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The Striverdi eﬀect
®

•

Striverdi® Respimat®, a new once-daily
LABA with a rapid onset of action that
oﬀers signicant improvements in lung
function* and exercise endurance†
vs control for your COPD patients1-3

•

The second molecule delivered via the
unique Respimat® Soft Mist™ inhaler‡1,4

•

Use once-daily in 2 consecutive puﬀs
(2.5 mcg each)1

WHY WAIT?

*Patients continued all the usual therapy excluding other LABAs. †Usual background maintenance therapy including SAMAs, ICS and methylxanthines, but excluding other LABAs and LAMAs. ‡In Ireland.
LABA= long-acting beta-2 agonist. COPD= chronic obstructive pulmonary disease. SAMA= slow-acting muscarinic antagonist. ICS= inhaled corticosteroid. LAMA= long-acting muscarinic antagonist.
REFERENCES: 1. Striverdi® Respimat® Summary of Product Characteristics. 2. Boehringer Ingelheim. Data on file. DOF TOL13-01(zu). 3. Boehringer Ingelheim. Data on file. DOF TOL13-01(zv). 4. Spiriva® (tiotropium) Respimat® Summary
of Product Characteristics.
STRIVERDI® RESPIMAT® (olodaterol)
Solution for inhalation containing 2.5 microgram olodaterol (as hydrochloride)
per puff. Action: beta2-adrenergic agonist. Indication: Maintenance
bronchodilator treatment in patients with chronic obstructive pulmonary
disease (COPD). Dose and Administration: Adults only age 18 years or
over: 5 microgram olodaterol given as two puffs from the Respimat inhaler
once daily, at the same time of the day. Contraindications: Hypersensitivity
to olodaterol or to any of the excipients; benzalkonium chloride, disodium
edetate, purified water or citric acid. Warnings and Precautions: Not for use
in asthma or the treatment of acute episodes of bronchospasm, i.e. as rescue
therapy. Immediate hypersensitivity reactions may occur after administration.
Inhaled medicines may cause inhalation-induced paradoxical bronchospasm.
Caution in patients with: cardiovascular disorders, especially ischaemic heart
disease, severe cardiac decompensation, cardiac arrhythmias, hypertrophic
obstructive cardiomyopathy, hypertension and aneurysm; convulsive
disorders or thyrotoxicosis; known or suspected prolongation of the QT
interval (e.g. QT>0.44 s); patients unusually responsive to sympathomimetic
amines. Experience in the following patient groups is limited therefore
use with caution in patients: with a history of myocardial infarction during
the previous year or unstable or life-threatening cardiac arrhythmia;
hospitalised for heart failure during the previous year or with a diagnosis
of paroxysmal tachycardia (>100 beats per minute). In some patients, like
other beta-adrenergic agonists, olodaterol may produce: clinically significant

cardiovascular effects; significant hypokalaemia; increases in plasma
glucose after inhalation of high doses. Caution in planned operations with
halogenated hydrocarbon anaesthetics due to increased susceptibility
of adverse cardiac effects. Should not be used in conjunction with any
other long-acting beta2-adrenergic agonists. Interactions: Concomitant
administration with other adrenergic agents (alone or in combination
therapy) may potentiate the undesirable effects of Striverdi Respimat.
Concomitant treatment with xanthine derivatives, steroids, or non-potassium
sparing diuretics may potentiate any hypokalemic effect of adrenergic
agonists. Beta-adrenergic blockers may weaken or antagonise the effect
of Striverdi Respimat which should only be given together if there are
compelling reasons for their use. MAO inhibitors, tricyclic antidepressants,
or QTc prolonging drugs may potentiate the action of Striverdi Respimat
on the cardiovascular system. Fertility, Pregnancy and lactation:
No data on the use of Striverdi Respimat in pregnant women are available.
As a precautionary measure, avoid use during pregnancy. Like other beta2adrenergic agonists, olodaterol may inhibit labour due to a relaxant effect
on uterine smooth muscle. It is unknown whether olodaterol/metabolites
are excreted in human milk. A decision on whether or not to discontinue/
abstain from Striverdi Respimat should be made taking into account the
benefit of breast feeding to the child or benefit of therapy for the woman.
Clinical data on fertility are not available for Striverdi Respimat. Effects on

ability to drive and use machines: No studies have been performed. The
occurrence of dizziness may affect the ability to drive or operate machinery.
Undesirable effects: Uncommon (≥1/1,000 to <1/100) Nasopharyngitis,
dizziness, rash. Rare (≥1/10,000 to <1/1,000) Hypertension, arthralgia.
Occurrence of undesirable effects related to the beta-adrenergic agonist class
should be taken into account such as tachycardia, arrhythmia, palpitations,
myocardial ischaemia, angina pectoris, hypertension or hypotension, tremor,
headache, nervousness, insomnia, dizziness, dry mouth, nausea, muscle
spasms, fatigue, malaise, hypokalemia, hyperglycemia and metabolic
acidosis. Prescribers should consult the Summary of Product Characteristics
for further information on side effects. Pack sizes: Single pack: 1 Respimat
inhaler and 1 cartridge providing 60 puffs (30 medicinal doses) Legal
category: POM. MA numbers: PA 775/6/1 Marketing Authorisation Holder:
Boehringer Ingelheim International GmbH, D-55216 Ingelheim am Rhein,
Germany. Prescribers should consult the Summary of Product Characteristics
for full prescribing information. Additional information is available on
request from Boehringer Ingelheim Ireland Ltd, The Hyde Building, The
Park, Carrickmines, Dublin 18 (Ireland only). Prepared in February 2014.
This medicinal product is subject to additional monitoring.
Date of preparation: June 2014
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news
NAtIoNAl eXecutIve coMMIttee NeWS
DATE FoR DiARY
iPnA AnnUAl EDUCATionAl ConFEREnCE/AGM 2014
The 2014 IPNA Annual Educational Conference and AGM
will be held on Friday 17th and Saturday 18th October 2014 in
the Limerick Strand Hotel, hosted by the IPNA Kerry Branch.
Programme and registration form have been e-mailed to all
members and are also available to download from the News
and Events pages of the IPNA website.
iPnA ConFEREnCE REGiSTRATion FEES (online payment
option)
The NEC has decided to offer an option for members to pay
their delegate fees electronically, using credit card or visa debit
card via PayPal. You do not need to have a PayPal account to
avail of this option and you can still pay by cheque/bank draft
or Postal Order if you’d prefer. Either way your Conference
Registration Form must be completed and sent back to Tracey
Rooney, Membership Secretary (address on form).
iPnA ConFEREnCE EXhiBiTion AREA
There are a limited number of exhibition stands remaining. If you
would like to book a stand please e-mail the Conference Committee at: ipnaconference@irishpracticenurses.ie as soon as
possible.
iPnA AGM
Motions for AGM will be circulated to members before AGM.
iPnA nEC MEETinGS 2014
Wednesday 3rd September 2014, Ashling Hotel, D.8, 11am-3pm
Friday 17th October 2014, Limerick Strand Hotel, time tbc
2014 iPnA EDUCATionAl AWARDS
Practice Nurse of the Year 2014 – closing date 31st July 2014.
Nomination Forms were circulated to branch committees.
IPNA Clinical Award 2014 (Travel Health) – closing date Sunday
14th September 2014. See May/June issue for Case Study. That
issue is available to view via www.greencrosspublishing.ie
along with other past issues.
IPNA Educational Bursary 2014 – closing date 31st July 2014. See
Grants and Awards page of website for flyer with entry criteria.
Valerie Mangan IPNA Loyalty Award 2014 – closing date 31st
July 2014. See Grants and Awards page of website for flyer with
entry criteria.
iPnA WEBSiTE
The IPNA website, www.irishpracticenurses.ie is updated
constantly, so please log in regularly to get the latest news
on study days, education, new comments in the Discussion
boards and more. You will also find IPNA Policies, Articles of
Association and Minutes of all NEC meetings to date in the
Members Area. The IPNA Data Protection Policy, which was
updated by the NEC in February, is available to view now in the
Members Area.
iPnA on TWiTTER
If you have a Twitter account you can follow the handle @PracticeNurses to receive IPNA news, reminders & useful information
that is retweeted from other groups – directly to your timeline.
Lisa Nolan e-mail: admin@irishpracticenurses.ie www.
irishpracticenurses.ie
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Confusion about smear
tests lies with both
patients and doctors
In her BMJ column, general practitioner Margaret McCartney says
that it is not only citizens who are confusing smear tests with tests
for cervical cancer, but many in the medical profession.
Dr McCartney says that media campaigns to “lower the age at
which cervical screening starts are understandable” but they would
“leave a useless legacy”. She says the women in recent high profile
cases presented to their doctors with symptoms of cancer and had
they undergone cervical screening it would have “delayed referral”.
She adds that smear tests “do not provide a benefit to women in this
age group”.
She says that smear tests do not feature in NHS guidelines for
young women with possible symptoms of cervical cancer, which
recommend “history taking, examination, and, swab or referral to
hospital for symptomatic young women” and adds that “cervical
screening is the wrong test for a symptomatic woman and may simply delay a referral for more appropriate diagnostic interventions”.
Dr McCartney worries that it’s not only patients confusing screening with diagnostic tests, but also health journalists and the medical
profession.
Dr McCartney concludes that “campaigns may well do more harm
than good because they haven’t understood the essence of who
screening is for”. She says the “confusion does not simply lie with the
public but within the medical profession”.

Irish study affirms safety
of ﬂu vaccine in pregnancy
Research examining Irish maternity hospital data during the
recent flu pandemic has affirmed that the seasonal influenza vaccine is safe at any stage during pregnancy.
The study led by RCSI’s School of Pharmacy and the Rotunda
Hospital also showed that vaccination uptake was influenced by
socio-demographic factors such as the mother’s age and country
of origin.
According to the research, published in the European Journal of
Obstetrics and Gynaecology and Reproductive Biology, vaccination uptake was found to be less likely in younger age groups;
those who were not in the professional/ manager/employer
socioeconomic group; women from eastern Europe, Africa and
Asia/Middle East; those who reported an unplanned pregnancy;
women who booked late for antenatal care; and recipients of
publicly-funded obstetric care. Irish nationality was associated
with reporting vaccination.
There was no association between vaccination during
pregnancy and adverse pregnancy outcomes. Women who
were vaccinated were less likely to have a preterm delivery than
unvaccinated women.
Lead author of the study, Prof Brian Cleary, Chief Pharmacist, Rotunda Hospital and Honorary Clinical Associate Professor at the RCSI
School of Pharmacy, said future public health campaigns should
provide clear information on vaccination safety in pregnancy.
The study was carried out using electronic records from the
Coombe Women and Infants University Hospital. Women who
were pregnant with a single baby before (December 2008–September 2009) and during the A/H1N1 pandemic (December
2009–September 2010) were included.

When parents ask for your help
treating aches, pain and fever,
there’s a name healthcare professionals
have trusted for over 35 years.

Starts to work on fever in
just 15 minutes
Not harsh on tummies
A taste to smile about

Calpol Infant
Suspension
Syringe
available only
in 140ml

When it comes to kids, we understand.
Calpol 120 mg/5 ml Sugar Free Infant Oral Suspension. Composition: Calpol Sugar
Free Infant Oral Suspension contains 120 mg Paracetamol in each 5 ml. Indications: Calpol Sugar Free
Infant Suspension is indicated for the treatment of pain (including teething pain), and as an antipyretic.
Calpol Sugar Free Infant Suspension is indicated for the relief of headache, migraine, neuralgia, toothache
and teething pains, sore throat, rheumatic aches and pains, influenza, feverishness and feverish colds.
Dosage: Dosage: Infants aged 2-3 months: Post-vaccination fever and Other causes of Pain and Fever - if
your baby weighs over 4 kg and was born after 37 weeks: 2.5 ml . If necessary, after 4-6 hours, give a
second 2.5 ml dose. Do not give to babies less than 2 months of age. Do not give more than 2 doses.
Leave at least 4 hours between doses. If further doses are needed, talk to your doctor or pharmacist.
It is important to shake the bottle for at least 10 seconds before use. Children aged 3 months – 6
years: 3 – 6 months: 2.5 ml 4 times a day. 6 – 24 months: 5 ml 4 times a day. 2 – 4 years: 7.5
ml 4 times a day. 4 – 6 years: 10 ml 4 times a day. Contra-indications: Calpol Sugar Free Infant
Suspension is contra-indicated in patients with known hypersensitivity to paracetamol, or any of the other
components. Special warnings and special precautions: Calpol Sugar Free Infant Suspension
should be used with caution in moderate to severe renal impairment or severe hepatic impairment. The
label contains the following statements: Store below 25°C. Protect from light. Contains paracetamol. Do
not exceed the stated dose. Keep out of reach of children. Do not take more than 4 doses in 24 hours.
Dose 4 times a day. Do not repeat doses more frequently than 4 hourly. Do not give for more than 3
days without consulting a doctor.If symptoms persist consult your doctor. If you child is taking any other
medicine, consult your doctor or pharmacist before taking this product. Immediate medical advice should
be sought in the event of an overdose, even if you feel well. (label).Immediate medical advice should be
sought in the event of an overdose, even if you feel well, because of the risk of irreversible liver damage.
(leaflet).Do not take with any other paracetamol containing products. The following precautions should
be followed when taking this medicine:Do not take with any other paracetamol-containing products.Never

IRE/CA/14-0845a

give more medicine than shown in the table.Do not give to babies less than 2 months of age.For infants
2-3 months no more than 2 doses should be given.Do not give more than 4 doses in any 24 hour
period.Leave at least 4 hours between doses.Do not give this medicine to your child for more than 3
days without speaking to your doctor or pharmacist.As with all medicines, if your child is currently taking
any medicine consult your doctor or pharmacist before taking this product.Keep out of reach and sight of
children. Undesirable effects: Paracetamol has been widely used and, when taken at the usual
recommended dosage, side effects are mild and infrequent and reports of adverse reactions are rare.
Chronic hepatic necrosis has been reported in a patient who took daily therapeutic doses of paracetamol
for about a year and liver damage has been reported after daily ingestion of excessive amounts for shorter
periods. A review of a group of patients with chronic active hepatitis failed to reveal differences in the
abnormalities of liver function in those who were long-term users of paracetamol nor was the control of
the disease improved after paracetamol withdrawal.Nephrotoxic effects following therapeutic doses of
paracetamol are uncommon. Papillary necrosis has been reported after prolonged administration.Adverse
effects of paracetamol are rare but hypersensitivity, including anaphylaxis and skin rash may occur. Blood
and the lymphatic system disorders: Thrombocytopenic purpura, haemolytic anaemia, agranulocytosis.
Hepato-biliary disorders: Anaphylaxis, Chronic hepatic necrosis, liver damage, Nephrotoxic effects. Immune
system disorders: Papillary necrosis. Skin and subcutaneous: Skin rashes (with or without itching). Social
circumstances: Overdosage. Name address of the holder of the marketing authorisation:
McNeil Healthcare (Ireland) Ltd, Airton Road, Tallaght, Dublin 24, Ireland. Marketing authorisation
number: PA 823/10/5. Date of revision of text : November 2012. Classification: General
sale in child resistant packs containing not more than 60ml of the 120mg/5ml dose form. Retail sale
through pharmacy in child resistant packs containing not more than 140ml of the 120mg/5ml dose form.
Further information available upon request from Johnson & Johnson (Ireland) Ltd.

Calpol Six Plus 250mg/5ml Sugar/Colour Free Oral Suspension. Composition:
250mg/5ml Sugar/Colour Free Oral Suspension contains paracetamol 250 mg per 5 ml. Indications:
Calpol products are indicated for the treatment of mild to moderate pain and as antipyretics. Calpol is
indicated for the symptomatic relief of headache, migraine, neuralgia, toothache and teething pains, sore
throat, influenza, feverishness and feverish colds. Dosage: For oral administration. Children aged
6 years – 12 years:6 – 8 years: One 5 ml spoonful (large end), 4 times. 8 – 10 years: One 5.0
ml spoonful (large end) and one 2.5ml spoonful (small end), 4 times. 10 – 12 years: Two 5 ml
spoonfuls (large end), 4 times. Children aged 12 – 16 years: Two – three 5ml spoonfuls (large end)
up to 4 times a day. Adults and children over 16 years: Two – four 5ml spoonfuls (large end) up to 4
times a day. Contra-Indications: Calpol is contra-indicated in patients with a known hypersensitivity
to paracetamol. Special Warnings and Precautions: Calpol should be used with caution in
patients with severe hepatic or renal dysfunction. There is no evidence of paracetamol dependence.
Contains 2.04g Maltitol and 1.4g Sorbitol per 5ml. Patients with rare hereditary problems of fructose
intolerance should not take this medicine. May have mild laxative effect. Calorific value 2.3kcal/g maltitol
and 2.6 kcal/g sorbitol. Methyl and propyl parahydroxybenzoates may cause allergic reactions (possibly
delayed). The following precautions should be followed when taking this medicine:Do not give with any
other paracetamol-containing products. Never give more medicine than shown in the table. Do not overfill
the spoon. Always use the spoon supplied with the pack. Do not give more than 4 doses in any 24 hour
period. Leave at least 4 hours between doses. Do not give this medicine to your child for more than 3
days without speaking to your doctor or pharmacist. As with all medicines, if your child is currently taking
any medicine consult your doctor or pharmacist before taking this product. Keep out of reach and sight of
children. Undesirable Effects: Post marketing Data: Adverse drug reactions identified with therapeutic
doses of paracetamol during clinical trial are included in Table 1. The frequencies are provided according to
the following convention: Very common (≥1/10); common (≥1/100, <1/10); uncommon (≥1/1

000, <1/100); rare (≥1/10 000, <1/1 000); very rare (<1/10 000); not known (cannot be
estimated from the available data). Blood and Lymphatic system disorders: Unknown: Thrombocytopenic
purpura, haemolytic anaemia and agranulocytosis. Immune System Disorders Unknown: Anaphylactic
reaction, hypersensitivity. Hepato-biliary disorders: Unknown: Chronic hepatic necrosis. Skin and
Subcutaneous Tissue Disorders: Unknown: Urticaria, pruritic rash, rash. Renal and urinary disorders:
Unknown: Nephrotoxicity and papillary necrosis. Paracetamol is well tolerated when taken at the usual
recommended dosages, with most reports of adverse reactions to paracetamol relating to overdosage
with the drug. At normal therapeutic doses, side effects are mild and infrequent with reports of adverse
reactions rare. Skin rashes have been documented occasionally, as have case reports of hypersensitivity
and idiosyncratic reactions (e.g. thrombocytopenic purpura, haemolytic anaemia and agranulocytosis).
Chronic hepatic necrosis has been reported in a patient who took daily therapeutic doses of paracetamol
for about a year and liver damage has been reported after daily ingestion of excessive amounts for
shorter periods. A review of a group of patients with chronic active hepatitis failed to reveal differences
in the abnormalities of liver function in those who were long-term users of paracetamol nor was the
control of their disease improved after paracetamol withdrawal. Nephrotoxicity following therapeutic doses
of paracetamol is uncommon, but papillary necrosis has been reported after prolonged administration.
Marketing Authorisation Holder: McNeil Healthcare (Ireland) Limited, Airton Road, Tallaght,
Dublin 24, Ireland. Marketing Authorisation Number: PA 823/10/4. Date of First
Authorisation/Renewal of Authorisation: 14th October 1994 / 14 October 2009. Date
of Revision of text: March 2013. Classification: General sale in child resistant packs containing
not more than 60ml of the 250mg/5ml dose form. Retail sale through pharmacy in child resistant packs
containing not more than 140ml of the 250mg/5ml dose form. Further information available upon
request from Johnson & Johnson (Ireland) Ltd.
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Rory O’Neill, aka Panti Bliss, launches
campaign to encourage HIV testing
Ahead of Irish AIDS Day, Janssen in partnership with the Gay Health
their local area. He spoke about his own personal experience of HIV
Network launched a campaign to stress the importance of knowing
saying, “As someone who is HIV positive and leads a healthy life, I would
your HIV status. The campaign Know The Score: Get Tested!* aims to
encourage everybody to get tested. Testing is essential to prevent the
encourage gay and bisexual men in Ireland to get tested or to retest
spread of HIV, it also ensures that people who are HIV positive get the
for HIV, and to stress the advantage of knowing your HIV status.
treatment they need early and can go on to lead a productive and normal
life.”
New research shows the vast majority (83%) of gay and bisexual
2013 figures released by the HSPC show that there were 344 newly
men consider their risk of contracting HIV as unlikely or very unlikely.
diagnosed cases of HIV in Ireland. Since 2010, the annual rate of new
However, a significant number (70%) of sexually active gay and
HIV diagnoses has been relatively stable in Ireland, ranging from 7.0
bisexual men have had unprotected sex, with almost one in ten (9%)
to 7.5 per 100,000 population.
saying they always have unproLast year, MSM accounted for the
tected anal sex.
highest number of new diagnosis
More than one in four (27%) gay
of HIV at 46% or 159 new diagor bisexual men who participated
noses, which has been the case
in the study have never been
since 20098. Among MSM, there
tested for HIV, meanwhile nearly
has been nearly a 180% increase
half (45%) of gay or bisexual men,
in diagnosis rates between 2005
who had taken a test, admit they
and 20139.
had not been tested in the last 6
In partnership with the Gay
months. According to the latest
Health Network Man2Man.ie
figures released from the HSE’s
programme and Dublin AIDS
Health Protection Surveillance
Alliance, Janssen has created a
Centre (HSPC), in 2013 37% of
new online locator map which
MSM (men who have sex with
shows exactly where you can get
men) were diagnosed late and as
a free HIV or STI test in Ireland.
a result carried an increased risk of
The map includes the addresses,
HIV‐related illness5.
contact details, opening hours
Rory O’Neill, drag queen and
Dr Shay Keating, Associate Specialist in Genitourinary
and appointment types for each
gay rights activist, launched the
Medicine, Rory O’Neill, entertainer and gay rights activist,
centre. The map and information
campaign and a new online locaJerry Buttimer TD,Chairman of the Joint Oireachtas
can be viewed on www.
tor map on Man2Man.ie, which
Committee on Health and Children and Dr Michelle de
Man2Man.ie and also on www.
makes it easy for everyone to find
Brun, Head of Medical Affairs, Janssen.
dublinaidsalliance.ie.
a free HIV or STI testing centre in

Our Lady of Lourdes Hospital conference
for Advanced Nurse Practitioners
Advanced Nurse Practitioners from various hospitals around the
country attended a conference in Drogheda on the 26th June.
The Advanced Nurse Practitioners as part of the Advanced
Nurse Practitioner (ANP) forum within the Emergency Medicine
Programme held a Continuing Professional Development Study
Day on the Management of Traumatic Knee Injuries that present
to the Emergency Department. The event was held in the Clinical
Education Centre of the RCSI, at Our Lady of Lourdes Hospital,
Drogheda.
Speakers on the day included Emergency Department
Consultants, Clinical Specialist Physiotherapists, ANPs and an
Orthopaedic Consultant from Our Lady of Lourdes Hospital.
Ciaran Conlon, Advanced Nurse Practitioner (Emergency)
at Our Lady of Lourdes Hospital, one of the organisers of the
conference said: “The focus of then Emergency Medicine
Programme is to make improvements in Emergency
Departments at a national level. The ANP forum is a subgroup
of this programme, specifically aimed at improving advanced
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nursing practice. By engaging in research, education and
professional development, we as ANPs strive to expand our
scope of practice and inform each other of new developments
and latest research, ultimately improving the patient
experience.”   The Advanced Nurse Practitioner (Emergency)
service has been in place in the Emergency Department of
Our Lady of Lourdes Hospital since 2003. The service has been
growing every year and last year they treated over 7,000 adults
and children in the Emergency Department. There are currently
five ANPs (Emergency) in Our Lady of Lourdes Hospital.
ANPs are nurses that are educated to Masters degree level
and complete further clinical training to enable them to assess,
diagnose and treat adults and children presenting with minor
injuries. They have the authority to prescribe medication and
ionising radiation (x-rays), which has the benefit of reducing
waiting times and ultimately improving the patient experience
in the department. They are actively involved in research and
education.
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Boots funds almost 600
nights of care for Night
Nurse Service

Colleagues and customers have raised €205,000 for the Irish
Cancer Society for the year ended 31 May 2014. This money will
be donated to the Irish Cancer Society and will pay for 586 nights
of care throughout the country, providing free nursing services
for cancer patients at the end of their cancer journey in their own
homes.
This is the second year that Boots Ireland has supported the
Irish Cancer Society as its Charity of the Year. The partnership to
date has raised almost €400,000. In addition, the work achieved
by the partnership was awarded Best Corporate Charity Partnership at last week’s Fundraising Ireland awards, succeeding over a
number of other high profile campaigns for its work in preventing
cancer and providing support for those affected by the disease.
Boots Ireland fundraising events across 2013/2014 were numerous with key highlights including:
· Night Walk for Night Nurses – All stores participated in the
second year of the Boots Night Walk for Night Nurses on 24 September 2013 with over 900 Boots Ireland colleagues walking in 35
different locations across the country, raising €45,000.
·Shave or Dye – All stores participated in the second year of
Shave or Dye on 22 February 2014 in conjunction with Today FM,
raising over €27,120 for the Irish Cancer Society, with many Boots
Ireland colleagues either shaving their heads or dying their hair
blue to raise funds.
The aim of the Boots Ireland partnership with the Irish Cancer
Society is to support those living with cancer in Ireland and to
increase awareness, promote prevention and raise vital funds to
support the Irish Cancer Society Nursing Service.
As well as providing vital fundraising, Boots Ireland supports a
number of key awareness campaigns throughout the year, across
the store network, including Breast Cancer awareness month in
October; Lung Cancer awareness month in January, and SunSmart
for skincare in May. For each of these campaigns, Boots stores
become community-based destinations for a range of cancer
information and advice including signs and symptoms, causes,
lifestyle advice, tests and treatments.
The fundraising campaign for 2014/2015 will include a variety
of initiatives with the Boots Night Walk for Night Nurses taking
place again on 9 August 2014. Colleagues from each of Boots
Ireland’s stores will be asking for customer support to participate
in a walk.
For more information on the Boots Night Walks for Night Nurses
and the cancer health awareness campaigns planned for the next
12 months, visit your local Boots Ireland store or visit Boots.ie.

news
Nursing jobs in Drogheda
Nursing home

Sean McCoy, CEO of Moorehall Living who anounced 50 new
jobs at Moorehall Lodge Drogheda recently.
50 new jobs will be created in Drogheda with the expansion of
Moorehall Lodge Nursing Home. The positions will be in the
nursing, caring and other staff areas at the facility on the Dublin
Road.
Moorehall Lodge Drogheda opened two years ago and
currently caters for 60 people in four households, with 46 new
rooms set to come on stream in October. “The expansion of our
services in Drogheda is a mark of our commitment to the area
and the success of the nursing home in its first two years,” said
Moorehall Living Chairman/Founder Michael McCoy. “This is
down to our staff, who are a great team, working in a supportive
environment. “We are looking to hear from qualified nurses and
carers with FETAC Level 5 qualifications, as well as housekeeping
staff, to join our team, and details can be found on our website
www.moorehallliving.ie/recuitment. “We also invite people to
come and visit Moorehall Lodge at any time and experience our
wonderful facilities.”
Moorehall Lodge Drogheda is part of the Moorehall Living
Group, which also operates Moorehall Lodge Ardee, Moorehall
Disability Service, Moorehall Homecare and retirement
villages. The Moorehall Living Group recently won both the
Innovations in Dementia Care Award and the Carer of the Year
Award at the Nursing Homes Ireland Care Awards. Built on
a household model that creates a true home environment,
Moorehall Lodge Drogheda has earned a reputation as
providing a positive living experience for people in a place
they can flourish and call home. “For us, care is always about
a person’s right to a warm and loving home and a meaningful
life, connected to families and friends and that is what we have
created in Drogheda,” said CEO Sean McCoy. “The household
model is at the heart of our family care ethos. Each of our present
households – Newgrange, Rosnaree, Mellifont and Millmount
– has its own front door, kitchen, living room and dining
room. “Each house also has its own dedicated staff with private
and shared public areas.”
Moorehall Lodge Drogheda also offers specialist dementia
care based on the Butterfly Model which makes emotional
connections for people on a daily basis catching the moment to
create stimulating and meaningful days. For more information on
Moorehall Lodge Drogheda, please call in at any time, phone 041
9818400 or see www.moorehallliving.ie.

5

regional news

nursingingeneralpractice

News for IPNA branches countrywide
Cavan/Monaghan
Margaret Geoghegan

The Cavan/Monaghan branch June meeting was held in Errigal
Hotel Cootehill on June10th. This meeting was sponsored by
Caoimhe Connolly of Astra Zeneca. The speaker at this meeting
was Mary McKenna Infection Prevention and Control Nurse
Specialist, Cavan/Monaghan Hospital group. She gave an
excellent presentation on the new infection control guidelines
in primary care, She also facilitated an education in hand
hygiene and standard precautions workshop. All attendees
received certificates. Well done to all who received this
certificate.

The minutes of the May NEC meeting were discussed.
Ruth also brought us up to date on this year’s conference
preparations.
Many of our members are looking forward to attending the
conference and we wish the Kerry branch best of luck in hosting
it.
Our next branch meeting which will be our AGM on 1st
October 2014.
Hope you all have a very enjoyable summer and look forward
to seeing you all in October.

Donegal

Bridget Breen
Hello from a sunny Donegal. I hope you all have time to enjoy it.
We have been busy here. Our last meeting before the
summer break was on May 21st in the Castle Grove Hotel in
Letterkenny. A wonderful venue. The talk was given by Dr Patil,
ENT specialist in Letterkenny. Allergic rhinitis was the topic on
the night. It was well received with many questions from the
floor. Over 20 attended. The meeting concluded with a lovely
meal. The sponsor was Irene Walsh from GSK. We are very
grateful to her and GSK for their continued support which is
much appreciated.
The educational evening on March 20th was a great success.
It was a first for us and we were very happy with the turnout: 23
nurses attended.
Celine Daly, CNS with Dr McKenna gave a very informative
and entertaining talk on skin conditions, treatments, etc. We
hope to have her back again in the autumn, such was the posi-

tive feedback about her presentation.
Dr Orla Conlon, obs/gynae consultant from Sligo spoke about
the diagnosis and management of the menopause.
Many questions followed from the floor. It was her first time
speaking to Practice Nurses and she is anxious to return at a
later date.
Our final speaker was Ann Marie Doherty, PHN, a former colleague. Ann Marie gave a very good presentation on wound care,
the different type of dressings that are on the market and their
many uses. We are very grateful to her for stepping in at the last
minute, as a planned speaker had to cancel due to a bereavement.
Branch funds were used to sponsor the evening.
Ann McGill our PDC has decided to take time off for a period
of eleven months. We wish her well and look forward to having
her back in the future. We are also grateful for her support dur-

A group of practise nurses who attended a recent educational evening in the Radisson Hotel, Letterkenny. Branch funds
were used to sponsor the meeting. Topics included, dermatology, the menopause, and wound care.
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News for IPNA branches countrywide
ing the past number of years. Kathy Taffe has agreed to “look
after” us in the interim.
The Branch AGM is in September at a date to be arranged. My
colleagues, Grace, Louise, and I will be stepping down.
All roads lead to Limerick in October, to the AGM: the pro-

gramme looks very interesting. We will be using Branch funds
for registration, hopefully it will be an incentive for people to
travel and help to curtail expenses. Christine Doherty has been
nominated to represent us for the Practice Nurse of the Year
Award. We wish her well.

Kildare

Catherine O’Dowd
Hello to all branches. Kildare IPNA branch has been actively
meeting since January when the new committee for 2014 was
elected following the branch AGM in November 13. A big Thank
You to Margaret Clancy who stepped down as Chairperson after
6 years and who played an integral part in the formation of the
newly formed Kildare branch. We haven’t rested her for too
long! Margaret has kindly agreed to share the role of the Kildare
Rep to the NEC with Leona MacDermott and we are grateful
to them both for giving up their time after Catherine O’Dowd
stepped down to take up the branch Chair.
The new Committee met in January to discuss sponsors and
speakers for the year ahead. Anne Moriarty (Secretary) had
put in a lot of organisation here and Judith O’Brien (Treasurer)
updated us on the total number of active members and current
branch finances.
February’s meeting kicked off with Noeleen Fallon, Cardiac
Rehab CNS, Tallaght. The topic was CVD prevention in Primary
Care and was kindly sponsored by Annemarie O’Boyle, MSD

who advised on the new cvdpreventioninpractice.ie website
as a useful tool for PNs. Our March meeting was sponsored by
Aptamil. The topic was the causes of crying in the infant.
Servier’s Sarah Murray sponsored our April meeting and
Sarah Fall and Michelle Carey, CNS, from the Heart Efficiency
Service Tallaght, outlined their service for heart failure patients.
Depression was the topic for May’s meeting, with Consultant
Community Psychiatrist, Dr Alan Byrne taking us through
the prevalence and treatment with reference to current
pharmacotherapies. This was again kindly sponsored by Servier.
We will take our summer break and resume our meetings in
September. In the meantime, I would encourage our members
to enter the clinical award on Travel Health, to familiarise and
tap into the eLearning module on the IPNA website and to book
the early bird offer for the AGM in Limerick in October!
Have a wonderful summer and hope to see as many as
possible at our next meeting in the Maudlin’s Hotel Naas on
Tuesday 16th September at 7.45pm.

NOT ONLY MEDICINES
– MUCH MORE
The new name for the Irish Medicines
Board (IMB) is the Health Products
Regulatory Authority (HPRA).
Why change? Since 1996 our role as a
regulator has expanded to include a
number of additional products and
functions.
The HPRA name reﬂects our wider remit
which includes the regulation of:

•
•
•
•
•
•
•
•

Human and veterinary medicines
Clinical trials
Medical devices
Controlled drugs
Blood and blood components
Tissues and cells
Cosmetic products
The protection of animals used for
scientiﬁc purposes
• Organs intended for transplantation

A new name – but our focus and mission
hasn’t changed:
To protect and enhance public and animal
health through the regulation of medicines,
medical devices and other health products.
Find out more on www.hpra.ie
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Diabetes
Online
Community
#DOC
Impact and evidence of social media
use amongst people with diabetes
HELENA FARRELL RGN, MSc dIABeteS, FouNder & clINIcAl dIrector oF dIABeteS
INSIGht (WWW.dIABeteSINSIGht.Ie)

W

e are now living in a virtual world, a world
where we carry a whole library of facts,
information and resources in our pockets and
in our handbags...in the form of a smartphone.
We are as accessible and contactable as we
want to be. We have the answer to most questions within a
few seconds at our fingertips. For some this can be seen as a
blessing, for others they see it as a curse. Some hail the advent
of smartphone’s and social media networks as groundbreaking
21st century technology which has changed the face of day-today life as we know it. Others see this social media revolution
as marking the decline of face-to-face conversation, that we
are losing our ability to socialise away from our phones and
for many can present even greater challenges in the form of
an addiction and withdrawal from society. Social media can be
defined as the interaction among people in which they create,
share, exchange information and ideas in virtual communities
and networks.1
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#DoC – Diabetes online Community
So what is the evidence and impact of the use of social media
networks amongst individuals with chronic diseases such as
diabetes? A Google search for diabetes returns 290 million
results, a search of the term ‘diabetes online support’ shows
28 million results. The diabetes online community, otherwise
known as #DOC is one of the largest and most prominent online
communities amongst those living with chronic conditions.
#DOC provides people with diabetes with valuable instant
information, support and resources from their peers, without
having to wait months for a visit with a healthcare professional
to access equal information. Changing dynamics in healthcare,
no longer see healthcare professionals as the sole providers of
information.
The most common social networking sites for people with
diabetes are Facebook, Twitter, YouTube and blogs, in addition to
many dedicated online discussion forums, such as the Diabetes
Hands Foundation (tudiabetes.org). These sites can be a lifeline

nursingingeneralpractice

for many and a source of huge comfort for people living with
the day-to-day burden and challenges that diabetes can bring.
But for many healthcare professionals, the use of social media
amongst their patients can be seen as frightening and somewhat
ridiculous. A fear of the unknown as well as issues such as
unregulated sites, misinformation, propensity for litigation or
sharing of clinical data, can cause healthcare professionals to shy
away and dismiss social media as a powerful resource for many of
their patients living with diabetes.
People with diabetes seek online information about the
condition, treatment options, practical strategies and tools for
managing diabetes in their daily lives, scientific breakthroughs,
and advocacy efforts.2 Very few healthcare providers engage and
assist with this information overload by filtering and narrowing
down online resources and search results for their patients.
This can be due to common online obstacles such as difficulty
distinguishing between high-quality, credible information,
content that is out of date, inaccurate, or overly promotional. 3
impact and evidence
Diabetes is chronic condition, where reliance on selfmanagement of those individuals living with it makes it unique
amongst chronic disease state management. Patients who are
actively involved in their self-management and care are more
likely to manage chronic conditions more effectively.4 A study by
Stafford found that people with diabetes reported spending a
varying amount of time on self-care, with an average of about 20
minutes per day.5 As people manage their condition they build
up expertise year by year. Self-management is a vital component
in diabetes care but it is important to distinguish between a
‘knowledge of diabetes’ and the ‘skill of managing diabetes’.
Diabetes is a complex long term condition which requires a
person to have a set of skills, resources and support independent
of healthcare providers to be able to manage it effectively. These
practical components of management can be found through
social media.
Several factors can influence a person’s engagement of social
media for helping to self-manage their diabetes such as limited
visit time with healthcare providers, lack of out-of-hours support
and seeking clarification of what can be seen as sometimes
conflicting advice given. Also the gratification and support given
by their peers when a person successfully manages their diabetes
can be a powerful sway in favour of a person’s use of social
media.
Social media has the potential to reach large audiences;
worldwide more than 845 million people use Facebook and
140 million are Twitter users.6 Each minute, 695,000 Facebook
statuses are updated and 98,000 tweets are tweeted.7 Social
media reaches all communities and populations and is usually
associated with age but is independent of educational
attainment, race/ethnicity, and healthcare access. This is known
as ‘Web 2.0’ a term used to describe the evolution of information
on the internet that has moved away from static “read-only
information” – to more advanced, interactive sites that allow
users to share, create and contribute content.8
Social media networking can serve as a tool to engage and
involve patients in their healthcare but due to the growth and
widespread nature of social networking, there is very little
research available to date on the impact of its use on those with
health conditions. Amongst patients with diabetes networking
via Facebook, the most commonly discussed topics were;
sharing personal clinical information, requesting disease-
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As healthcare is
becoming more
patient-centred;
there should be an
onus on healthcare
providers to
study, engage and
understand the role
social media has to
play in their patient’s
self-management.
specific guidance, receiving emotional support.9 Searching for
health information is the third most popular use of internet
technology.10
The Internet allows users to perform in-depth information
searches and can help individuals t make decisions in relation
to their treatment and care. Research shows that online social
support programmes targeting chronic illness have been shown
to decrease symptoms, improve health behaviours and reduce
use of healthcare resources.11 Online programmes can serve as
an interactive medium for providing health information and
enhancing social support.
The healthcare profession’s quest for an evidence base of the
benefits of these social networking sites may be in stark contrast
to what a patient perceives as ‘their’ evidence of the benefits to
them. This is nowhere more apparent than in the many diabetes
dedicated blogs that are online. These blogs provide a person
living with diabetes with an instant connection to shared
common experiences and makes them feel like they are not
alone. They can act as a source of inspiration, seen in an example
of well-known US Type 1 diabetes blogger Kerri Sparling, who
commented in one of her blogs that ‘Social media…shows
people that there isn’t such a thing as a ‘perfect diabetic,’ but
there can be an educated and determined one’. 12
Conclusion
Social media networks provide a powerful resource and forum
for people with diabetes. The behaviours of how people acquire
information in relation to their health is changing rapidly and
healthcare providers will have to react to these trends. As
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our patients become more informed, it is time for healthcare
providers to acknowledge that they are no longer the sole
providers of healthcare information. As healthcare is becoming
more patient-centred; there should be an onus on the healthcare
providers to study, engage and understand the role social
media has to play in their patient’s self-management. Diabetes is
growing to epidemic proportions worldwide, burdening already
overwhelmed healthcare systems, therefore denying access
to information and resources for people who may need it the
most. This will push people with diabetes to turn to alternative
sources of information, support and resources, with social media
networks filling this obvious gap.
Social media can also provide healthcare providers with new
ways to reach out to people to deliver diabetes education and
promote social support. The use of social media amongst their
patients can no longer be ignored by healthcare providers as
a tool of empowerment. There is also a place for healthcare
professionals within these communities to learn more about
people with diabetes by engaging with these online resources.
The role of social media in the medical and healthcare sectors is
far reaching, and many questions in terms of governance, ethics,
professionalism, privacy, confidentiality, and information quality
remain unanswered. While guidelines on the use of social media

Amongst patients
with diabetes
networking via
Facebook, the most
commonly discussed
topics were;
sharing personal
clinical information,
requesting diseasespeciﬁc guidance,
receiving emotional
support.
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for nurses in Ireland exist12 further research, training and support
will be needed as to their role in patient education and support.

Popular social networking websites for people
with diabetes
·
·
·
·
·

Diabetes support: www.diabetessupport.co.uk
Our diabetes: www.our-diabetes.org.uk
Patients like me: www.patientslikeme.com
Diabetes mine: www.diabetesmine.com
Diabetes Hands Foundation: www.tudiabetes.
org

Helena Farrell RGN, MSc Diabetes, Founder and Clinical Director
of Diabetes Insight (www.diabetesinsight.ie), the only independent
private nurse advisory service in Ireland specializing in Diabetes SelfManagement Education (DSME), based in Blackrock, Cork. Helena is
an advocate for the use of social media in DSME and can be found
on Facebook and Twitter @HelenaFarrell77
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A novel way to control
excess glucose
–remove it !
Introducing the first therapy that
removes glucose and its associated
calories via the kidney1

with secondary benefit of
weight loss*1-3
When FORXIGA is used with insulin or SU, a lower dose of
insulin or SU may be considered to reduce the risk of
hypoglycaemia.

FORXIGA is not recommended for use with pioglitazone.
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10mg dapagliflozin (as propanediol monohydrate) film-coated tablets. Indications: Adults 18 years and
older: For patients with type 2 diabetes mellitus to improve glycaemic control: as monotherapy when
diet and exercise alone do not provide adequate glycaemic control and use of metformin is considered
inappropriate due to intolerance, or in combination with other glucose lowering drugs including insulin
when these, together with diet and exercise, do not provide adequate glycaemic control. Dosage: Adults:
10mg once daily as monotherapy and add-on combination therapy with other glucose lowering drugs
including insulin. Forxiga can be taken at any time of day with or without food. Consider a lower dose
of insulin or insulin secretagogue such as a sulphonylurea when used in combination with dapagliflozin
to reduce the risk of hypoglycaemia. Children and adolescents: <18 years: Safety and efficacy not yet
established. Elderly: 65 years: No dosage adjustment is recommended based on age. Renal function
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min or eGFR<60ml/min/1.73m2, treatment should be discontinued. Use in patients with hepatic
impairment: Exposure is increased in patients with severe hepatic impairment. Use in patients at risk of
volume depletion, hypotension and/or electrolyte imbalances: Dapagliflozin is associated with a modest
decrease in blood pressure, which may be more pronounced in patients with very high blood glucose
concentrations. Not recommended in patients receiving loop diuretics or who are volume depleted.
Exercise caution in patients for whom a dapagliflozin-induced drop in blood pressure could pose a risk,
such as patients with known cardiovascular disease, patients on anti-hypertensive therapy with a history
of hypotension or elderly patients. Careful monitoring of volume status and electrolytes is recommended in
conditions leading to volume depletion, such as acute gastrointestinal illness. In volume depleted patients
temporary interruption of dapagliflozin is recommended until volume depletion is corrected. Urinary tract

infections: Temporary interruption of dapagliflozin should be considered when treating pyelonephritis or
urosepsis. Elderly patients: Elderly patients are more likely to have impaired renal function, be treated
with medicines such as anti-hypertensives or diuretics, and be at a greater risk of volume depletion.
Cardiac failure: Experience in NYHA class I-II is limited, and there is no experience in clinical studies with
dapagliflozin in NYHA class III-IV. Elevated haematocrit: Caution in patients with elevated haematocrit.
Urine laboratory assessments: Patients will test positive for glucose in the urine due to mechanism of
action. Lactose: Not recommended in patients with rare hereditary problems of galactose intolerance, the
Lapp lactase deficiency, or glucose-galactose malabsorption. Drug interactions: Diuretics: Dapagliflozin
may add to the diuretic effect of thiazide and loop diuretics and may increase the risk of dehydration and
hypotension. Consider a lower dose of insulin or insulin secretagogue in combination with dapagliflozin to
reduce the risk of hypoglycaemia. Dapagliflozin has a low potential for other interactions with commonly
used agents in patients with type 2 diabetes. Pregnancy and lactation: Do not use during pregnancy
or breast-feeding. Undesirable events: Refer to SmPC for complete information on side effects. Very
common (1/10): Hypoglycaemia (when used with SU or insulin). Common (1/100 to <1/10): Vulvovaginitis,
balanitis and related genital infections, urinary tract infection, back pain, dysuria, polyuria, dyslipidaemia,
haematocrit increase. Legal Category: POM. Marketing authorisation number: EU/1/12/795/002 &
EU/1/12/795/007. Marketing Authorisation Holder: Bristol-Myers Squibb / AstraZeneca EEIG, BristolMyers Squibb House, Uxbridge Business Park, Sanderson Road, Uxbridge, Middlesex, UB8 1DH, UK. Further
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Avoiding
burnout
in nursing
through
mindfulness
Dr Alan Ruth, Behavioural Medicine
Practitioner in private practice

“Mr Duffy lived a short distance from his body.”
James Joyce

I

reland’s healthcare environment is very demanding. Nurses
in general practice, must cope successfully with numerous
demands to make timely, accurate decisions that can affect
human lives. The work is very challenging and demands
stamina and full engagement. Caring for patients is often
emotionally draining and can contribute to job burnout. Burnout
in health professionals has been associated with decreased
patient satisfaction and longer patient-reported recovery times.
The term ‘burnout’ was coined in 1974 by Dr Herbert
Freudenberger. He defined burnout as “the extinction of
motivation or incentive, especially where one’s devotion to a
cause or relationship fails to produce the desired results.” Burnout
is brought about by unrelieved work stress, which results in:
• Depleted energy reserves and emotional exhaustion
• Lowered resistance to illness
• Increased dissatisfaction and pessimism
• Increased depersonalisation in interpersonal relationships
• Increased absenteeism, inefficiency at work, and reduced
personal accomplishment
Emotional exhaustion refers to feelings of being emotionally
overextended and depleted of one’s emotional resources.
It is a feeling of being drained and without any source of
replenishment. Depersonalisation refers to a negative, hardened
or excessively detached response to other people. Reduced
personal accomplishment refers to a decline in feelings of
competence and productivity at work.
Effect of stress in nursing
According to Irving et al (2009):
“Stress has been shown to significantly reduce healthcare
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professionals’ attention and concentration, detract from decisionmaking skills, and diminish healthcare professionals’ ability to
communicate effectively, to convey empathy, and to establish
meaningful relationships with patients.”
Stress is inescapable in the nursing profession, and it affects
nurses, their patients, and even the caring relationship itself.
Stress can impair a nurse’s ability to observe, listen to, and to
understand their patients. To practice safely, healthily, and with
compassion, nurses need to effectively manage stress. The
practice of mindfulness has proven to not only help nurses to
cope with the high demands of their work, but also with their
lives outside of work.
Mindfulness in healthcare
Mindfulness is about being aware and paying attention to what
you are doing. Paying attention is essential to the provision of
high quality patient care. With increasing distractions in today’s
turbulent healthcare environment, it can become very difficult
for the modern nurse to remain focused. Many general medical
practices pride themselves on the ability of their staff to multitask. However, the ability to effectively multi-task has been
disputed by some researchers whose view is that it can lead to
increased stress and errors.
Mindfulness has many connotations and various authors have
defined it differently. Furthermore, multiple conceptualisations
of mindfulness exist. For the purpose of this article, I will use the
following definition proposed by Jon Kabat-Zinn, Professor of
Medicine Emeritus and creator of the Stress Reduction Clinic and
the Centre for Mindfulness in Medicine, Health Care, and Society
at the University of Massachusetts Medical School:
“the awareness that emerges through paying attention, on
purpose, in the present moment, and non-judgmentally to the
unfolding of experience moment by moment.”
The major effect of mindfulness is the reduction of stress.

nursingingeneralpractice

complementary medicine

Research clearly shows that mindfulness practices and
interventions effectively reduce stress, anxiety, depression,
and is an effective intervention for many chronic illnesses such
as psoriasis, chronic pain, and fibromyalgia with significant
decreases in general medical symptomology.
Mindfulness-Based Stress Reduction (MBSR) was originally
created as an 8-week, patient-centered, evidence-based
intervention that focuses on teaching mindfulness meditation,
breath work, basic yoga, and other relaxation methods. MBSR was
initially developed by Dr Kabat-Zinn in an effort to teach patients
with chronic medical conditions how to lead fuller and healthier
lives.
The results of a prospective randomized controlled study of the
use of MBSR in healthcare professionals suggests that MBSR “may
be effective in reducing stress and increasing quality of life and selfcompassion in healthcare professionals”
A review of the literature found that MBSR has repeatedly
demonstrated positive impacts on health and well-being in a
variety of populations. A meta-analysis of 20 studies in a widerange of clinical populations found consistent improvements in
depression, anxiety, coping style, and quality-of-life measures.
Specific to the healthcare field, a review of 10 studies of the
impact of MBSR on healthcare professionals’ health and wellness
found that MBSR consistently reduced stress and anxiety and
improved positive affect i.e. improved experience of feeling or
emotion.
Studies have found statistically significant improvements in
mood and burnout post-MBSR intervention, and among MBSR
intervention groups as compared to control groups. In addition
to improved mood and decreased burnout, another study
reported that nurses completing an MBSR programme, described
in qualitative interviews, stronger interpersonal communication,
increased self-awareness through becoming more mindful and
reflective, improved effectiveness at dealing with stress, and an
ability to take hold of their lives.
Serenity has been linked to decreased stress and improved
general health, and for decades has been recognized as an
important aspect of nursing. Serenity has also been shown
to be related to lower nurse burnout. Emerging research has
demonstrated that serenity is positively related to mindfulness,
and that MBSR programmes show positive impact on serenity
among nurses.
Physiological and psychological benefits of mindfulness
Research has show that it elicits the ‘relaxation response’ and that
it alters a number of biological markers including inflammation,
immune response and blood pressure. The relaxation response
is a physiological response that is the opposite of the stress
response. It has been described as an antidote to stress.
Psychological research has identified the following benefits of
mindfulness:
• Reduced rumination
• Stress reduction
• Boosting of working memory
• Improvement in focussed attention
• Lowering of emotional reactivity
• Improvement in cognitive flexibility
Mindfulness in general practice
In April 2013, the results of a survey on stress levels, interest in,
and knowledge of mindfulness in the context of general practice
in Ireland, were reported at the European Association for Physician
Health (EAPH) conference in Dublin. The survey randomly selected
200 GPs in the HSE South region and received a 64% response

rate. Among the survey findings were:
a. A significant proportion of GPs experienced stress beyond a
level at which they could comfortably cope.
b. More than 77 per cent said they were interested in attending
a mindfulness course.
c. 71 per cent had heard of mindfulness.
d. Just over 64 per cent were not aware of the ICGP endorsed
course. Importantly, only 9 per cent of GPs surveyed said they
had actually used mindfulness themselves.
Mindfulness fits well with nursing in general practice. Mindful
practice in nursing facilitates nurse well-being and improvements
in the quality of patient care, resulting in a ‘win-win’ situation for
nurses and patients. Research has demonstrated that healthcare
practitioners who themselves practice healthy habits are more
effective in motivating patients to make significant positive
changes in their lives. This is also true of healthcare practitioners
who practise mindfulness.
Are you at risk of burnout?
You may be at risk of burnout, if some or all of the following are
true:
• You’ve been under unrelieved, intense pressure for quite some
time
• You have very high standards and feel a need to do everything
perfectly
• You have an over-developed sense of responsibility and have
been trying to achieve too much
• You find it difficult to say ‘no’ in relation to taking on additional
responsibilities or tasks
• You have been giving others too much emotional support for
a long period, and as a result, have neglected your own needs
and interests
• You are becoming irritable and not as physically energetic
• You are not as sharp mentally or as caring emotionally
• You have lost your sense of purpose
• You have become increasingly detached from relationships
• You have a growing tendency to think negatively.

Serenity has been
linked to decreased
stress and improved
general health, and
for decades has been
recognized as an
important aspect of
nursing.
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Additional coping strategies to avoid burnout
In addition to mindfulness, other coping strategies can minimise
the impact of stress and alleviate its harmful consequences.
The first step, in avoiding burnout, is to recognise and accept
a need for change. If being a nurse is no longer enjoyable, you
need to accept that you are unhappy instead of denying your
own unhappiness. Recognising the early signs of burnout will
allow you to take corrective action. If you want to better manage
the stressors in your life, improve the quality of your life and avoid
burnout, you need to have a personal action plan. Your action
planning and plan implementation may involve you in taking the
following actions:
• Systematically identify your personal stressors (causes of stress),
either on your own or with someone’s help. One way is to write
a list of everything that you think might be contributing to you
being on the road to burnout. This can seldom be done in one
session. You need to be very honest with yourself. In reviewing
your final list, see if you can aggregate some of the stressors
into theme groupings, for example, ‘working with patients’,
‘interpersonal stresses with colleagues’, ‘shift-work problems’ –
whatever theme grouping titles are meaningful to you. Once
you have identified and grouped the stressors, you should have
an organised and comprehensive picture of your situation.
It is then crucial for you to identify what you have the power
to change and then devote your energies to making those
changes. Don’t allow yourself to fall into a cynical ‘what’s the
use’ mentality.

• Learn to be more assertive and to say ‘no’ when you feel you are
being asked to do more than you can handle.
• Decide to step back from people who drain too much of your
emotional energy.
• Get plenty of rest, eat a healthy diet, and take regular exercise.
It is important that your regular exercise involves something
you enjoy or you will not keep it up.
• Find the sense of humour that you may have lost.

• Think about what being a nurse means to you and what your
values are. It can be useful to also write these down. Get in
touch with yourself, your values, and what you want out of life
i.e. your goals, both professional and personal.
• Consider whether your job can be adjusted to make it more in
line with your preferences e.g. would you prefer to work in a
different general practice or nursing specialty?
• Discuss how you feel with a trusted colleague(s) and also your
family. They can be a major source of support and can help
clarify your thinking.
• Decide to take a holiday to give you time to get things in
perspective.

5.

If you want to better
manage the stressors
in your life, improve
the quality of your life
and avoid burnout,
you need to have a
personal action plan.

Nurses at risk of burnout, need to heed the sort of advice they
would probably give a friend. Above all, they need to create a
balance in their life by investing more of themselves in family and
other personal relationships, social activities, and hobbies.
If as a busy practice nurse you would like to enjoy the
benefits of mindfulness, there is a catch. In order to be effective,
mindfulness requires a significant time commitment for regular
practice. If you would like to ‘dip your toe in the water’ at minimal
expense and time commitment, I would recommend a course you
can do online visit:
http://www.bemindfulonline.com
“Whatever the present moment contains, accept it as if you had
chosen it. Always work with it, not against it.”
Eckhart Tolle
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The evidence continues to mount that a diet made up of 2/3 plant foods and no
more than 1/3 animal-based foods is the way forward for both health and a
sustainable planet.
l Include a variety of plant based foods
l More whole grain starches
l More plant-based proteins
l Meeting our fruit and veg quota
l Less and better quality meat
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A HCP desktop flipchart. Each page visually demonstrates how meals and
drinks can easily be adapted to lower calories and saturated fat and sugar whilst
increasing the volume of food on the plate. The chart provides you with the detail
whilst the patient views simple images and food photography of meal, snack and
drink swaps.
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The take-home patient information sheet. Provides the patient with
summary information, which can be tailored to their individual goals, a 7-day
meal plan, top tips and more.

FREE
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LIMITED
AVAILABILITY

For your free copy SIMPLY EMAIL the subject ‘PBE’ and provide
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Turning Point Training Institute (TPTI)

UCC backing turning point for
Dublin counselling centre

T

URNING Point Training Institute
(TPTI), a Dún Laoghaire based organisation providing counselling and
psychotherapy services, as well as training
to future professionals in the same area, is
teaming up with UCC. Today brings the
announcement that TPTI’s flagship programme, the MSc in Integrative Counselling
and Psychotherapy, is now validated by
UCC.
Co-founding directors Kay Conroy and
Mary Paula Walsh welcomed the turning
point for the centre, which was founded in
1986 and was at the time one of the first
to offer humanistic and integrative counselling and psychotherapy services. TPTI was
founded as an additional training arm of
the organisation in 2001.
The MSc programme currently has just
over 100 students enrolled across its four
years and is in demand again for the next
intake, which begins October 2014.

"We can make our minds so
like still water that beings
gather about us that they
may see, it may be, their own
images, and so live for a
moment with a clearer,
perhaps even with a fiercer
life because of our quiet."
W.B.Yeats
Among recent graduates of the programme is acclaimed Irish soprano Virginia
Kerr from Co. Meath.
“Turning Point is dedicated to advancing

and developing psychotherapy studies in
Ireland, encompassing educational training,
clinical practice, research and supervision”,
said Dundalk based co-founding director
Kay Conroy.
“It seeks to set a benchmark of excell e n c e c o m m e n s u r a t e w i t h s i m i l a r,
internationally acclaimed, institutes of
psychotherapy. This validation of our MSc
course by University College Cork offers
new vistas for educational initiatives and
collaborations.”
Professor Paul Giller, Registrar of UCC,
welcomed the announcement. “UCC is
delighted to work with an established centre of excellence in counselling and
psychotherapy services and studies in
Ireland.
"This will be an exciting new phase for
Turning Point and will further complement
UCC’s existing programmes in the School
of Applied Psychology.”

Turning Point Training Institute, one of Ireland’s oldest Institutes
for accredited psychotherapy training, will be offering the following
programmes in Autumn 2014

All of our facilitators are accredited psychotherapists and/or expert trainers in their subject matter.
For further information on the above courses, and on the facilitators,
view our website at www.turningpoint.ie

To register your interest please call 01/2801094 or email admin@tpti.ie
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Risk of bleeding must be put in perspective
By: Dawn O’Shea
When considering anticoagulation in older people with atrial fibrillation (AF), the risk of falls
and bleeding should not be overestimated at the expense of stroke prevention, according to
Dr Ronán Collins, Director of Stroke Services at Tallaght Hospital.

S

peaking at the 2014 Irish Anticoagulation Forum at the RCPI, Dr Collins said
the risk of bleeding and falls needs to
be put into perspective. The possibility and implications of bleeding must
be realistically balanced against the possibility and implications of stroke, he said. This
must also be discussed with patients and the
complexities of risk, understanding of risk and
nature of that risk explored. Such consultation
takes time but there is a world of difference in
weighing up the risk of a gastrointestinal bleed
and an acute occlusion of the middle cerebral
artery causing a stroke, he said.
The introduction of the new oral anticoagulants (NOACs) has reignited the debate on
bleeding risk with anticoagulants, and this is to
be welcomed, Dr Collins said. But he pointed
out that extensive NOAC trials have shown
that these agents are as effective as warfarin
in reducing stroke and have a significantly
reduced risk of intracranial haemorrhage.
“There has been a lot of debate about bleed-
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ing risk because these drugs are new, but let’s
be honest, we were using probably one of the
‘dirtiest’ drugs ever to come to market since its
biosynthesis as rat poison, in terms of warfarin.
We should remember that warfarin carries all
the same risks in frail older people as NOACs
and indeed is probably worse. It has more drug
interactions, a much narrower therapeutic
window, and is much more complicated in
its administration and control,” he said. “It has
been second only to insulin as a drug cause
necessitating attendance at emergency departments in the US.”
“Safety is, of course, a very important consideration with anticoagulants and we have to
get the balance right between bleeding risk
and stroke, but all three NOACs have about
half the incidence of haemorrhagic stroke
compared to warfarin. That is really what I’m
concerned most about as a geriatrician when
prescribing anticoagulation. In relation to
haemorrhagic stroke, all of these drugs are
safer than warfarin.”

In the older population, the risk of falls and
consequent bleeding is an important consideration. However, Dr Collins said this risk must be
put into perspective and it would not usually
outweigh the benefit of anticoagulation for
stroke prevention in atrial fibrillation.
Given the improved safety profile of the
newer agents over warfarin, Dr Collins was
critical of the HSE’s policy of advocating
warfarin as the treatment of choice for stroke
prevention in AF.
“I cannot understand the HSE’s advice
that warfarin is the gold standard treatment.
It is not. Almost none of my colleagues in
the world of stroke medicine or cardiology
share this view. On the basis of safety alone,
it cannot be the gold standard treatment for
people with AF and historically it has failed us
as an applicable stroke prevention strategy in
atrial fibrillation. It may be the economic gold
standard treatment but it is not the safest drug
to give people. I firmly believe that from the
published scientific evidence,” he said.
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More education required on NOACs
Reports from hospitals around the country show that there is still a considerable knowledge
gap in relation to the new oral anticoagulation drugs.

A

ddressing the 2014 Irish
Anticoagulation Forum recently,
Ms Niamh O’Hanlon, chief
II pharmacist at St Vincent’s
University Hospital Dublin, and
vice-chair of the Irish Medication Safety
Network, presented experiences from
hospitals throughout the country which
demonstrate a significant need for greater
education in relation to these agents.
Lack of recognition that these drugs are
anticoagulants and alternatives to warfarin is
an issue she said, and some healthcare staff
are unfamiliar with these agents and their
indications.
“This is the reality of where we are at
the moment,” Ms O’Hanlon said. “We are
getting better at realising that the new
anticoagulants are out there but there are still
gaps.”
Pharmacologically, antiplatelets, systemic
steroids and NSAIDs can increase the risk
of bleeding with NOACs. Caution should be
exercised in the concomitant use of these
medications with NOACs and monitoring
is required, Ms O’Hanlon said. She added
that there is also evidence of increased GI
bleeding risk with SSRIs and these agents

could potentially increase GI haemorrhage
risk if given with NOACs.
Strong inhibitors (e.g. azole antifungals,
dronedarone) and inducers of the
P-glucoprotein transporter process (e.g.
phenytoin, rifampicin) affect all three agents
– rivaroxaban, apixaban and particularly
dabigatran, she explained. The CYP450 3a4
pathway is the main issue with rivaroxaban
and apixaban, she said, so both of these
agents are contraindicated with azoles and
HIV protease inhibitors.
She added that dabigatran should be
used with caution in patients on verapamil,
although the effect depends on whether
verapamil is being used as a slow-release
or immediate-release preparation. Ms
O’Hanlon advised that where a patient is to
be maintained on any form of verapamil,
an alternative to dabigatran could be
considered.
In relation to food, she stressed that the
bioavailability of rivaroxaban is significantly
affected by food, ranging from 66 per cent in
the fasting state to 100 per cent with food.
Her recommendation was that rivaroxaban
should always be taken with food.
With regard to the use of NOACs in patients

Ms Niamh O’Hanlon with Dr Ronán Collins launching the new Anticoagulation in Atrial
Fibrillation patient information booklet
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with renal impairment, Ms O’Hanlon’s advice
was to err on the side of caution when
considering a NOAC. With apixaban, no dose
reduction is required where the creatinine
clearance (CrCl) is >30ml/min, she said, but
added that it should be used with caution
when the CrCl is 15-29ml/min and avoiding
when the CrCl is <15ml/min. A reduced dose
of dabigatran can be used where the CrCl
is 30-49ml/min and there is a high risk of
bleeding. It should be avoided where CrCl is
<30ml/min, she said.
She commented on the fact that the SPC
for rivaroxaban suggests that it can be used at
a reduced dose of 15mg od for CrCl 15-49ml/
min. However, she pointed out that none of
the trials that have been done to date have
included patients with a CrCl <30ml/min. Her
recommendation is to avoid rivaroxaban in
patients with a CrCl <30ml/min.
She also stressed that there is significant
variation in CrCl depending on whether the
Cockcroft-Gault or MDRD equations are used.
The recommendation is that Cockcroft-Gault
is the calculation of choice and it is also
advised that ideal body weight should be
used as opposed to actual body weight, she
said.
When using NOACs in patients with
swallowing difficulties, she said that
rivaroxaban can be crushed and mixed with
water or suspended in apple sauce. However,
she stressed that dabigatran capsules should
not be opened as it significantly increases the
risk of GI bleeding.
“In patients with swallowing difficulties,
an alternative to dabigatran should be
considered,” she said.
Ms O’Hanlon and Prof Peter J Kelly,
consultant neurologist and Joint Director of
Stroke Services at the Mater Hospital, have
produced a new patient information booklet
on anticoagulation which aims to assist
prescribers in explaining NOAC medicines to
patients. The booklet, which was launched at
the 2014 Anticoagulation Forum, has been
developed in conjunction with doctors,
nurses and pharmacists working in the area
of anticoagulation, and contains information
relevant to different specialties including
cardiology, geriatric medicine and general
practice.
The development of the information
booklet was supported by an unrestricted
educational grant from Bayer. It is available by
contacting Bayer on 01-2999313.
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NOACs a valuable addition to out-patient
management of DVT
Cooperation, careful patient selection and strict exclusion criteria are essential to out-patient
VTE management.

C

areful patient selection is key
to safety and efficacy in the
operation of out-patient VTE
management programmes,
according to Dr Karen Breen,
Consultant Haematologist at Guys and St
Thomas’s Hospital in London.
“The first step is identifying a suitable
patient group. Not every patient group is
suitable for out-patient management.” Dr
Breen said, and it is important to have buy-in

Dr Karen Breen
from other departments so that a structured
care pathway is in place.
“Emergency departments, acute medical
admissions units, haematology departments
and radiology departments are key in this
process. GPs and district nurses will also
play an important role. It’s really important
to clearly define a pathway as to how to
diagnose patients with VTE, how are they
managed once they have their diagnosis
confirmed, and how they are followed up
afterwards,” she said.
She advised that patients with symptoms
of pulmonary embolism, severe venous
obstruction, significant risk of bleeding,
significant hypertension, angina or shortness
of breath on minimal exertion and poor
renal function, should not be managed as
out-patients. The Guys and St Thomas’s
ambulatory VTE management programme
also excludes women who are pregnant,
patients under 16 years of age, those
with a platelet count less than 50 x 109/l,

| 2014 Irish Anticoagulation Forum |

heparin sensitivity and co-existent medical
pathology.
Guys and St Thomas’s has developed a
comprehensive system of management
for patients with suspected DVT. Patients
are initially assessed using a clinical pretest probability score incorporating the
Well’s score and d-dimer assay. When both
of these tests are negative, a diagnosis of
DVT can effectively be excluded, Dr Breen
said. Where there is a moderate or high
level of suspicion for DVT, the current NICE
guidelines recommend that compression
ultrasound dopplers should be carried
out within four hours. At Guys and St
Thomas’s, patients with a confirmed VTE
who do not meet the exclusion criteria for
ambulatory management and who do not
have significant underlying risk are managed
largely as out-patients.
While low molecular weight heparin
(LMWH) has traditionally been the treatment
of choice for these patients, Guys and St
Thomas’s has now started to use rivaroxaban,
a new oral anti-Xa agent, where appropriate
in the management of these patients.
Dr Breen reported that the hospital
has seen a significant reduction in cost of
treatment per patient with rivaroxaban. In
an audit carried out between June 1st and
September 30th 2012, 39 patients were
diagnosed with DVT. Twenty were considered
unsuitable for rivaroxaban therapy due to
underlying cancer or renal impairment.
Among those treated with enoxaparin
instead of rivaroxaban, the average dose
of enoxaparin was 125mg and the average
number of doses was 13. A district nurses was
required to oversee enoxaparin therapy for
three patients, with an average number of
14 anticoagulant clinic visits per patient over
three months. The average number of visits
to the anticoagulation clinic for enoxaparin
patients in the first four weeks was six.
When all additional enoxaparin-related
resources were considered, rivaroxaban was
found to generate cost savings of £354 per
patient, equivalent to approximately €423
per patient.
As a result, rivaroxaban has been the
hospital’s first-line anticoagulant of choice
for the management of patients with DVT
since January 2013. Approximately 120

patients have been managed through
the programme, with 75 of these patients
receiving rivaroxaban. A further 55 patients
have been switched to rivaroxaban from
a vitamin K antagonist for secondary
prevention of VTE.
Dr Breen reported that there have been
no major bleeding complications among
patients managed through the out-patient
programme using rivaroxaban. Two minor
bleeding episodes have been recorded.
LMWH continues to be used for patients
who are unsuitable for NOACs, women
who are pregnant, and patients with
underlying malignancy. Also, she said,
it is important to remember that when
compliance is a concern, warfarin may still
be the anticoagulant of choice since patient
compliance can still be monitored using INR
testing.

Exclusion criteria for outpatient DVT management
•
•
•
•
•
•
•
•
•
•
•
•

Pregnant
Age <16
Symptoms of PE
Significant risk of bleeding
Co-existent medical pathology
Severe acute venous obstruction
Heparin sensitivity or history of
HIT
Systolic BP >180mmHg/ Diastolic
BP >115mmHg
Angina or SOB on minimal
exertion
eGFR <30ml/min
Platelets <50 x 109/l
Anticipated compliance
problems

“We hope that there will be a wider uptake
of NOACs. Only up to 10 per cent of patients
who are deemed to require anticoagulation
are being prescribed NOACs in the UK
thus far. Implementation of NOACs in local
pathways would make the management of
DVT much easier,” Dr Breen said.
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An opportunity to improve overall rates of
anticoagulation
The new anticoagulation agents provide an opportunity to improve rates of anticoagulation
in at-risk patients, Prof Sean Murphy told the 2014 Irish Anticoagulation Forum.

P

rof Murphy, Consultant Stroke Physician and Co-Director of the Acute
Stroke Service at the Mater University
Hospital, said the new oral anticoagulant drugs are a safe and effective alternative to warfarin. Groups especially suitable
for treatment with the newer agents include
patients with poor time in therapeutic range
with warfarin (TTR <65%), where INR testing is
logistically difficult, and in patients who have
had cardio-embolic complications despite being on warfarin.
“There is a lot of evidence in the literature
to show that there is significant underuse of
anticoagulation therapy in atrial fibrillation
(AF). This applies even in patients with known
prior history of stroke or TIA. Atrial fibrillation
becomes an increasingly important direct
cause of stroke with increasing age. Yet use of
anticoagulant drugs declines with age in the
groups most at risk for stroke. Only about 30
per cent of atrial fibrillation patients are treated
with anticoagulant drugs which suggests that
there is considerable scope to prevent fatal and
disabling stroke.
“We all need to be sure that we are making in-roads into the large pool of non-

Prof Sean Murphy
anticoagulated atrial fibrillation patients,” he
said. “Antiplatelet therapy is not effective in
reducing stroke risk in atrial fibrillation. What
we don’t want to see is a drop off in warfarin
use coupled with a similar increase in new oral
anticoagulant use but yet no net change in the
total numbers of appropriate patients being
anticoagulated.”
New oral anticoagulants (NOACs) should not

be seen just as an alternative to warfarin but
should be seen as offering a new opportunity
to initiate anticoagulation therapy in carefully selected patients who might not previously have been considered for anticoagulant
therapy, he stressed. The overall aim must be
to increase the total number of at-risk patients
receiving anticoagulation therapy in order to
reduce rates of disabling and fatal stroke associated with atrial fibrillation. The high costs
associated with stroke due to atrial fibrillation
can be reduced with this approach, he said.
Prof Murphy added that although routine
INR testing is not required with the NOACs,
there is still a need for regular medical followup and review of patients treated with these
new agents.
Changes in renal and hepatic function, and
the introduction of new medications, can have
a substantial impact on efficacy and safety with
the NOACs, and prescribers must be vigilant in
monitoring patients, he said. “They will need
renal function monitored a couple of times a
year. Over time it is possible that some patients
will no longer be suitable for a particular NOAC
and will have to be switched back to warfarin,”
he explained.

All opinions expressed in this supplement are those of the speakers and do not necessarily reflect those of Bayer Ltd.
This medicinal product is subject to additional monitoring. Xarelto 10 mg / 15 mg / 20 mg film-coated tablets (rivaroxaban). Please
refer to full SmPC before prescribing. Presentation: Film-coated
tablet containing 10mg / 15 mg / 20 mg rivaroxaban. Contains lactose. Indications: 10 mg: Prevention of venous thromboembolism
(VTE) in adult patients undergoing elective hip or knee replacement
surgery. 15 mg/20 mg: Prevention of stroke and systemic embolism in adult patients with non-valvular atrial fibrillation with one or
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age ≥ 75 years, diabetes mellitus, prior stroke or transient ischaemic attack. Treatment of deep vein thrombosis (DVT) and pulmonary embolism (PE), and prevention of recurrent DVT and PE in
adults. Dosage and Administration: Prevention of VTE in elective hip
or knee replacement surgery: Recommended dose is 10 mg rivaroxaban taken orally once daily. The initial dose should be taken 6 to
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tient’s assessed risk for bleeding outweighs the risk for recurrent
DVT and PE. Xarelto is not recommended in patients with creatinine
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epistaxis, haemoptysis, gingival bleeding, gastrointestinal tract
haemorrhage, gastrointestinal and abdominal pains, dyspepsia,
nausea, constipation, diarrhoea, vomiting, pruritus, rash, ecchymosis, cutaneous and subcutaneous haemorrhage, pain in extremity,
urogenital tract haemorrhage (menorrhagia very common in women < 55 years treated for DVT, PE or prevention of recurrence), renal
impairment, fever, peripheral oedema, decreased general strength
and energy, increase in transaminases, post-procedural haemorrhage, contusion, wound secretion. Uncommon: thrombocythaemia, allergic reaction, dermatitis allergic, cerebral and intracranial haemorrhage, syncope, tachycardia, dry mouth, hepatic function abnormal, urticaria, haemarthrosis, feeling unwell, increases
in: bilirubin, blood alkaline phosphatase, LDH, lipase, amylase and
GGT. Rare: jaundice, muscle haemorrhage, localised oedema, bilirubin conjugated increased, vascular pseudoaneurysm. Frequency
not known: compartment syndrome or (acute) renal failure secondary to a bleeding, angioedema and allergic oedema (uncommon in
pooled phase III trials). Prescription only. Marketing Authorisation
Holder: Bayer Pharma AG, D-13342 Berlin, Germany. MA numbers:
EU/1/08/472/001-024.
Further information available from: Bayer Ltd., The Atrium, Blackthorn Road, Dublin 18. Tel: 01 2999313.
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Osteoporosis and falls
MICHELE O’BRIEN, ceo, oSteoPoroSIS SocIetY oF IrelANd

O

steoporosis is a prevalent disease among older
people causing low bone mineral density (BMD)
with associated increased fracture risk. The majority
of osteoporotic fractures occur as a result of a fall.
Falls-related injuries pose a major health issue
worldwide, challenging healthcare professionals to address the
growing needs of an ever-aging population.
Falls can result in injury, both physical and psychological,
and even death. Falls are common among older people over 65
years of age and are associated with significant morbidity and
mortality. In the recent years, healthcare professionals have
started to look at the problem of falls and osteoporosis in order
to identify potential risk factors and to explore ways of reducing
the problem. Once seen as an inevitable part of the ageing
process, fortunately the current thinking now sees both of these
issues as largely preventative and treatable.
osteoporosis
The World Health Organisation (WHO) defines osteoporosis as a
systemic skeletal disease characterised by low bone mineral density (BMD) and micro architectural deterioration of bone tissue
with a consequent increase in bone fragility and a consequent
increase in fracture risk (2003). Furthermore, osteoporosis in
post-menopausal women is defined by the WHOas a T-score of
BMD 2.5 or more standard deviation (SD) below peak bone mass,
osteopaenia as bone mass between 1.0 and 2.5 SD below peak,
and normal as 1.0 SD below normal peak bone mass or higher.
BMD is measured by dual-energy x-ray absorptiometry (DXA) and
is the ‘gold standard’ in the diagnosis of osteoporosis.
Osteoporosis is the most common metabolic bone disease in
Ireland. It is estimated that one in three women and one in five
men over the age of fifty years will develop osteoporosis. Of the
total population over 50 years of age, 55% have low BMD greatly
increasing the risk of low trauma (fragility) fractures (HSE 2008).

The most common fractures associated with this disease are fractures of the hip, vertebrae and wrist. A hip fracture is the most
serious injury, with appreciable costs both in financial terms and
in human suffering. According to one study, acute hospital care
alone following a hip fracture costs approximately €14,300 per
case (Murphy 2007). Less than one-third of people who suffer a hip
fracture are discharged directly home, with the majority requiring
rehabilitation and on-going care (HSE 2008).
There can be huge personal costs for the individual. Between
20% and 25% of people die within six months of a hip fracture
(O’Mahony 2005). Less than half of older people who sustain a
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hip fracture will regain their former level of function (Legge 2003).
It is anticipated that there will be a 4-fold increase in the global
fracture rate over the next 50 years according to Riggs and Melton
(1995). With predictions that the Irish population over the age of
65 years will double by 2031 (Department of Health and Children
2001), this will exert mounting pressure on resources in the health
system and it is essential to plan and utilise resources efficiently
and effectively.

A history of any kind
of bone fracture as
an adult (after the
age of 45 years)
increases the risk of
osteoporosis.
Screening
Osteoporosis is regarded as a ‘silent’ disease, where a fracture
is frequently the first sign of low BMD. Therefore it is important
that people over the age of 50 years who suffer a fragility fracture
should be screened for osteoporosis. Several studies have
highlighted the deficit in diagnosing and treating osteoporosis
in patients following an osteoporotic (fragility) fracture which
can place them at an increased risk of further fracture (Friedman
et al 2001, Kiebzak et al 2002, Follin et al 2003, Kamel 2005). A
history of any kind of bone fracture as an adult (after the age
of 45 years) increases the risk of osteoporosis. Primary care
health professionals are ideally placed to identify those at risk
and initiate preventative measures and treatment as necessary.
In order to address this problem, A Strategy to Prevent Falls
and Fractures in Ireland’s Ageing Population (HSE 2008) was
published to inform practice and guide healthcare professionals
to provide appropriate intervention.
Risk factors
Osteoporosis is usually a disease of older age, although it can
affect people of any age. Risk factors for osteoporosis may be
categorised as modifiable or non-modifiable.
Modifiable risk factors include:
• low calcium intake
• low vitamin D level/ lack of sunlight exposure
• smoking
• low body weight
• sedentary lifestyle, lack of exercise
• hormone deficiency/ hypogonadism
• alcohol intake >2 units per day
• other medications detrimental to bones include heparin, anti
convulsants and cancer treating drugs such as methotrexate.
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Non-modifiable risk factors include:
advancing age
female gender
family history of osteoporosis and/or hip fracture
malignancy such as myeloma or lymphoma
malabsorption disorders such as coeliac disease, crohns
disease or ulcerative colitis
• early menopause (<45 years of age)
• rheumatoid arthritis
• medical conditions such as hyperthyroidism and Cushings
syndrome
•
•
•
•
•

A diagnosis of osteoporosis can be confirmed by a DXA scan.
However in the absence of a BMD measurement, it is reasonable
to determine if intervention is required based on clinical risk.
The FRAX tool was developed by the WHO in 2008 to evaluate
fracture risk based on clinical risk factors with or without BMD
measurement. It can be completed in a few minutes and the
individual’s 10 year risk of hip and other major osteoporotic
fracture is calculated to provide general clinical guidance for
treatment options.
Screening for risk factors should form part of a detailed medical and fracture history as well as assessing falls risk factors.
Where possible, it is useful to perform blood tests to check, thyroid, liver and renal function, bone biochemistry, a coeliac screen,
hormone levels, vitamin D level, a myeloma screen, parathyroid
level and bone markers of bone formation and bone resorption.
Prevention and treatment
Any osteoporosis prevention or treatment programme should
include encouraging weight bearing exercise, fall prevention
strategies,moderate alcohol intake, smoking cessation and
advice on diet especially calcium and vitamin D intake.
Vitamin D is essential for ensuring dietary calcium absorption,
normal mineralization of bone and prevention of secondary
hyperparathyroidism (Holick 1999). Oral calcium and vitamin D
supplementation may be recommended.
Pharmacological preparations used to treat osteoporosis
are categorised as anti-resorptive or anabolic agents. Antiresorptives include bisphosphonates, Selective oestrogen
receptor modulators (SERMs), Hormone replacement therapy
(HRT) and calcitonin which prevent further bone loss. Anabolic
agents include recombinant PTH therapy which stimulate bone
formation and increase BMD. Denosumab (Prolia) is a monoclonal
antibody which inhibits bone remodelling, resulting in increased
BMD. Medication adherence and managing side effects are
crucial elements in planning care and people with low BMD may
need counselling and support in order to optimise treatment.
Falls
In Ireland, approximately 8000 people over the age of 65
years are admitted to an acute hospitals each year due to falls
(Laffoyand Fitzpatrick 1997). Zieger (1998) reports that people
who sustain a fall-related fracture have a four times higher
risk of further fracture. This is perceived to be due to lower
bone mineral density combined with a high risk of further
falls. Therefore, effective secondary osteoporosis prevention
ought to incorporate falls risk. Falls are multi-factorial in nature
consisting of intrinsic and extrinsic risk factors (Tinetti et al
1994, Cannard 1996, Kinn and Hood 2001, Perdue 2003). Intrinsic
factors include poor muscle strength, balance and gait disorders,
visual impairment, co-morbidities such as stroke, arthritis and
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Parkinson’s disease, postural hypotension, and polypharmacy.
Extrinsic factors include a cluttered environment, poor
lighting, slippery flooring and inappropriate footwear (Fan and
Cunningham 2004, Legge 2003).
Once risk factors have been identified, the role of the nurse
ought to be education on reducing falls and preventing injuries.
This may mean taking extra care when walking, use of grab
rails and external hip protectors (Skelton 2006, Gillespie 2004,
Williams et al 2007). All members of the multidisciplinary team
have a role in falls and injury prevention. Identification of intrinsic
and extrinsic factors should underscore all falls prevention
programmes. All health professionals ought to seek to reduce
or eliminate modifiable factors where possible. This may
include treating postural hypotension, correcting poor eyesight,
addressing functional impairment and reviewing medications.
Drugs that cause suppression of the central nervous system,
diuretics and antihypertensives may contribute to falls (Fan and
Cunningham 2004, Luxton and Riglin 2003). Exercise prescribed
by a physiotherapist may improve muscle strength, balance
and gait. It is imperative to raise the awareness of staff to the
importance of providing a clutter-free environment (Perdue
2003). An occupational therapist can advise on alterations that
may be necessary to make an older person’s environment safer,
such as adequate lighting, well-placed furniture and removal of
mats and rugs.
Conclusion
Identifying and treating risk factors for osteoporosis should form
part of all healthcare planning especially for older people. Timely
assessment and intervention may reduce the risk of falls and
fractures, thus reducing the potential for injury-related pain and
sufferingand subsequent savings in terms of resources. Simple
measures to reduce falls and fractures as well as optimising
bone health may greatly improve the quality of life among older
people.
References
• Cannard, G. (1996) Falling trend Nursing Times 10(92): 36-7.
• Department of Health and Children (2001).Quality and fairness: a
health system for you Department of Health : Dublin.
• Fan, C.W. and Cunningham, C.J. (2004) Falls in the elderlyassessment and management. Modern Medicine 34(10): 35-40.
• Follin, S.L., Black, J.N., McDermott, M.T. (2003) Lack of diagnosis
and treatment of osteoporosis in men and women after hip
fracture.Pharmacotherapy 23(2): 190-8.
• Friedman, S.M., Munoz, B. West, S.K., Rubin, G.S., Fried, L.P.
(2002) Falls and fear of falling: Which comes first? A longitudinal
prediction model suggests strategies for primary and secondary
prevention. Journal of American Geriatrics Society 50(8): 132935.
• Gillespie, L. (2004) Preventing falls in elderly people British
Journal of Medicine 328: 653-4.
• Holick, M.F. (1999) Vitamin D: Molecular Biology, Physiology, and
Clinical Applications. Humana Press
• Kanis JA1, Johnell O, Oden A, Johansson H, McCloskey E. (2008)
FRAX and the assessment of fracture probability in men and
women from the UK. Osteoporos Int. Apr;19(4):385-97.
• Kamel, H.K. (2005) Secondary prevention of hip fractures among
the hospitalised elderly: are we doing enough? Journal of
Clinical Rheumatology 11(2): 68-71.
• Kiebzak, G.M., Beinart, G.A., Perser, K., Ambrose, C.G., Siff, S.J.,
Heggeness, M.H., (2002) Undertreatment of osteoporosis in men

clinical review
with hip fracture. Archive of Internal Medicine 162(19): 2217-22.
• Kinn, S and Hood, K. (2001) A falls risk-assessment tool in an
elderly care environment. British Journal of Nursing 10(7): 440-9.
• Laffoy, M. and Fitzpatrick, P. (1997) Predictors of first hip fracture
and mortality post fracture in older women. Irish Medical Times
14:13.2.
• Legge, A. (2003) Breaking the fall. Nursing Times 99(1): 22-5.
• Luxton, T. and Riglin, J. (2003) Preventing falls in older people: a
multi-agency approach. Nursing Older People 15(2): 18-21.
• Murphy, S. (2007) Road to Recovery World of Irish Nursing 15(3)
35-6.
• O Mahony, D., (2005) Falls and fracture prevention in older
people: Time for action Irish Journal of Medical Science
175(2):10.
• Perdue, C. (2003) Falls in older people: taking a multidisciplinary
approach. Nursing Times 99(31):28-30.
• Riggs, B.L., Melton, L.J. (1995) Osteoporosis: etiology, diagnosis,
and management. Lippincott-Raven
• Skelton, D. (2006) Preventing falls in older people. Practice Nurse
32(1): 22-4.
• Strategy to prevent falls and fractures in Irelands Ageing
Population: June 2008
• Tinetti, M.E., Baker, D.L., McAvay, G., Claus, E.B., Garrett, P.,
Gottschalk, M., Koch, M.L., Trainor, K., Horwitz, R.I. (1994b) A
multifactorial intervention to reduce the risk of falling among
elderly people living in the community.New England Journal of
Medicine 331(13): 821-27.
• Williams, T.A., King, G., Hill, A.M., Rajagopal, M., Barnes, T., Basu,
A., Pascoe, G., Birkett, K., Kidd, H. (2007) Evaluation of a falls
prevention programme in an acute tertiary care hospital Journal
of Clinical Nursing 16:316-24.
• World Health Organisation (2003) Prevention and Management
of Osteoporosis: Report of the WHO Scientific Group. Geneva:
World Health Organisation.
• Zieger, K. (1998) Fractures following accidental falls among
the elderly in the county of Aarhaus. Ugeskrift for Laeger
160(46):6652-5.

Identifying and
treating risk factors
for osteoporosis
should form part
of all healthcare
planning especially
for older people.
19

analysis

nursingingeneralpractice

The growth of alcohol addiction
Dr Seán Ó Domhnaill, Consultant Psychiatrist,
and Pro bono Medical Director for Cuan Mhuire,
Ireland’s largest residential rehabilitation service.

Alcohol as a sole drug of addiction is becoming increasingly rare, and
comorbidity is the norm

D

espite all the media hype around the importation
and dissemination of illicit drugs, it remains true that
alcohol is still, as drugs of addiction or abuse go, our
favourite tipple. Harmful use of alcohol is associated
with approximately 25 per cent of our healthcare
spend annually, but still it is the illegal drugs that are used by
a significant, but small, minority of Irish men and women that
grab the headlines. Of course, we have always had a love/hate
relationship with alcohol. We have been using and abusing it as
a nation for the past hundred years, albeit the level of use has
escalated dramatically with the increase in disposable income
of the past thirty years. From the days when alcohol was strictly
confined to public houses and off-licences or restaurants, we
have reached a point in our history when you can pop into your
petrol station and buy a crate of beer for €20 without anyone
raising an eyelid. For all that, the level of addiction to alcohol
and of harmful use of alcohol remains fairly stable over the past
three decades, with approximately one in six alcohol drinkers
developing problematic use. Our terminology has changed
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though. We used to refer to alcoholics as meaning anyone who
was a harmful user of alcohol, albeit the public perception was,
and to a large extent remains, that “alcoholic” refers to the
alcohol dependent, the man or woman who cannot resist the
daily compulsion to imbibe, the person who loses control of their
intake after they start. In truth, there is no definition of alcoholic
or there are thousands, but in psychiatry we refer to those
who suffer with alcohol dependence syndrome and those who
engage in harmful use of alcohol.
Co-dependence
Unfortunately, alcohol as a sole drug of addiction is becoming
increasingly rare such is the prevalence of comorbid substance
misuse, especially with benzodiazepines, cannabis and other
prescription drugs whose use is so hidden that we cannot yet
estimate prevalence of dependence. Usually we discover while
detoxifying people from alcohol that they are also dependent
upon other drugs, thereby complicating the detoxification
regime. Younger people in particular, using 50 years as an
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arbitrary cut-off in the author’s clinical practice, are rarely
addicted to alcohol alone. Access to prescription drugs being so
apparently easy and the availability of cannabis, amphetamines,
mephedrone-based drugs and the old reliables of cocaine and
heroin make for a veritable menu of illicit substances to choose
from. With the internet, access to prescription drugs from abroad,
the trade in mind-altering substances has never been so great.
Add a drop of recession and the recipe for disaster is perfect.
Practising as I do for the courts in forensic addiction psychiatry,
I meet the hazards of substance misuse not just for those who
choose to indulge but also for the unfortunate victims of the
intoxication of others.
Diagnosis
The diagnosis of alcohol dependence relies on a compulsion
to drink, which leads to physical dependence, relieved only
by further drinking. With the development of tolerance, the
narrowing of the drinker’s repertoire appears and reinstatement
of the problem after abstinence completes the diagnosis.
Harmful use of alcohol is more subjective. A positive answer
to the question: “Has alcohol caused problems for you in your
life?” is the means by which I gain my entrance to the motivation
interviewing that I use to bring the pre-contemplatives to the
action phase, and beyond. However, denial is still rife and there

The diagnosis of
alcohol dependence
relies on a
compulsion to drink,
which leads to
physical dependence,
relieved only by
further drinking.

Practice nurse required
Practice Nurse required for a busy computerised GP practice in
Dublin 9 for 3 days per week, previous practice nurse experience
essential
Please fax your CV to 01-8378930 or email to
beaumontparkclinic@eircom.net

Certified Training and Tuition in

Manual Lymphatic Drainage –
Original Dr Vodder Method (MLD)
Basic:

Experienced Practice nurse required

Friday September 19th to Tuesday 23rd

Dublin Northside

Friday October 10th to Tuesday 14th

Full time position with Monday and Wednesday half days. Four
GPs, two female, two male, training and teaching practice. Mainly
GMS, fully computerised, Practice Manager in place.
Interest in women’s health, dermatology and minor surgery an
advantage. CVs or further information: carol@edenparksurgery.ie

Practice nurse required
Glasnevin Family Practice seeks Practice Nurse for maternity
cover commencing end October 2014 to September 2015. The
successful applicant will work alongside our Practice Nurse for
a period of 2 weeks prior to her finish date. The Practice Nurse is
supported by very experienced Admin staff and works closely
with the Medical Team. Duties include phlebotomy, childhood
immunisations, cervical screening, travel vaccination etc.
Midwifery would be an advantage but is not essential.
Further details on the practice can be seen on our website: www.
glasnevinfamilypractice.ie Please e-mail your CV to dw@gfp.ie.

Therapy 1

Therapy 2&3

Saturday November 15th to Wednesday 19th
and Saturday 22nd to Wednesday 26th
Course venue: Medical Sciences Building , University
College Cork (UCC )
MLD post graduate courses are open to Licensed Health Care
Professionals e.g. Nurses, Doctors, Physiotherapists, Occupational
Therapists, Physical Therapists, Osteopaths, and qualified
experienced Massage Therapists. This is the only validated course
run in Ireland to teach the Dr Vodder Method of manual lymphatic
drainage. (MLD)
For further information please contact Meadbh Mac Sweeney,
CNS Lymphoedema, Certified Dr Vodder MLD Instructor, Clinic
Director, The Lymph Clinic , Cork Clinic, Western Road, Cork.
Tel: Day: 021 4347351, Evening (mobile): 086 8048273
EMAIL: meadbh@thelymphclinic.ie
WEB: www.thelymphclinic.ie
The Lymph clinic is a centre of excellence offering an integrated
approach to health . Treatments for lymphoedema, lipoedema,
and all other lymph related disorders are supported by local,
national and expertise in the field.
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are many who will blame everyone and everything before they
will allow their “best” friend to be found to be blameworthy.
Comorbidity
Comorbidity with alcohol use is the norm, not the exception.
Anxiety is the curse that leads most to find succour in the warm
reassuring arms of the bottle. Depression can lead to or from the
bottle and the presence of personality disorder is estimated to be
between 67-80 per cent among those in alcohol rehabilitation.
There are those who say that addiction is itself proof of the
presence of a personality disorder. It certainly does not help.
Anxiety disorders often lead to problematic alcohol consumption
but the comforter can soon become the more problematic of
the signs of a psychological disorder being present. In addition,
alcohol, being a depressant, can lead to far more serious
problems and is found present in over 80 per cent of those who
die by suicide. A study of the biological and sociological correlates
of suicide in Ireland some years back produced evidence of only
one definitive link to suicide – alcohol. Of course, the alcohol may
just be the final straw for some or the enabler for others. How
many of the 12,000 deliberate self-harm episodes presenting to
emergency departments each year in Ireland are associated with
alcohol use? The overwhelming majority.
Treatments
There are a myriad of treatment options out there at present.
Many who balk at the idea of Alcoholics Anonymous (AA) will seek
their help in private or public service one-to-one counselling. This
is often of great help, especially in assisting people to identify the
real problem in their lives, not the wife, the children, the boss ,or
the staff, but the bottle they dip into daily. It is difficult to estimate
the success rate for individual counselling in alcohol addiction
albeit that we know that a CBT-based approach is associated
with a better outcome for many. Studies in recent years have
shown that residential rehabilitation programmes can be of great
assistance, especially if accompanied by an aftercare programme.
The length of the programme is not a predictor of outcome,
interestingly, with equal success rates being found between four-,
eight – and 12-week programmes. However, as with anything else,
the motivation to change is probably the greatest predictor of all.
Heal thyself, a book written by Olivier Ameisen, advocates the
use of baclofen at doses of up to 300mg daily to “cure” addiction
by knocking out the insula in the prefrontal cortex. Ameisen
was a highly successful cardiologist who used his expertise as
a physician and researcher to overcome his extremely strong
addiction to alcohol. His account was published in The Lancet in
2006 and the novel he published was a bestseller. The science
behind the “cure” is fascinating but very difficult to replicate
in clinical practice, not least because of the need to monitor
the effects of the increasing doses of baclofen on the subject.
Ameisen had all the time in the world to increase his daily dose;
the HSE and the insurance companies are not so obliging.
Efforts to find an antidote to heroin that would neutralise the
effects of the drug and make administration of it useless to the
addict have led to the discovery of naltrexone as an anti-craving
drug that reduces the risk of relapse in those who break free from
the hold of alcohol. Disulfiram also acts as an aversion therapy for
those who need such a bleak treatment. It is usually commenced
at 800mg once daily, followed by 600mg and then 400mg before
the patient is stabilised on 200mg once daily to ensure that if they
consume alcohol, the combination with disulfiram will produce
a hangover from hell, as the aldehyde produced makes for a
headache of immeasurable intensity and a nausea and vomiting
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to complete the therapeutic effect. But, we have all seen people
drink on disulfiram and live to tell the tale, some to tell the tale of
how it had no effect on them.
The 12-step programme of AA meanwhile is tried and trusted,
if a little unpredictable in its outcome. We hear much of those
who become addicted to AA but precious few bring their
addiction home to beat their spouses. Having visited a few
treatment centres in the USA in recent years, I was struck at how
much better the Americans “do” AA. The meetings are more

I have yet to meet an
addict who did not
use their addiction
to avoid the feelings
of anxiety and dread
to which they had
become accustomed.
upbeat, more welcoming and more enthused than the meetings
in Ireland. There are no more smoky rooms, here or in the USA,
due to the smoking bans, but the coffee, in endless amounts and
as thick and strong as tar, remains. There are treatment models
that have taken the AA model further without losing the run of
themselves, but in its essence AA has not changed in the nearly
80 years since its inception. I doubt it will ever change and it
probably does not need to do so. What has worked for so many;
the 12 steps and 12 traditions, are untouchable and unsurpassed
in their success.
Future treatments
Imaging studies seem to hold the key to future treatments,
finding ways to neutralise the reward centre, brought to life
when alcohol is consumed. That said, my experience tells me that
treating alcohol is not the answer, since alcohol itself is not really
the problem. I have yet to meet an addict who did not use their
addiction to avoid the feelings of anxiety and dread to which
they had become accustomed. A school-based programme to
manage worry and anxiety using common sense, which is now
referred to as emotional intelligence, would probably do far
more to reduce rates of alcohol or drug abuse than any drug or
psychotherapy, group or individual. I frequently recommend the
classic book How to stop worrying and start living by Dale Carnegie
(author of How to win friends and influence people), to assist those
for whom anxiety and drug treatment of same have become
seriously problematic. It was written in 1944 and while it is a little
dated, it’s wisdom is eternal.

HOW MUCH IS TOO MUCH?
• 43% of mature* drinkers consume alcohol two or more times a week1
• During any single drinking occasion 51% of female and 30% of male
mature* drinkers consumed at a high risk level1

Why not discuss
drinking habits
with your
patients today?

6-10 standard drinks

TO

* Aged 30+. 10g alcohol = 1 standard drink. Irish standard drink approximations are one ½ pint of beer; one small glass of wine (12.5% volume);
or one pub measure of spirits (35.5 ml). One bottle of wine contains 8 standard drinks.3

References:
1. Empathy Research 2013. 2. Adapted from acute problems EMA/CHMP/EWP/20097/2008. 3. Accessed August 2013 www.hse.ie/eng/health/az/A/Alcohol-misuse
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The rocky road
to App-iness
Lisa Nolan

Hands up who remembers being sent around wards to do ‘obs’. The
practice of going from bed to bed with an array of tools has been derided
as ‘task orientated’ – and while few argue with this, I personally feel it had
one benefit, in that it was a structured way of ensuring that all patients
(even the quiet ones) had at least a basic assessment and a few minutes of
chat regularly each day.

D

id you ever imagine, as you wheeled that squeaky
sphyg (or carried it awkwardly in the crook of your
arm) that there would be a day when patients would
show you their own recordings of their ‘obs’ on their
phone, taken at various times during their day, at
home in their own environment?
If you haven’t already had a patient show you a graph of their
blood pressure readings on their phone yet, it’s only a matter
of time. In many ways it is patients who are driving the move to
mobile health. People are seeking better insight into their own
health and there are plenty of app developers willing and able to
provide the necessary technology for free or at a very small cost.
There are predictions that in the not too distant future, patients
will be prescribed health promotion apps along with medication
and exercise programmes.
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What exactly is an App?
A mobile app is application software, i.e. a computer program,
that’s designed to run on smartphones, tablet computers
and other mobile devices. Apps became widely available to
smartphone users in 2008. The term Application Software was
shortened to App in popular culture and became so widely
used that in 2010 it was voted Word of the Year by the American
Dialect Society. (For fun, or to score points at table quizzes,
check out their website to see when the terms ‘tweet’, ‘bailout’,
‘hashtag’ and ‘mother of all – ‘ were each voted Word of the Year).
There are over 1 billion apps on the market across all platforms
– IOS, Android, Blackberry, Windows, etc. It’s believed that there
are now 100,000 health related apps available. Some collect data
that is entered by the user. Others encourage positive changes
in health behaviour through encouragement and motivation,
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A leading advisor on
health technology in
Canada has said that
some apps on the
market amount to
“virtual quackery, of,
if you prefer, digital
snake oil”
e.g. smoking cessation apps that calculate how much money has
been saved and how many measurable improvements have been
made to quality of life since quitting. The really fascinating (and
scary!) apps are the ones that are designed to have a diagnostic
function, e.g. scanning skin for lesions, x-raying fractured limbs or
reading cardiac arrhythmias.
Health Apps – a ‘rich’ opportunity
There are 11 million professional software developers globally1
and many see healthcare as a niche rich in opportunity (and
income) because demand far exceeds supply simply because
healthcare systems and structures are so far behind what patients
demand in terms of e-Health. The mobile health market in general
is estimated to be worth $9billion this year2 and expected to rise
to $20billion by 2018.3 While this is good news for those in the
IT sector, there is concern about the quality and effectiveness of
apps, and the fact that they are largely unregulated. For example,
relatively few lifestyle apps incorporate the processes necessary
for behaviour change and an alarming number provide information that has no scientific basis.4 The FDA has only cleared about
100 mobile medical apps to date through its regulatory process.
A recent study of iTunes found almost 43,700 health related apps,
but only 54% were ‘genuine’ healthcare apps and 69% of these
were aimed at patients. 159 of these captured data – the rest were
mostly educational in nature. Fewer than 50 related to management of specific conditions or included tools and calculators.5
A leading advisor on health technology in Canada has said that
some apps on the market amount to “virtual quackery, of, if you
prefer, digital snake oil,”6 Experts and commentators refer to current times as “the Wild West of the app phase”, citing inadequate
regulation and privacy issues when apps collect more information
than necessary, such as geographical location of the user.
However, the future is also ripe with opportunity for improving
healthcare and health literacy if app technology can be
harnessed and managed properly.
A study of smartphone users in the US revealed that 38%
used their device to find health information. 5 By 2018, half of

technology
the world’s 3.4billion smartphone users will have downloaded a
health app.5 Obviously this will represent a significant shortcut
for healthcare providers to tap into each person’s ‘trigger’ at that
crucial teachable moment when motivation is high – but the
change management will only be successful if app developers
and health experts have worked together to ensure the app
systematically takes the user through all the steps to change and
to incorporate a feedback mechanism for the healthcare provider
to monitor progress. To date, this sort of collaboration appears to
be the exception. Separate studies in Ohio and the UK revealed
that more often than not, apps had little or no input from health
experts during their development.4
Regulation
Regulation is another area that needs to keep up with what is
happening ‘on the ground’. As often happens in our fast moving
world, governance of this demand-led technology has really only
gained traction in the last couple of years. Some of the challenges
for regulators are the sheer number of healthcare apps, the speed
with which apps come and go from the market and the pace of
technological advances.
United States: In the US, mobile medical apps (MMAs) are
defined by the FDA as apps that are intended to “diagnose, cure,
mitigate, treat, or prevent a disease or other condition; or affect the
structure or any function of the human body”. 7 The FDA published
guidance on MMAs in September 2013, but this guidance was the
subject of some debate at Congress because some legislators do
not believe software can or should be classed as a medical device.
Also, the guidance did not include the area of clinical decision
making software. This will be addressed separately by Congress,
and the FDA is currently undergoing a consultation process with
stakeholders.8
Europe: In Europe, the EU’s Medical Devices Directive was introduced in 1993 to harmonise laws relating to medical devices within
the European Union.9 Devices that comply with the Directive must
have a CE mark applied. CE (Conformité Européenne), is a key mark
of a product’s compliance with relevant EU legislation.10 As of October 2013, there are only 3 medical apps in Europe that have a CE
mark (one of which was developed by an Irish software company).11
Software was added to the EU definition of medical devices in
200712 and apps that perform specific interpretive or diagnostic
functions are likely to be classified as medical devices and therefore
subject to the same regulatory requirements as physical devices.13
Here in Ireland, medical devices are classified by the Health Prod-
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ucts Regulatory Authority (HPRA) - formerly the Irish Medicines
Board - based on their intended function, the method of collecting
data (e.g. if invasive to the body), and whether they represent a low,
medium or high risk to health. It is the responsibility of manufacturers to classify any medical device they intend to put on the market.
International Standards: The HPRA has recently been nominated
by the European Commission to the International Medical Device
Regulators Forum (IMDRF) which aims to ‘harmonise regulatory
systems as much as possible’ and whose remit will also include
software as a medical device.14
In summary, apps that simply store information or summarise
it in graphs or pie-charts are not classed as medical devices. Apps
that have an interpretive or diagnostic function are termed “software as a medical device” for regulation purposes and are subject
to the current laws governing regulation.
So, if an App doesn’t have a CE mark, how can you decide if it’s
credible?
• Look for controlled clinical research that supports the app.
• Check if the developer has linked up with a medical school
faculty that can test their product or, at the very least, has had
advice from a named healthcare professional.
• Look for citations to journal articles and medical literature or a
peer-review process for content and recommendations.
• Look for apps supported or endorsed by a reputable group or
government agency.
• Happtique.com is a private US based company that recently
launched App Certification based on standards agreed with the
American Medical Association and other stakeholders. Physicians
can pay a fee to access curated apps.
• Avoid any that have advertisements for products dancing
around the screen.

Apps that have
an interpretive or
diagnostic function
are termed “software
as a medical device”
for regulation
purposes and are
subject to the current
laws governing
regulation
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• Avoid apps that ask for unnecessary or excessive personal information.
• Download apps from reputable app stores, such as iTunes or
Google PlayStore.
• Check how many times that app has been downloaded. Several
thousand or more usually indicates an app that works and is
liked by other users.
Practice Nurses are ideally placed to assist and encourage patients who are motivated and engaged in their own health. Even if
your practice is not quite in the digital age yet, if you keep an open
mind to the benefits of mobile technology while watching out for
the pitfalls, you won’t be ‘left behind’ when your patients move
with the times. While we all await the rollout of e-Health you could
even be the one healthcare professional who empowers them now,
today.
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Data on MSD’s pembrolizumab from largest study to date of Investigational
Anti-PD-1 Antibody in advanced melanoma
MSD, recently announced new data from the company’s large
ongoing Phase 1b study (KEYNOTE-001) evaluating pembrolizumab, MSD’s investigational anti-PD-1 antibody, as a single agent
(monotherapy) in 411 patients with advanced melanoma. Following treatment with pembrolizumab, the estimated overall survival
(OS) rate at one year was 69 percent across all patients studied,
including 74 percent in patients without prior ipilimumab therapy
(current standard therapy) and 65 percent in patients who had
progressive disease on or following ipilimumab. At 18 months,
the estimated OS was 62 percent. The median OS has not been
reached, with some patients receiving treatment with pembrolizumab as monotherapy for more than two years.
“Melanoma is not a common cancer but each year about 720
people are diagnosed with this disease in Ireland,” said Dr Paul
Donnellan, Consultant Medical Oncologist at GUH. “Thankfully
most patients have early stage disease and are cured by surgery.
But for those with metastatic disease the prognosis and response
rates to drug treatments have been abysmal. However we are
now seeing some long term survivors with use of immunotherapy

including anti-CTLA4 and anti-PD1 agents in particular. The phase
1 clinical trial of the anti-PD1 agent pembrolizumab (MK-3475)
presented at ASCO this year makes it likely that we will soon have
another very active drug to offer to our patients with metastatic
malignant melanoma.”
These data from 411 patients with advanced melanoma enrolled in multiple cohorts from KEYNOTE-001, the largest Phase
1b study to date of an anti-PD-1 antibody, were highlighted as
part of the ASCO 2014 Press Program. KEYNOTE-001 involved
seven advanced melanoma cohorts including patients with varying stages of disease and prior lines of therapy. At baseline, 56
percent of patients had the most advanced stage of disease (M1c)
(n=232) and 77 percent of patients had received at least one prior
systemic therapy (n=316). Interim data from a single cohort of
135 patients from KEYNOTE-001 were first presented at ASCO
2013 and published concurrently in the New England Journal of
Medicine. More recently, updated findings from this cohort were
reported at the 10th International Congress of the Society for
Melanoma Research (November 2013).

BackBliss Lotion Applicator

Fannin Ltd have announced the
launch of Metoject 50mg/ml
available from June 2014

Reaching your back to apply creams and lotions could not be
simpler – just use a BackBliss Lotion Applicator.
The BackBliss Lotion Applicator is a device to help people target
their prescribed cream and treatment lotions to that awkward
middle part of their backs. When Caroline Wagstaff, 55 the product’s inventor from Windsor, Berkshire, appeared on the BBC2
show Dragons’ Den the Dragons thought BackBliss was ingenious!
‘Skin treatment has improved enormously over the years but it
is still difficult to get all these good creams and lotions to the right
places’ says Caroline.
Now anyone suffering from a chronic medical condition or
lack of mobility can easily and regularly apply treatment to their
backs. Why BackBliss?
• Compact and lightweight, easy to use – use at home, take it to
the beach, salon, pool or gym
• Fun, funky and functional! – Available in pink, purple, blue,
charcoal and clear.
• Hundreds of uses – body lotions and butters, emoluments,
moisturising cream, medical treatments and ointments. Great
self-tan, sun and after sun creams too.
• No wastage. Patented pad material doesn’t absorb lots of lotion
– only use the amount you need.
• Hygienic Replacement Pads – are washable and long lasting.
• Ergonomically tested – BackBliss’s patented design perfectly
flexes to the contours of your back

Metoject 50mg/ml is indicated for the treatment of active
rheumatoid arthritis & severe recalcitrant disabling psoriasis in
adult patients.
Metoject 50mg/ml prefilled injection, with pre-attached
subcutaneous needle is available in:
7.5mg/0.15ml
10mg/0.2ml
15mg/0.3ml
20mg/0.4ml
25mg/0.5ml
PA Number: PA 623/14/1
Full prescribing information available upon request from:
Fannin Ltd
Tel: 01 290 7000
Fax:01 290 7111
Email: medinfo@fannin.eu
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New Phase III data show lung function benefits of tiotropium + olodaterol
fixed dose combination in COPD patients
Results from the Phase III study VIVACIT, recently presented at the
American Thoracic Society (ATS) 2014 International Congress in
San Diego, demonstrated that once-daily tiotropium 5mcg + olodaterol 5mcg FDC, delivered using the Respimat Soft Mist Inhaler,
significantly improved lung function over 24 hours (measured
by the forced expiratory volume of air exhaled over one second,
FEV1) in patients with chronic obstructive pulmonary disease
(COPD), to levels significantly above those achieved with tiotropium or olodaterol monotherapies, or with placebo.1 Once-daily
tiotropium + olodaterol FDC is an investigational treatment that
contains the well-established, once-daily LAMA†, tiotropium, combined with olodaterol, a new once-daily LABA‡, delivered via the
Respimat Soft Mist Inhaler. Tiotropium + olodaterol FDC is an investigational treatment and not approved for clinical use. Its safety
and efficacy have not yet been fully established. † Long-acting
muscarinic antagonist ‡ Long-acting beta2-agonist  Commenting
on the results, Dr Cyril Rooney, Consultant Respiratory Physician,
Mayo General Hospital said, “Many patients with COPD continue
to experience symptoms despite current treatment options, which
can impair their ability to perform daily activities. New treatment
options are needed to help control COPD symptoms better and
improve quality of life. The significant improvement in lung function demonstrated by the fixed-dose combination of tiotropium
+ olodaterol in the VIVACITO study compared to both tiotropium
monotherapy and placebo is encouraging and will come as wel-

come news to both physicians and patients looking for new and
better ways to manage COPD.” Additionally, tiotropium + olodaterol FDC was shown to have a similar safety and tolerability profile to
tiotropium alone. The TOviTO clinical trial programme results from
the VIVACITO study are the first to be presented from the Phase III
TOviTO clinical trial programme, which includes more than 8,000
patients and is one of the largest Phase III clinical trial programmes
to be conducted in COPD. TOviTO is investigating the effect of
tiotropium + olodaterol FDC on lung function, exercise tolerance,
quality of life and other parameters in COPD patients. Further
data from the Phase III TOviTO clinical trial programme are due to
report later this year. This includes results from the 52-week Phase
III TONADO 1&2 trials, investigating the effect of tiotropium +
olodaterol FDC on lung function and quality of life in patients with
COPD. Dr Colin Edwards, General Manager and Head of National
Medicine Boehringer Ingelheim Ireland said, “Boehringer Ingelheim is dedicated to advancing respiratory research and improving patient outcomes. The development of olodaterol to partner
tiotropium demonstrates the company’s commitment to build
on the heritage of Spiriva Respimat for the treatment of COPD
patients. We look forward to the results of the TONADO 1&2 trials
in the coming months.” Data from the Phase III TONADO™ 1&2 trials will form a major part of Boehringer Ingelheim’s submission to
regulatory authorities to support the registration of tiotropium +
olodaterol FDC in COPD.

Positive CHMP opinion for Pradaxa in treatment of DVT and pulmonary
embolism and prevention of repeat blood clots
• Recommendation for approval brings DVT and PE patients a
step closer to a simple treatment option that is as effective as
warfarin with significantly lower rates of bleeding
• CHMP positive opinion follows recent U.S. FDA approval of
Pradaxa for treatment of and reduction in the risk of recurrent
DVT and PE
• Pradaxa is already approved for stroke prevention in
patients with atrial fibrillation and prevention of venous
thromboembolism in patients undergoing total hip or knee
replacement surgery
Dublin, Ireland, 20 May 2014– Boehringer Ingelheim today
announces that the Committee for Medicinal Products for
Human Use (CHMP) of the European Medicines Agency (EMA)
has issued a positive opinion recommending approval of Pradaxa
(dabigatran etexilate) in the treatment of deep vein thrombosis
(DVT) and pulmonary embolism (PE) and the prevention
of recurrent DVT and PE in adults. The U.S. Food and Drug
Administration (FDA) approved Pradaxa for DVT and PE patients
earlier this month.
DVT and PE are critical medical conditions: 17.5% of PE patients
die within three months and four out of 10 patients suffer a
repeat blood clot within 10 years of the first.Furthermore, PE
as a consequence of a DVT is the leading cause of preventable
death in hospital. To avoid this, and to minimise a patient’s risk of
experiencing another blood clot, effective and safe treatment is
imperative.
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“We are very pleased with this recommendation for European
approval, which is an important step towards broadening the
indications for which Pradaxa can be used and extending its
proven benefits to more patients,” commented Dr Colin Edwards,
General Manager, Boehringer Ingelheim Ireland. “With Pradaxa
we aim to offer physicians and patients a new, simple treatment
option that is as effective as warfarin, the current standard of
care, while providing a favourable overall safety profile.”
The CHMP positive opinion is based on results from four
robust phase III clinical trials involving almost 10,000 patients
that demonstrated the efficacy of Pradaxa in the treatment and
prevention of repeat DVT and PE compared to warfarin. Data also
show a 92% reduction in the risk of recurrent blood clots versus
placebo. Results showed that DVT or PE patients taking Pradaxa
experienced significantly lower rates of bleeding than those
taking warfarin, resulting in a favourable overall safety profile.
Pradaxa has the longest clinical trial experience in DVT and PE
patients of any novel oral anticoagulant (NOAC). Pradaxa will offer
DVT and PE patients, and their physicians, a treatment option
that is more convenient than both warfarin and other NOACs
investigated in this indication, as it does not require routine dose
monitoring, nor a mandatory dose change during the course
of treatment. DVT and PE patients can start taking Pradaxa
in a simple fixed dose regimen after initial treatment with an
injectable anticoagulant such as low-molecular-weight heparin
(LMWH).
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Pictured at a recent diabetes meeting
in Sligo sponsored by AstraZeneca

Ms Moire Noone, Ms Amanda McKeon,
AstraZeneca.

Ms Amanda McKeon, AstraZeneca, Ms Sinead Molloy, Catriona Coleman,
Ann Ferguson, Ms Patricia Crocock, Ms Majella Toomey, Ms Sandra Courell,
AstraZeneca.

Ms Anne Cooney, AstraZeneca, Ms
Moire Noone, Ms Fiona Hicks.

Ms Kathleen Crerand.

Ms Majella Toomey
Ms Denise Blanchfield,
Ms Fiona Hegarty,
Ms Susan McGinley,
Ms Amanda McKeon,
AstraZeneca.

Ms Avril McCloskey,
Ms Anne Griffin,
Ms Sandra Courell,
AstraZeneca,
Ms Sinead Molloy

Ms Sandra Courell, AstraZeneca, Ms Sinead Molloy,
Ms Patricia Crocock, Ms Majella Toomey, Ms Kathleen
Crerand, Ms Anne Cooney, AstraZeneca.

Ms Sinead Molloy, Catriona Coleman, Ann Ferguson,
Ms Patricia Crocock, Ms Majella Toomey
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Don’t let shingles disrupt their lives

Vaccination is now possible
Help prevent Shingles and Post-Herpetic Neuralgia (PHN)

1 out of 4 of your adult patients will develop shingles in their
lifetime1,2, a painful disease that can impact on quality of life3

The First Shingles and PHN Vaccine
in adults aged 50+

Zostavax now available in Ireland.
To order vaccine please call freephone orderline: 1800

200 845

ABRIDGED PRESCRIBING INFORMATION
ZOSTAVAX® powder and solvent for suspension for injection in a pre-filled syringe [shingles (herpes zoster) vaccine (live)]. Refer to Summary of Product Characteristics for full product information. Additional information is available
upon request. Presentation: Vial containing a lyophilised preparation of live attenuated varicella-zoster virus, Oka/Merck strain and a pre-filled syringe containing water for injections. After reconstitution, one dose contains no less
than 19400 PFU (Plaque-forming units) varicella-zoster virus, Oka/Merck strain. Indications: Active immunisation for the prevention of herpes zoster (“zoster” or shingles) and herpes zoster-related post-herpetic neuralgia (PHN) in
individuals 50 years of age or older. Dosage and administration: Individuals should receive a single dose (0.65 ml) administered subcutaneously, preferably in the deltoid region. Do not inject intravascularly. It is recommended that
the vaccine be administered immediately after reconstitution, to minimize loss of potency. Discard reconstituted vaccine if it is not used within 30 minutes. Contraindications: Hypersensitivity to the vaccine or any of its components
(including neomycin). Individuals receiving immunosuppressive therapy (including high-dose corticosteroids) or who have a primary or acquired immunodeficiency. Individuals with active untreated tuberculosis. Pregnancy. Warnings
and precautions: Appropriate facilities and medication should be available in the rare event of anaphylaxis. ZOSTAVAX® is not indicated for the treatment of Zoster or PHN. Deferral of vaccination should be considered in the presence
of fever. In clinical trials with ZOSTAVAX®, transmission of the vaccine virus has not been reported. However, post-marketing experience with varicella vaccines suggest that transmission of vaccine virus may occur rarely between
vaccinees who develop a varicella-like rash and susceptible contacts (for example, VZV-susceptible infant grandchildren). Transmission of vaccine virus from varicella vaccine recipients who do not develop a varicella-like rash has also
been reported. This is a theoretical risk for vaccination with ZOSTAVAX®. The risk of transmitting the attenuated vaccine virus from a vaccinee to a susceptible contact should be weighed against the risk of developing natural zoster
and potentially transmitting wild-type VZV to a susceptible contact. As with any vaccine, vaccination with ZOSTAVAX® may not result in protection in all vaccine recipients. ZOSTAVAX® and 23-valent pneumococcal polysaccharide
vaccine should not be given concomitantly because concomitant use in a clinical trial resulted in reduced immunogenicity of ZOSTAVAX®. Pregnancy and lactation: ZOSTAVAX® is not intended to be administered to pregnant women.
Pregnancy should be avoided for one month following vaccination. Caution should be exercised if ZOSTAVAX® is administered to a breast-feeding woman. Undesirable effects: Very common side effects: Pain/tenderness, erythema,
swelling and pruritus at the injection site. Common side effects: Warmth, haematoma and induration at the injection site, pain in extremity, and headache. Other reported side
effects that may potentially be serious include hypersensitivity reactions including anaphylactic reactions, arthralgia, myalgia, lymphadenopathy, rash and at the injection site,
urticaria, pyrexia and rash. For a complete list of undesirable effects please refer to the Summary of Product Characteristics. Package quantities: Vial and pre-filled syringe with
two separate needles. Marketing authorisation holder: Sanofi Pasteur MSD SNC, 8 Rue Jonas Salk, F-69007 Lyon, France Marketing authorisation number: EU/1/06/341/011.
Legal category: POM. ® Registered trademark. Date of last review: 27 February 2014.
Information about adverse event reporting can be found at www.imb.ie
Adverse events and inadvertent vaccination during pregnancy should also be reported to Sanofi Pasteur MSD by calling 00 44 1628 785291
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