adapt to helping more people living 
with lymphoma and supporting them after treatment.

WHAT ARE THE SYMPTOMS OF 
LYMPHOMA? 
Lymphoma is classed as a blood cancer. It develops when white blood 
cells called lymphocytes grow out of control. Lymphocytes are part of 
the immune system which helps to fight infection, which is why it is 
sometimes called a cancer of the immune system. 
      Symptoms of lymphoma very much depend on the type of 
lymphoma and where the lymphoma is in the body. However, there are 
some common symptoms, such as swollen lymph nodes in your neck 
or under your arms, for example, unexplained weight loss, drenching 
night sweats, itching without a rash, fatigue and fevers, or difficulty 
getting over infections.
      Lymphomas are not related to lifestyle or behaviours and can 
develop at any age, affecting both adults and children. However, 
different types of lymphoma are more common at different times of 
your life, for example, Hodgkin lymphoma is more common between 
the ages of 15-and-40 and many types of non-Hodgkin lymphomas are 
more common later in life. 
      Having one or more of the symptoms does not necessarily mean 
an individual has lymphoma. Many of these are also symptoms of 
other health problems, such as uncontrolled diabetes or infection. It’s 

so important that the person goes to their GP to have any concerns 
investigated.

HOW IS BLOOD CANCER / LYMPHOMA 
TREATED? 
There are three types of blood cancer; leukaemia, myeloma and 
lymphoma. Lymphoma is the most common of these, accounting for 
over half of all blood cancers. Most blood cancers are still treated with 
chemotherapy, usually in combination with newer treatments, such as 
immunotherapy, which targets specific cells. 
      Lymphoma is the most common type of blood cancer in adults and 
the fifth most common cancer in the UK following breast, prostate, 
lung and bowel cancer. The numbers of people with lymphoma are 
increasing every year, more people are being diagnosed, and more 
people are living with lymphoma as treatments become more and more 
effective.  
      Lymphoma is less well-known than other cancers so it is important 
to raise awareness of it so that more people can be treated earlier, as 
often the later the presentation, the more difficult it can be to treat. 

ABOUT LYMPHOMA ACTION
Founded by patients in 1986, Lymphoma Action is the UK’s only 
charity dedicated to lymphoma, the UK’s fifth most common cancer.
      Lymphoma Action runs a helpline which offers information and 
support to anyone affected by lymphoma on 0808 808 5555. The 
helpline is confidential and open from 10am-to-3pm, Monday-to-
Friday. This is a freephone number from both UK mobile and landline. 
Outside of these hours, individuals can leave a message and they’ll 
call them back when the helpline is open. Or individuals can use the 
Lymphoma Action Live Chat instant messaging service which allows 
them to chat in real-time through the website. Live Chat is available 
10am-to-3pm, Monday-to-Friday. 
      For more information, visit www.lymphoma-action.org.uk.

TIME FOR ACTIONTIME FOR ACTION
Every year, more than 19,500 new cases of lymphoma are identified in 
the UK alone, yet for countless individuals, the condition’s symptoms 
still aren’t spurring them into seeking early healthcare help. Charlotte 

Bloodworth, Advanced Clinical Practitioner, University Hospital of Wales, 
Cardiff, and spokesperson for Lymphoma Action, enlightens us further.
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The Royal Pharmaceutical Society (RPS) of Wales has been 
highlighting to Members of the Senedd about the developing role of 
prescribing pharmacists and how their skills can benefit patients and 
the NHS.
      All members of the Senedd were invited to join a group of RPS 
representatives at the Senedd building. In all, 24 of the Senedd’s 60 
members joined the RPS for a series of 15-to-20 minute conversations 
where they were briefed on key issues related to independent 
prescribing.
      The conversations focused on three key overarching points:
• The current landscape of independent prescribing pharmacists in 
Wales and the ambition that every patient-facing pharmacist will be 
qualified to prescribe by 2030
• How a prescribing qualification helps make best use of pharmacists’ 
expert medicines knowledge and brings other benefits to patients and 
the health service
• The importance of getting the right infrastructure in place to 
support both pharmacists training to be prescribers and those 
putting it into practice – with a particular focus on the importance of 
protected learning time

      Among those speaking to the politicians was Elen Jones, RPS 
Wales Director. Reflecting on the conversations, Elen said, ‘It’s so 
important that Senedd Members recognise and appreciate the hard 
work and expertise of pharmacy teams across all sectors and right 
across the country. From our conversations, it was clear that they 
appreciated the value of pharmacists’ prescribing role and we were 
thrilled to be able to showcase how patients are benefiting in different 
care settings.
      ‘We were particularly pleased that there was a widespread 
agreement to our calls to have the right infrastructure in 
place to support the pharmacy workforce. The importance of 
protected learning time, sustainable workloads, integration into 
multidisciplinary teams and effective cluster working certainly shone 
through.
      ‘As well as Liz, Dylan and Richard from the RPS Wales Board, 
it was great to be joined by RPS Members, Amanda Powell and 
Mari Lea Davies, who shared their knowledge and ways of working 
that provide such great patient outcomes, working as part of 
multidisciplinary teams. Undoubtedly, this helped bring our messages 
to life for the Senedd Members.’

The Welsh government set out its plans to address the challenges of 
staffing the Welsh NHS.
      The National Workforce Implementation Plan has been published 
in response to the additional demands on the NHS workforce since 
the COVID-19 pandemic.
      The NHS Wales workforce is at record levels, with over 105,000 
staff directly employed currently. However, there is expected to be 
increasing demand globally for healthcare workers, with the World 
Health Organisation predicting a shortfall of 10 million health 
workers globally by 2030.
      The plan includes immediate actions to address the current 
pressures within the NHS. The actions include ethically recruiting 
more nurses from overseas, with a recruitment drive planned for later 

PLAN TO ADDRESS NHS WORKFORCE CHALLENGES
in 2023. Last year the ‘Once for Wales’ pilot campaign led to around 
400 nurses joining the NHS.
      There are also plans to create an ‘All-Wales Collaborative Bank’ 
to enable the NHS to address short-term staffing issues and provide 
staff with choice and flexibility, while encouraging a move away from 
agency working.
      Health Education and Improvement Wales is developing 
proposals to deploy reservists to support the regular workforce at 
times of extreme pressure, such as for the urgent roll-out of a national 
vaccination programme, as seen during the pandemic.
      The Welsh government is also driven to encourage more 
volunteers into the health and care system, adding to the existing 
network of people who give their time to help others.
      The Welsh government will issue detailed plans for specific 
professions and services, such as nursing, dentistry and pharmacy, 
over the next two years.

DEVELOPING ROLE OF 
PRESCRIBING PHARMACISTS 

HIGHLIGHTED TO MEMBERS OF 
THE SENEDD

More people than ever are making use of a service which provides 
free over-the-counter treatments for a number of ailments.
      Sharon Miller, Associate Director for Primary Care at Swansea 
Bay University Health Board, explained, ‘The service aims to help 
patients with common ailments and release pressures from GP 
practices. Patients have to register with their community pharmacy to 
be able to use it but it only takes around five minutes.
      ‘It is so convenient for patients because they haven’t got to make 
an appointment beforehand. The community pharmacist may ask 
them to call back or there may be a slight wait at the pharmacy but 
they haven’t got to make an appointment.’
      Demand for the service has surged over recent years since the 
service was introduced.
      Resolven Pharmacy currently has almost 400 people registered to 
use the service, which community pharmacist, Ross Carpenter, called 
a ‘roaring success’.
      He said, ‘It’s an unexpected service for some as they thought they 
would have to go to the surgery to see a doctor, whereas we can take 
over the management of the minor ailments.
      ‘The service has opened up a channel for patients to access 
treatments, medications and advice. We have got around 380 patients 
registered with us. We get lots of repeat users too because once they 
find it a good avenue and experience, they think of using it first the 
next time.’

COMMON AILMENTS SERVICE 
EASIER TO ACCESS THAN EVER
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Claire Sambolino MSc, Registered 
Nutritional Therapy Practitioner 
rCNHC, Communications Manager at 
British Association of Nutrition and 
Lifestyle Medicine, shares why, when 
it comes to poor health and disease, 
it’s time to prioritise prevention, 
rather than cure.

FOOD FOR 
THOUGHT

      Favouring cure over prevention, the NHS performed over 4,035 
bariatric surgery procedures in the financial year 2021 / 2022. (6) 
The data on diabetes is just as shocking, with over 7,957 major 
amputations and 21,738 minor amputations performed during the 
three-year period of 2017 / 2018-to-2019 / 2020. (7) By 2035 / 2036, 
type 2 diabetes is projected to cost the NHS £15 billion a year, or one-
and-a-half times as much as cancer does today (8, 9) which is equal to 
10 per cent of the NHS £153 billion commissioning budget for 2022 / 
2023. (10) Much of this could be avoided with the right preventative 
care in place. The UK population is critically overweight, and the 
burden of obesity has driven the NHS to bursting point.

HOW DID WE GET HERE?
We can’t address diet-induced illness without discussing what we eat. 
As the population has become increasingly heavy, calorie-dense food 
has become cheaper and more available. Data shows that 50 per cent 
of UK household food purchases are ultra-processed foods and drinks 
(UPFDs). This compares to 46 per cent for Germany, and just 14 per 
cent for France and 13 per cent for Italy. (11) The 2021 government-
commissioned National Food Strategy talked about ‘Escaping the 
junk food cycle’ but since then, the year-on-year growth in food 
delivery apps and services has made it easier to have junk food 
delivered straight to your door, further promoting sedentary lifestyle. 
The food delivery industry undoubtedly profited from the pandemic 
and is expected to grow to $320 billion by 2029 (12), and while easy 
food delivery is just one factor in obesity, the type of fast foods they 
typically promote is fuelling the problem. 
      The science is unequivocal about UPFDs showing that 
consumption directly correlates with increased obesity and non-
communicable disease. (13, 14, 15) It is not rocket-science. UPFDs 
are high in sugars, salt, saturated fats, and modified starches, not 
to mention the many ingredients unfamiliar to domestic kitchens, 
such as soy protein isolates or dextrose, the colourings, emulsifiers, 
flavourings, and other additives added to make the products better-
looking, tastier, more stable and longer-lasting. All of which is 
intended to make these foods and drinks extremely ‘more-ish’ – or 
‘hyperpalatable’ – or in even simpler terms, addictive.
      Conversely, and despite decades of the public health campaigning 
to eat five-a-day, consumption of vegetables remains well below 
recommended amounts, with children and low-income groups eating 
the least. This is not aided by the fact that approximately one-third 
(32 per cent) of food and soft drink advertising spend goes towards 
less healthy food and drinks, compared to just one per cent for fruit 
and vegetables. (16) Health England found that volume promotions, 
such as buy-one-get-one-free, increase purchases of products by 
an average of 15 per cent. (17) Thus, the government decision to 
push back the introduction of the long-awaited 9pm watershed and 
online advertising ban on junk food by three years to October 2025 
is baffling and has been branded ‘a disastrous attack on health’ by 
campaigners. Putting promotions to one side, 85 per cent of the 
manufactured food products sold in the UK are deemed to be so 
unhealthy they are unsuitable for marketing to children. (18) The very 
thing that should provide sustenance, energy and good health – food 
(or rather ultra-processed foods) – is now killing us and making a 
huge number of people extremely unwell.
      The pathway back to healthy food choices is littered with 
challenges, not least legislating against the food industry to promote 
healthier product reformulation. This perhaps goes part-way to 
explaining the weak DEFRA white paper response to the National 
Food Strategy recommendations. However, by placating ‘Big Food’ 
the government is simply creating bigger problems down the line for 
the NHS, the very institution the food strategy seeks to protect. 

The crisis and strikes affecting the NHS dominate headlines across 
the country, with our NHS facing the most challenging time in its 
history. Worsening working conditions and outrage over pay are 
driving a staffing emergency, yet the real problems run deeper. This 
has prompted the British Association of Nutrition and Lifestyle 
Medicine (BANT) to insist that the government wakes up to the 
failings of decades of poor policy around the importance of nutrition 
and lifestyle interventions to prevent the onset and progression of 
many diseases.
      Demand for the NHS has now overtaken supply to a critical 
level. Not only is it still reeling from the trauma of the pandemic, 
with resulting delays to scheduled care, but the NHS is managing a 
population that is sicker than ever before in its history. It’s clear that 
a truly revolutionary approach to public health is now not just wise, 
but essential. As things stand, we are eating our way to becoming the 
most overweight nation in Europe. 
      This has put such a strain on the health system, it risks collapse. 
Non-communicable diseases – cardiovascular disease, cancers, 
chronic respiratory disease, and type 2 diabetes mellitus – cause an 
estimated 89 per cent of UK deaths (1), and drain as much as 75 
per cent of health budgets, with the Department of Health releasing 
data back in 2011 noting that ‘total long-term care expenditure 
was forecast to rise by 29 per cent to £26.4 billion’ by 2022. (2) 
This underlines the worsening trend in diet-induced illness, with 
obesity being the common denominator in all four of these non-
communicable diseases. Nearly 12 years on and the government 
response has been inadequate.

WORSENING OBESITY EPIDEMIC
The World Health Organisation warns that obesity has already 
reached ‘epidemic proportions’ in Europe, causing 200,000 cancer 
cases and 1.2 million deaths a year. The UK is currently fourth in its 
European obesity rankings and in 10 years is predicted to top the 
charts. (3) Since 1993 the proportion of adults in England who are 
overweight or obese has risen from 52.9 per cent-to-64.3 per cent, 
and 14.9 per cent-to-28 per cent respectively. (4) These statistics show 
no sign of slowing, with new data suggesting that by 2030 UK figures 
will worsen, passing from 70-to-74 per cent of men and 59-to-64 per 
cent of women newly-classified as either overweight or obese. (5) As 
alarmingly, the same trends can be seen in child obesity rates, with 
14.4 per cent of reception age children (age four-to-five) now obese 
(up from 9.9 per cent in 2019 / 2020), with similar increases across all 
older age groups. (4) 
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WHY IS THE GOVERNMENT FAILING 
ON PREVENTION?
Since 1992, 14 government-led strategies 
and 680 polices related to obesity have 
failed, including the most recent 2020 ‘Better 
Health’ campaign and NHS digital weight 
management services (20), the funding 
for which has now been pulled. (21) This 
perfectly illustrates the lack of consistency in 
government policy and continual pattern of 
funding and defunding initiatives.
      The Eatwell Guide, as a policy tool used 
to define government recommendations on 
eating healthily and achieving a balanced 
diet, is out-of-date and not fit-for-purpose. It 
was last updated in 2016 and the gap between 
these national Food-Based Dietary Guidelines 
and actual eating habits is getting bigger 
by the day, with just 0.1 per cent of the UK 
population achieving the current UK Eatwell 
guidelines for a healthy and sustainable 
diet. (22) The guidelines themselves are 
flawed, lacking the latest science-based 
recommendations across all food groups and 
any meaningful portion guidance. Previously 
sponsored versions were nothing more than 
a marketing tool for industry brands as 
opposed to a policy tool. The government has 
spectacularly failed to put in place or promote 
any meaningful diet and nutrition guidance 
for over a decade. In some ways the National 
Food Strategy was a gift to the government, 
having done all the hard work for them. But 
even this failed to translate into meaningful 
policy and has been lost as governments have 
changed and shifted focus.

THE OBVIOUS WAY FORWARD
There is, however, one unexplored 
opportunity in all the prevention strategies 
that have been proposed to date; the one 
that puts nutrition professionals at the centre 
of a plan to tackle diet-induced chronic 
illness. There is no better way to guide 
on diet and nutrition as prevention then 
qualified nutrition professions, experienced in 
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personalised nutrition and behaviour change.
      Currently there are c.9,508 dietitians 
registered with the British Dietetic 
Association and c. 3,500 registered nutritional 
therapy practitioners not working within a 
primary care setting due to lack of joined-
up-thinking. Only registered nutritional 
therapy practitioners and registered dietitians 
are trained and qualified in clinical practice 
to meet national standards and work in 
a one-to-one setting. These nutritional 
therapy practitioners are represented by 
the leading professional body, the BANT, 
who also acts as self-regulator for BANT 
registered nutritionists®. This contrasts 
with the Association for Nutrition who 
hold a voluntary self-regulated professional 
register for nutrition practitioners who have 
undertaken accredited courses, most of which 
are public health or industry-focused as 
opposed to patient-centric clinical practice.
      Despite lack of industry-wide regulation, 
BANT practitioners are required to be 
registered either with the Complementary 
and Natural Healthcare Council (CNHC) or 
be statutorily regulated. The CNHC holds 
a register accredited by the Professional 
Standards Authority for Health and Social 
Care. A 2017 report by the Royal Society for 
Public Health and the Professional Standards 
Agency (PSA) made a key recommendation 
that PSA-accredited voluntary registered 
practitioners have the authority to make direct 
NHS referrals, in appropriate cases, to ease the 
administrative burden on GP surgeries. This 
has not been acted upon. Collaboration with 
GPs is typically self-directed and rapport-
driven when AVR practitioners should 
automatically be considered as an extension to 
the primary care workforce. 
      Failure to put registered nutrition 
professionals at the core of the solution to this 
public health crisis could lead to national 
catastrophe. 

BANT IN ACTION
BANT practitioners regularly work with 
individuals and groups to support adoption of 
improved dietary and lifestyle practices. 
      BANT continues to promote healthy food 
choices with their ‘Food for your Health’ 
resources launched to tackle the rise in diet-
induced illness. Resources are free and open-
access, with the aim of providing nutrition 
and dietary education to individuals who 
may not otherwise have access to nutrition 
support – support that the government is 
failing to provide, and the NHS is unable to 
deliver. Investing more in prevention and 
redistributing the burden on the NHS should 
be the governments number one priority and 
it could be the only way to save the NHS.
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IN SAFE HANDS
In this article, WPR examines the onset and 
risks of Intraoperative Hypotension during 
surgery – and the role of Phenylephrine as an 
effective treatment path for patients.

Every year more than 300 million 
surgeries are performed worldwide and 
can cause complications both during and 
postoperatively. One such complication is 
Intraoperative Hypotension (IOH). IOH has 
been associated with acute kidney problems, 
myocardial injury and, in some instances, 
death. It may occur from any point after the 
induction of general anaesthesia. (1)
      There is no definitive definition for IOH, 
however, ‘A systematic review identified 
over 140 different definitions for IOH in 130 
studies; definitions were based on systolic AP 
(SAP) or mean AP (MAP) values, absolute 
values or relative changes or a combination 
of them. Frequently used definitions include 
SAP below 80 mmHg, a decrease in SAP of 
more than 20 per cent below baseline, and a 
combination of definitions consisting of an 
absolute SAP below 100 mmHg and / or 30 
per cent decrease below baseline. Depending 
on which definition for IOH is used, the 
incidence varies between five per cent and 99 
per cent.’ (2)
      Many factors can contribute to a patient 
experiencing IOH, such as vasodilation 
(possibly from the anaesthetics themselves) 
low cardiac output, intravascular 
hypovolaemia and a high intra-thoracic 
pressure. Other possible risk factors, 
such as increased age, being male, lower 
pre-induction SAP, type of anaesthesia, 
duration of surgery and the patient’s current 
medication, can all play a role as well.
      Monitoring AP in patients during 
anaesthesia is an obligatory part of standard 
anaesthetic management. Surgery- and 
patient-related risk factors determine 
which method should be used to monitor 
AP. In clinical routine, AP measurements 
are usually obtained intermittently and 
non-invasively using oscillometry (upper-
arm cuff method), normally at intervals of 
two-to-five minutes, or continuously and 
invasively with an arterial catheter. (3)
      Arterial catheters are used for 

continuous AP monitoring in patients 
with high patient-specific or surgery-
related risk. An interventional trial with 
143 patients revealed that invasive AP 
monitoring detected, on average, twice as 
many hypotensive minutes compared to 
oscillometric measurements. (4)
      Additionally, patients having invasive 
AP monitoring received a third more 
vasopressor boluses than patients with 
oscillometric AP monitoring. (1)
      One treatment for IOH is Phenylephrine 
solution for injection / infusion which is 
indicated for hypotension during spinal, 
epidural and general anaesthesia.
      Phenylephrine is a potent vasoconstrictor 
that acts almost exclusively by stimulating 
alpha-1-adrenergic receptors. Such arterial 
vasoconstriction is also accompanied 
by venous vasoconstriction. This gives 
an increase in blood pressure and reflex 
bradycardia. (5)
      It may be given as an intravenous bolus 
injection at a dose of 50-to-100 micrograms, 
which can be repeated until the desired 
effect is attained. One bolus dose should not 
exceed 100 micrograms or, alternatively, as a 
continuous infusion. The dosage guidelines 
for continuous infusion are; initial dose 
is 25-to-50 micrograms / min. The doses 
may be increased or decreased to maintain 
the systolic blood pressure close to the 
normal value. Doses between 25-and-100 
micrograms / min have been assessed to be 
effective. (5)
      When discussing caution with using 
Phenylephrine, care needs to be given when 
treating patients with renal and hepatic 
impairment as they may require lower and 
higher doses of phenylephrine respectively. 
Additionally, Phenylephrine may induce 
a reduction in cardiac output. Therefore, 
caution is required when administering to 
patients with atherosclerosis, the elderly, 
and patients with compromised cerebral or 
coronary circulation. (5)

      Given the link between IOH and 
postoperative problems and complications, 
IOH should be avoided and, if it does occur, 
it should be treated efficiently and correctly 
as quickly as possible.
      RTU (ready-to-use) bags of 
Phenylephrine are now available at a 
concentration of 10 mg Phenylephrine 
Hydrochloride per 100ml. These RTU bags 
could potentially save valuable time when 
treating a patient, with IOH while at the 
same time minimising potential the risk of 
errors being made and ultimately the patient 
being treated incorrectly.
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Refer to the full Summary of Product Characteristics (SmPC) before prescribing. Name and active ingredient: Phenylephrine 0.08mg/ml, solution for injection/infusion. Pharmaceutical form: Solution for injection/infusion. Clear colourless 
solution, pH 4.5 – 5.5, osmolality 270 – 330 mOsm/Kg. Each ml of solution for injection/infusion contains 0.1mg phenylephrine hydrochloride equivalent to 0.08mg of phenylephrine base. Indications: Hypotension during spinal, epidural and 
general anaesthesia. Posology and method of administration: 1. Intravenous bolus injection: Normal dose 50 – 100mcg. Can be repeated until desired effect is attained. One bolus dose should not exceed 100mcg. 2. Continuous infusion: Initial 
dose is 25 – 50mcg/min. Dose may be increased or decreased to maintain systolic blood pressure close to normal value. Doses between 25 – 100mcg/min have been assessed to be effective. Renal impairment: Lower doses of phenylephrine may 
be needed in patients with impaired renal function. Hepatic impairment: Higher doses of phenylephrine may be needed in patients with cirrhosis of the liver. Older people: Treatment should be carried out with care. Paediatric population: Safety 
and efficacy not known, no available data. Method of administration: Parenteral administration by intravenous infusion. Phenylephrine should only be administered by healthcare professionals with appropriate training and relevant experience. 
Contraindications: Hypersensitivity to phenylephrine or to any of the excipients listed in section 6.1 of the SmPC; in patients with severe hypertension or peripheral vascular disease; in combination with non-selective monoamine oxidase 
inhibitors or within two weeks of their withdrawal; hyperthyroidism. Special warnings and precautions for use: Caution is required when administering phenylephrine in patients with: pre-existing cardiovascular disease, diabetes mellitus, 
arterial hypertension, ischaemic heart disease, arrhythmia, bradycardia, incomplete heart block, tachycardia, occlusive peripheral vascular disease including arteriosclerosis, aneurysm, angina pectoris, angle closure glaucoma, atherosclerosis, 
the elderly, compromised cerebral or coronary circulation, severe heart failure, cardiogenic shock.  Special attention should be given to the injection of phenylephrine to prevent extravasation, as this may cause tissue necrosis (see section 4.8 
of the SmPC). This medicinal product contains 366.2mg sodium per 100ml, equivalent to 18.3% of the WHO recommended maximum daily intake of 2g sodium for an adult. Contraindicated combinations: non-selective monoamine oxidase 
inhibitors. Paroxysmal hypertension, possibly fatal hyperthermia. Due to the long duration of MAO inhibitory action, this interaction is still possible 15 days after the MAO inhibitor is discontinued. Combinations not advisable: Dopaminergic 
ergot alkaloids; vasoconstrictor ergot alkaloids; tricyclic antidepressants; noradrenergic-serotonergic antidepressants; selective monoamine oxidase inhibitors type A; linezolid; guanethidine and related products; cardiac glycosides, quinidine; 
sibutramine; halogenated volatile anaesthetics. Combinations requiring precautions for use: Antihypertensives including α and β receptor blockers; oxytocic agents. Pregnancy and breastfeeding: See SmPC section 4.6 for full details. Adverse 
reactions: The most common adverse events of phenylephrine are bradycardia, hypertensive episodes, nausea and vomiting. Hypertension is more frequent with high doses. See SmPC section 4.8 for full details. Legal classification: POM. 
Presentations: 100ml solution in 100ml flexible polypropylene bag with aluminium overpouch or 100ml solution in a 100ml PVC-free polyolefin bag with an aluminium overpouch. Each bag contains one non-PVC point for filling and closure and 
one non-PVC administration port. NHS Cost: £250.00. Marketing Authorisation Number: PL 46788/0024. Distributed by Kent Pharma UK Ltd. Date of preparation: December 2022 UK21/011/02 - SmPC Feb 2020. 

Adverse events should be reported. Reporting forms and information can be found at: www.mhra.gov.uk/yellowcard or search for MHRA Yellow Card in the Google Play or Apple App Store. Adverse events should also be reported to Kent Pharma 
UK Ltd on 01233 506574 or medical@kent-athlone.com. For a copy of the SmPC or further medical information, please contact medical@kent-athlone.com. Additional information available on request.
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THE WAY OF THE WORLD
The Pharmacists’ Defence Association is connecting pharmacists in 

Wales to the International Pharmaceutical Federation. 

The Pharmacists’ Defence Association has 
joined the world-wide pharmacy federation – 
the International Pharmaceutical Federation 
– providing a route for the views of employed 
and locum pharmacists in Wales to feed into 
discussions on pharmacy at global level, and 
opening up their opportunities to learn from 
pharmacists practising around the world.
      The International Pharmaceutical 
Federation (FIP) is the global pharmacy 
body representing over four million 
pharmacists and pharmaceutical scientists. 
Based in The Hague, Netherlands, it works 
to meet the world’s healthcare needs. The 
FIP is a non-governmental organisation that, 
since 1948, has been officially recognised as 
the global voice of pharmacy by the World 
Health Organisation.
      On Thursday 22nd September 2022, 
the Council of the FIP voted to welcome 
The PDA as a full member of the global 
federation of organisations that brings 
together and advances pharmacy.
      The PDA had decided to join the FIP 
as an extension of a philosophy to develop 
policy on the very best ideas from a much 
larger international network, for the benefit 
of members. This was based upon the direct 
experience of having already been a member 
of the European employee pharmacist 
organisation (EPhEU) since 2011.
      The FIP Annual Congress in Seville, 
Spain, was attended by nearly 5,000 
pharmacists from around the world and 
The PDA Chairman, Mark Koziol, who 
is also Secretary General of EPhEU, was 
invited to deliver an address about the work 
of EPhEU in fundraising for Medicines to 
Ukraine. He talked about the importance of 
pharmacy readying itself to support global 
humanitarian crises wherever they may 
occur. He was therefore present when the FIP 
Council voted upon The PDA’s membership.
      Mark said, ‘Being admitted to the FIP 
with such a decisive level of support from 
its council means that The PDA can ensure 
that UK pharmacists, including those from 

Wales, can enjoy a clear and powerful voice 
representing their collective professional 
interests at global level. Bringing one of the 
largest pharmacy membership organisations 
in the world to FIP also gives The PDA 
significant influence in being able to 
inform the policies of the World Health 
Organisation. This means that The PDA can 
do even more for members by helping to 
make pharmacy practice more professionally 
fulfilling for them.’
      Above all it is the formal recognition of 
the FIP by the World Health Organisation to 
which The PDA attaches a lot of importance. 
The PDA believe that for far too long, here 
in the UK the pharmacy profession has been 
too easily accepting the view of national 
governments on pharmacy practice and 
healthcare generally.

THE REACTION OF THE FIP 
CHIEF EXECUTIVE  

Dr Catherine Duggan, Chief Executive 
of the FIP said, ‘Having The PDA as a 
member of the FIP is hugely important 
for both the federation and for The PDA 
and its members. The first piece of unique 
contribution is the humanitarian work that 
The PDA has been leading on behalf of our 
European partners in Ukraine.
      ‘The FIP vision is for a world where 

everyone has access to safe, affordable, and 
effective medicines. This is even more of 
an imperative during times of emergency, 
crises, natural disasters, and war. Patients 
and the public in a war-torn country need, 
more than ever, access to safe medicines. 
The importance of The PDA leading this 
project in Ukraine is highly-respected and 
the FIP wants to acknowledge and enable 
this learning to shape our humanitarian 
response to future disasters – whether man-
made or naturally-caused. We look forward 
to working in collaboration with The PDA 
to do so.
      ‘Another unique area of work that we 
would want The PDA to lead is with the 
International Labour Organisation, a United 
Nations (UN) agency whose mandate is 
to advance social and economic justice 
by setting international labour standards. 
Founded in October 1919 under the 
League of Nations, it is the first and oldest 
specialised agency of the UN. The work that 
The PDA has done across the UK and in 
supporting other countries in these areas is 
second-to-none. Now, The PDA can lead on 
this for our profession globally.
      ‘Other areas of contribution on behalf 
of the entire UK, is contributions to our 
surveys, to our databases, to our areas of 
work, such as our global pharmaceutical 
observatory, the FIP development goals, 
patient safety, access, sustainability, and 
equity. We look forward to having the 
contribution of the UK pharmacist workforce 
and employees in these regards.
      ‘There is much to learn from others 
and for The PDA to take a leading role in 
alongside other organisations across Great 
Britain and the UK, from science and 
practice as well. Undoubtedly, membership 
of the FIP will add a huge benefit to the 
members of The PDA across the UK and we 
are delighted that The PDA has become a 
member.’

Dr Catherine Duggan
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ON THIN
 ICE

Around one-in-five people with asthma surveyed by leading lung charity, 
Asthma + Lung UK, have said that the mounting cost-of-living has caused life-
threatening asthma attacks as they cut back on medicines, heating and food.
      The charity, which surveyed more than 3,600 people with lung conditions, 
such as asthma, COPD and bronchiectasis, also found that one-in-two have 
said that their condition had worsened since the cost-of-living crisis began, 
with many needing emergency treatment.
      Asthma + Lung UK warns that with winter already the deadliest season for 
people with lung conditions, there could be a tidal wave of hospital admissions 
for people with lung conditions as cold weather, an abundance of viruses, and 
people cutting back on medicines, heating, food and electricity, puts them at 
risk. The charity is urgently calling for tailored financial support to help people 
with lung conditions stay well this winter.
      Asthma + Lung UK has warned that price hikes are already having a 
damaging effect on people with lung conditions, with calls to the charity’s 
helpline from people needing advice for help with their finances or benefits 
soaring by 89 per cent and website traffic increasing by 63 per cent.
      The survey revealed that 90 per cent of people with lung conditions, 
including asthma, have already made significant changes to their lives in 
response to the cost-of-living crisis. These include:
• Almost one-in-six (15 per cent) are cutting back on using their inhaler to 
make it last longer, even though using a preventer inhaler every day is the best 
way for people to manage their asthma and prevent attacks
• Five per cent say that they have borrowed medicines from someone else and 
six per cent have not been getting their prescriptions
• One-in-10 (10 per cent) people with lung conditions say that they’ve been 
using medical devices that require electricity, for example, nebulisers which 
help people breathe in medicines, less

      These changes are having a devastating impact on people’s health. Almost 
half (49 per cent) say their lung condition is worse because of changes they’ve 
made, 20 per cent say that they’ve had an asthma attack or exacerbation, 19 per 
cent have had to see their GP, and seven per cent have had to seek emergency 
treatment.

BEN’S STORY
One person who has recently noticed a serious 
decline in his health is Ben Robinson, 42, who 
has severe asthma and COPD which he helps to 
manage by using a nebuliser. He’s cut back on fresh 
food and, with his energy bills already a third of his 
income, he is worried he will have to cut back on 
using his nebuliser too.
      ‘I’m genuinely worried that the cost-of-living 
rises are going to send me to an early grave. I’ve 
been hospitalised many times in winter because 
cold air and colds and viruses trigger my asthma 
and leave me fighting for breath. I’m already 
thinking I might have to cut back on using my 
nebuliser and if I have to cut back on heating too, I 
know I’ll end up in hospital again.’
      Both Ben’s respiratory conditions, along with 
other health problems, mean Ben hasn’t been able 
to work for several years.
      Ben was recently hospitalised after experiencing 
a severe asthma attack a few weeks ago, and is 
currently recovering at home. Getting out and 
about is now very difficult, so he spends most of 
his time at home by himself.
      ‘There’s a lot of anxiety bubbling in me 
about how I’m going to be able to afford the 
electricity needed to keep running my nebuliser. 
I’m constantly worrying about money. My 
lung condition’s getting worse, partly because I 
feel so stressed all the time – I’ve already been 
hospitalised this month and I’m worried I’ll end up 
in hospital again if I have to cut down on using my 
nebuliser medication. I’m also not eating well at 
the moment because I’m buying cheaper food.’

REDUCING THE RISKS
Dr Andrew Whittamore, Clinical Lead at Asthma 
+ Lung UK and a practicing GP, warned, ‘Winter 
is the deadliest season for people with lung 
conditions. Cold homes are very dangerous for 
people with lung conditions because they provide 
the perfect environment for respiratory infections 
to thrive. Cold air is a trigger for life-threatening 
asthma attacks and COPD flare-ups. In the longer-
term, cold homes are a hotbed for mould and 
damp, which, alongside cold air, are also common 
lung triggers. Breathing in mould spores can also 
cause a lung condition called aspergillosis, which 
can cause shortness of breath, wheeze, weight loss 
and a high temperature.’
      Almost half (46 per cent) of people with lung 
conditions surveyed say they plan to cut back on 
meals to cope with the increasing fuel costs. Eating 
healthy food that contains vitamins and minerals 
supports the immune system, helping to prevent 
chest infections and this is vital for people living 
with lung conditions. This situation is untenable 
and Asthma + Lung UK is urging the government 
to provide targeted financial support to help people 
with lung conditions with the rising cost of bills 
and living.

With the cost-of-living crisis 
soaring and winter’s bite 

sharpening, individuals with 
respiratory conditions are 

encountering increased 
risks of life-threatening 

asthma attacks.
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Prescribing Information: Luforbec® 100/6 and 200/6 pressurised metered dose inhaler 
(pMDI) Consult the full Summary of Product Characteristics (SmPC) before prescribing.  
Presentation: Pressurised inhalation solution. Luforbec 100/6 pMDI: Each dose contains 
beclometasone dipropionate (BDP) 100 micrograms (mcg) and formoterol fumarate dihydrate 6 
mcg. Luforbec 200/6 pMDI: Each dose contains beclometasone dipropionate (BDP) 200 mcg and 
formoterol fumarate dihydrate 6 mcg. Indications: Asthma: Regular treatment of asthma 
where use of an inhaled corticosteroid/long-acting beta2-agonist (ICS/LABA) combination is 
appropriate: patients not adequately controlled on ICS and as needed short-acting beta2-agonist, 
or patients already adequately controlled on both ICS and LABA. COPD (Luforbec 100/6 
only): Symptomatic treatment of patients with severe COPD (FEV1 <50% predicted normal) and a 
history of repeated exacerbations, who have significant symptoms despite regular therapy with 
long-acting bronchodilators. Dosage and administration: For inhalation in adult patients (≥18 
years); not recommended for children and adolescents under 18 years. Asthma: Maintenance 
therapy: Luforbec 100/6 pMDI: 1–2 inhalations twice daily. Luforbec 200/6 pMDI: 2 inhalations 
twice daily. The maximum daily dose is 4 inhalations, ensuring a separate short-acting 
bronchodilator is available as needed. Patients should receive the lowest dose that effectively 
controls symptoms. Maintenance and reliever therapy (Luforbec 100/6 pMDI only): Luforbec 
can be taken as a regular maintenance treatment and as needed in response to asthma 
symptoms: 1 inhalation twice daily (morning and evening) plus 1 additional inhalation as needed in 
response to symptoms. If symptoms persist after a few minutes, an additional inhalation is 
recommended. The maximum daily dose is 8 inhalations. Patients should be advised to always 
have Luforbec available for rescue use. Close monitoring for dose-related adverse effects is 
needed in patients who frequently take high numbers of Luforbec as-needed inhalations. COPD 
(Luforbec 100/6 pMDI only): 2 inhalations twice daily. Luforbec pMDI can be used with the 
AeroChamber Plus® spacer device. BDP in Luforbec is characterised by an extrafine particle size 
distribution which results in a more potent effect than formulations of BDP with a non-extrafine 
particle size distribution (100mcg of BDP extrafine in Luforbec are equivalent to 250mcg of BDP 
in a non-extrafine formulation). When switching patients from previous treatments, it should be 
considered that the recommended total daily dose of BDP for Luforbec is lower than that for 
non-extrafine BDP containing products and should be adjusted to the needs of the individual 
patient. Contraindications: Hypersensitivity to the active substances or to any of the 
excipients. Warnings and precautions: Not intended for initial management of asthma. 
Treatment should not be initiated during an exacerbation, or during significant worsening or 
acutely deteriorating asthma. Treatment should not be stopped abruptly. Medical attention 
should be sought if treatment is ineffective. Patients should be advised to take Luforbec every 
day even when asymptomatic. Treatment should be discontinued immediately if the patient 
experiences a paradoxical bronchospasm.  Use with caution (which may include monitoring) in 
patients with cardiac arrhythmias, especially third degree atrioventricular block and 

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

machines. Side effects: Common: Pharyngitis, oral candidiasis, headache, dysphonia. 
Uncommon: Influenza, oral fungal infection, oropharyngeal candidiasis, oesophageal 
candidiasis, vulvovaginal candidiasis, gastroenteritis, sinusitis, rhinitis, pneumonia (in COPD 
patients), granulocytopenia, allergic dermatitis, hypokalaemia, hyperglycaemia, restlessness, 
tremor, dizziness, otosalpingitis, palpitations, electrocardiogram prolonged QTc interval, ECG 
change, tachycardia, tachyarrhythmia, atrial fibrillation (in COPD patients), hyperaemia, flushing, 
cough, productive cough, throat irritation, asthmatic crisis, diarrhoea, dry mouth, dyspepsia, 
dysphagia, burning sensation of the lips, nausea, dysgeusia, pruritus, rash, hyperhidrosis, urticaria, 
muscle spasms, myalgia, C-reactive protein increased, platelet count increased, free fatty acids 
increased, blood insulin increased, blood ketone body increased, blood cortisol decrease (in 
COPD patients). Rare: Ventricular extrasystoles, angina pectoris, paradoxical bronchospasm, 
angioedema, nephritis, increased blood pressure, decreased blood pressure. Very rare: 
Thrombocytopenia, hypersensitivity reactions, including erythema, lips, face, eye and 
pharyngeal oedema, adrenal suppression, glaucoma, cataract, dyspnoea, exacerbation of 
asthma, peripheral oedema, decreased bone density. Unknown frequency: Psychomotor 
hyperactivity, sleep disorders, anxiety, depression, aggression, behavioural changes 
(predominantly in children), blurred vision. Refer to SmPC for full list of side effects. Legal 
category: POM Price and Pack: £20.52 1x120 actuations. Marketing authorisation (MA) 
No(s): PL 35507/0204, 35507/0205 MA holder: Lupin Healthcare UK Ltd, The Urban Building, 
Second Floor, 3-9 Albert Street, Slough, Berkshire, SL1 2BE, United Kingdom. PI Last Revised: June 
2022. AeroChamber Plus® is a registered trademark of Trudell Medical International.

Adverse events should be reported. Reporting forms and information can be found at 
https://yellowcard.mhra.gov.uk or search for MHRA Yellowcard in the Google Play or 
Apple App store. Adverse events should also be reported to Lupin Healthcare Limited on 
+44 (0)1565 751 378 or email us at EU-PV@lupin.com

Ref: 1. NHS BSA. Drug Tariff. https://www.nhsbsa.nhs.uk/pharmacies-gp-practices-
and-appliance-contractors/drug-tariff Accessed: October 2022. 2. UK General Practice 
Prescribing Data July 2021 - June 2022 https://www.nationalarchives.gov.uk/doc/open-
government-licence/version/3/. 3. Carbon Footprint Limited, Life Cycle Assessment Report 
2022. Data on File. 4. Certifications of carbon neutrality for Luforbec 100/6 & 200/6 pMDI. 
5. MIMS: Inhaler Carbon Emissions. https://www.mims.co.uk/inhaler-carbon-emissions/
respiratory-system/article/1739635. Accessed: October 2022.  6. Luforbec 100/6 pMDI. 
Summary of Product Characteristics (SPC). Lupin Healthcare UK Limited. 7. Luforbec 200/6 
pMDI. Summary of Product Characteristics (SPC). Lupin Healthcare UK Limited. Fostair® is a 
registered trademark of Chiesi Ltd

Delivering quality medicines and value to patients and the NHS
www.lupinhealthcare.co.uk

UK-LUF-2210-00008  October 2022

Luforbec could support annual cost 
improvements of  £1.06 million on 
average per ICS/Health Board vs 
Fostair pMDIs NHS list price1,2

= £1.06 million
+100/6 200/6

Carbon 
Neutral
Product

CARBON NEUTRALITY 
ACHIEVED THROUGH 

CARBON OFFSETTING3-5

To discuss the cost improvement potential Luforbec could offer your  

ICS/Health Board and our price reassurance contact: ukrespiratory@lupin.com

Luforbec 100/6 is indicated for adult asthma and COPD (FEV1 <50% predicted normal)6 Luforbec 200/6 is indicated for asthma in adults7
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WHAT DRY EYE TREATMENT STRATEGIES ARE DEEMED 
THE MOST EFFECTIVE?
Once the diagnosis of dry eye is confirmed, the subtype of the 
condition can then be refined – such as whether it’s aqueous deficiency 
or evaporative, or whether there’s a systemic cause underlying the dry 
eye, a medication reason, or some other issue. The clinician can then 
decide the dry eye treatment strategy.
      Typically, if the patient’s eyes are dry, and not producing enough 
tears, they can replace that loss through ocular lubricants. These are 
typically available in forms like drops or gels or ointments, and are 
mostly available without prescription, and can either be provided 
directly by the optometrist or from the local pharmacist over-the-
counter.

CAN YOU TELL US MORE ABOUT THE FORMS THESE 
TREATMENTS TAKE?
In terms of the types of these lubricants, the gels tend to be thicker and 
stay on the eyes for longer, while ointments are generally given to those 
people whose eyes really dry up towards the evening and when they 
wake up in the morning. Oftentimes, the ointment is applied before the 
individual goes to bed, partly because the ointment can cause blurry 
vision, and it takes a few minutes for it to recover, so it’s better for the 
individual to use gels and drops throughout the day.
      Most of these lubricants don’t contain any medicine so they can 
be used as often as the individual likes. However, they often contain 
preservatives so if they’re going to be used in the long-term, the 
clinician will usually recommend a preservative-free option. 
      If lubricating the eye like this isn’t sufficient, sometimes the 

optometrist will recommend punctal plugs. These are inserted into 
the drainage holes in the lower nasal corner of the eyelid to prevent 
the tears from draining away – the ocular surface retains the tears 
for longer. They are semi-permanent and stay in the eyes as long as 
required and can be removed if necessary. However, there are also 
options for them to remain permanently – normally reserved for those 
with severe dry eye. 
      If another cause of dry eye – meibomian gland dysfunction – is 
prevalent and detected by the optometrist with a microscope, it can be 
treated simply by cleaning the eyelids, and doing a warm compress to 
help unblock the glands which produce the oily part of the tears. That’s 
usually done once or twice a day or once a week depending on the 
severity of the condition. 
 

HOW LONG SHOULD THE TREATMENT BE EMPLOYED?
The drops and the warm compress are typically a long-term treatment 
plan. These strategies manage the symptoms, rather than treating the 
underlying causes, apart from the warm compress. 
      Fortunately, most people manage their symptoms well and after 
an adequate period of time, which is determined depending on the 
clinician’s view and patient severity – such as two-to-four months – if 
the plan isn’t effective and the symptoms are getting worse, a more 
medicated form of treatment can be prescribed, or a referral for 
treating the underlying cause.

ARE THERE ANY LIFESTYLE BEHAVIOURS WHICH PLAY 
A ROLE IN THE DEVELOPMENT OF DRY EYE? WHAT 
CHANGES COULD INDIVIDUALS ADOPT IN ORDER TO WARD 
OFF THE RISK?
Working in a dry atmosphere can increase the evaporation of tears 
from the ocular surface. Additionally, a reduced blink rate can result 
from prolonged activity, such as reading or screen use, and can 
contribute towards increased evaporation. No breaks from this activity, 
little water intake, and working in a polluted or smoky atmosphere, 
can also contribute. 
      What people can do to mitigate this risk and help prevent the 
development of dry eye is to keep hydrated, keep the eyes clean, and 
be careful with the use of make-up, especially eyeliner. When people 
apply make-up, it can block the meibomian glands which can mean 
that the tear films get disrupted. That doesn’t mean they shouldn’t wear 
it, but I would advise to apply it carefully.
      I know that it’s difficult to avoid turning on central heating, 
especially in the winter months, but this can help alleviate dry eye 
symptoms too. The 20/20 rule can also help, in which if somebody 
is using a screen or reading for long periods, every 20 minutes, they 
should look at something 20 feet in the distance for about 20 seconds. 
This gives the eyes a break from looking at the same target, initiates a 
blink, and allows the eyes to take on some water. People can do that 
simply in their everyday life.
      If the air is really dry, a humidifier can help, and if an individual is 
outdoor for long periods, wearing sunglasses – ideally the wraparound 
kind – can help the wind and drafts from drying out the eyes. 

A SIGHT FOR SORE EYES
In the continuation of his dry 
eye deep dive from last edition, 
Dr Paramdeep Bilkhu MCOptom, 
Clinical Adviser at The College 
of Optometrists, discusses the 
subsequent action which can be 
taken to help patients deal with 
the condition. 

Dr Paramdeep Bilkhu



Simultaneously support 
all three layers  

of the tear film with 
Viscotears® Tri Action1

Please see Instructions for Use (IFU) for   ingredients, storage conditions, warnings and cautions. 
1. Viscotears® Tri Action Instructions for Use. March 2021. v1.1-V

Viscotears® is a trademark of Bausch & Lomb Incorporated or its affiliates.  © 2022 Bausch & Lomb Incorporated or its affiliates
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lipid formulation;

THREE Layers of tear film 
support for your patients 

with dry eye disease1
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Over one 
million of the 

67 million 
population 

in the UK 
have heart 
failure, and 

it’s estimated 
that a further 

385,000 
people with 

the condition 
are currently 

undetected 
and 

undiagnosed, 
missing out 

on life-saving 
treatments. 
It’s time to 
change the 

trajectory of 
heart failure.

The number of people with heart failure 
is set to rise over the next 25 years, driven 
primarily by the ageing of the baby boomer 
generation. 
      By 2040 the UK will have 80 per cent 
more over-80-year-olds and 100 per cent 
more over-90-year-olds. This will increase 
the prevalence of long-term conditions, 
cardiovascular disease, and, ultimately, heart 
failure.
      Currently, 80 per cent of heart failure is 
diagnosed in hospital following acute events 
despite 40 per cent of these having presented 
with symptoms in primary care. One-in-10 
patients do not survive an acute admission 
and one-in-three go on to die in the year 
after discharge. The human and economic 
costs are huge.  
      In 2021, the British Society for Heart 
Failure launched a programme called 
‘Freedom from Failure – The F Word’, 
campaigning to increase early diagnosis 
of heart failure. Aimed at the public and 
policymakers, the first year focused on 
encouraging self-recognition of common 
symptoms of heart failure, such as fatigue, 
fighting for breath, and filling with fluid. 
      We must now take the opportunity to 
focus the attention of policymakers and to 
prioritise heart failure prevention, diagnosis 
and management. This year the programme 
embraces greater ambition and endeavours 
to improve survival.
      The British Society for Heart Failure is 
uniting organisations with a vested interest 
in improving heart failure survival to work 
together and commit to reducing deaths due 
to heart failure by 25 per cent in the next 25 
years. Together we can accelerate action and 
raise the profile of heart failure on the world 
stage.  
      Using a progressive, continuous 
improvement model, we must strive towards 
these goals: 
• 90 per cent of patients with a risk factor for 
heart failure are identified
• 90 per cent of expected heart failure 
patients are accurately diagnosed

• 90 per cent of diagnosed heart failure 
patients are prescribed guideline-directed 
medical therapy
• 90 per cent have a personalised care plan 
that addresses quality of life and wellbeing

      This will be piloted in selected cities and 
communities, initially in the UK, working 
with local politicians, healthcare providers 
and community organisations. Through this 
process the British Society for Heart Failure 
will create a ‘25in25’ action plan that can 
be adapted to new sites, both in the UK and 
overseas. We can change the outcomes for 
those with heart failure and those who are 
currently unaware they have the condition, 
globally. As a collective, we can leverage our 
capacity to build a more sustainable and 
inclusive future for all those in danger of 
dying from heart failure, regardless of age, 
gender, ethnicity, and social and economic 
circumstances.

ABOUT THE BRITISH 
SOCIETY FOR HEART 
FAILURE
The British Society for Heart Failure was 
founded in 1997 and registered as a charity 
in 1998 by a group of leading cardiac 
healthcare professionals who recognised a 
gap in knowledge and understanding of heart 
failure across the health service. 
      Professor Philip Poole-Wilson, the 
founding Chairman of the British Society 
for Heart Failure, was interested in heart 
failure, coronary heart disease and the global 
prevention of heart disease and stroke. Heart 
failure was his major research focus and his 
work covered both basic science (laboratory 
studies) and clinical research. 
      From these beginnings, interest and 
investment in research into heart failure 
has grown substantially and contributed to 
significant strides forward in understanding, 
treatment and management.

GETTING TO THE GETTING TO THE 
HEART OF ITHEART OF IT

HEART FAILURE
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The profession’s 
independent charity

Counselling               
& Peer Support 

Financial 
Assistance

Wardley 
Wellbeing 
Service

– here for YOU throughout 
your pharmacy journey! 

As healthcare professionals, you’ll 
spend much of your lives focusing on 
others. Our mission is to champion the 
wellbeing of our pharmacy family. We 
are here to focus on you.

Whilst we hope everyone has a rewarding and 
enjoyable career in pharmacy, there may be times 
when you could use a little guidance, information 
and support, or merely a listening ear. 

Specialist Advice in 
Debt, Benefits and 
Employment Law

Information 
& Enquiries

Addiction 
Support 

To find out more and access our free and 
confidential support:

Our free and confidential 
support services include:

Visit:

Email:

Call:

Connect:

pharmacistsupport.org
info@pharmacistsupport.org
0808 168 2233
� � � �� �

Pharmacist Support is a charitable company limited by guarantee registered in 
England and Wales with company number 9237609 and charity number 1158974.


