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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
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* 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
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editorial

Mindfulness and
health for all

T

he world of primary health care is ever-changing. As general practitioners set about lobbying
against the proposed draft for free GP care for the under sixes there is a sense of serious
disharmony. Obligations under the draft contract for GPs would require them to work in excess
of 70 hrs a week which would be unsustainable and unsafe.
The stress within the profession is causing mental health problems according to a
questionnaire distributed by the National Association of General Practitioners. Once excessive stress
enters the arena of primary health care it has a clear domino effect on all other disciplines including that
of nursing.
Stress is a normal part of everyday life and needs to be managed in a healthy fashion.
With respect to patient care it is estimated that by 2020 depression and mental health will be top of
the healthcare causes of ill health.
Evidence suggests that there is an increase of approximately 50% in the medical costs of chronic
medical illness with comorbid depression, even after controlling for severity of physical illness.
Poor mental health is linked with increased morbidity and mortality in medical conditions such
as diabetes, stroke and heart disease. It also affects the patient’s ability to comply with medication
regimes, nutritional restrictions, lifestyle modifications and the successful management of many chronic
diseases.
When stress is in question, nobody is immune from the doctor to the nurse to the patient.
There are several remedies to help care for both yourself and the patient. One of those is mindfulness.
“The ancient way of mindfulness is as practicable today as it was 2,500 years ago. It is as applicable
in the lands of the West as in the East; in the midst of life’s turmoil as well as in the peace of the monk’s
cell”. Nyanaponika Thera.
“Mindfulness means: Paying attention in a particular way: on purpose, in the present moment, and
non-judgmentally.” Jon Kabat-Zinn.
Jon Kabat-Zinn, master and founder of mindfulness in the Western world more than 20 years ago
purported that as simple as it is it does work. The evidence is there for those who wish to read more
about the science behind this simple action.
As stress continues to exact a toll on everyday life, we are increasingly turning to ancient, meditative
methods, which have been tested by science, to enable us to reduce stress and become more focused
and healthy in our everyday lives.
Jon Kabat-Zinn has for decades been at the forefront of the mind/body movement and the
subsequent revolution in medicine and health care, both demystifying it and bringing it into the
mainstream.
The two primary elements that shape our lives and can help guide us into the now are attention and
intention. It is imperative to remember that intention is at the root of all actions…our intentions shape
our thoughts, words and actions.
Dr Dan Siegal says that when we are disconnected, our minds move towards chaos, rigidity, or both.
Chaos can be experienced as feeling overwhelmed, and rigidity is a feeling of being stuck in
repetitious thoughts or behaviours that leave us immobile. He says that chaos and rigidity can be seen
as the fundamental ways we experience “un-health” in our bodies, our mental life, and our relationships.
The fact is that when we are not aware of our intention, we are more likely to feel disconnected, get
hooked into old, unhealthy patterns that don’t serve us. When we make the choice to reconnect, not
only are we more likely to make healthier and wiser choices we actually feel happier.
Why not reconnect with yourself and try it. Enjoy it, like it or not, it works.
Reading List.
Mindfulness, Living in a Frantic World, Mark Williams and Danny Penman.
Mindfulness for Health, Relieving Pain, Reducing Stress and Restoring Wellbeing, Burch and Penman
Full Catastrophe Living, How to Cope with Stress, Pain and Illness Using Mindfulness Meditation, Kabat-Zinn.
Darina Lane
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Prescribing Information (IRL)
(Please refer to the full Summary of Product
Characteristics before prescribing).
RESOLOR® (prucalopride). Selective serotonin (5-HT4)
receptor agonist, enterokinetic agent, available as 1 mg
and 2 mg film-coated tablets for oral administration,
once daily, with or without food, at any time of the
day. Indication: Resolor is indicated for symptomatic
treatment of chronic constipation in women in whom
laxatives fail to provide adequate relief. Dose: Women:
2 mg once daily, elderly (>65 years): Start with 1 mg once
daily and increase to 2 mg once daily if necessary. Patients
with severe renal impairment (GFR <30 ml/min/1.73 m2):
1 mg once daily. Patients with severe hepatic impairment
(Child-Pugh class C) start with 1 mg once daily which may
be increased to 2 mg if required to improve efficacy and
if the 1 mg dose is well tolerated. No dose adjustment
required in patients with mild to moderate renal or hepatic
impairment. Men, children and adolescents <18 years:
not recommended until further data become available.
Contraindications: Hypersensitivity to prucalopride or
any of the excipients. Renal impairment requiring dialysis.
Intestinal perforation or obstruction due to structural
or functional disorder of the gut wall, obstructive ileus,
severe inflammatory conditions of the intestinal tract,
such as Crohn’s disease, and ulcerative colitis and toxic
megacolon/megarectum. Precautions: Caution should be
exercised when prescribing Resolor to patients with severe
hepatic impairment (Child-Pugh class C) due to limited
data in patients with severe hepatic impairment. The safety
and efficacy of Resolor for use in patients with severe and
clinically unstable concomitant disease (e.g. cardiovascular
or lung disease, neurological or psychiatric disorders,
cancer or AIDS and other endocrine disorders) have not
been established in controlled clinical trials. Caution
should be exercised when prescribing Resolor to patients
with these conditions especially when used in patients
with a history of arrhythmias or ischaemic cardiovascular
disease. In case of severe diarrhoea the efficacy of
oral contraceptives may be reduced and an additional
contraceptive method is recommended. Contains lactose
monohydrate. Patients with galactose intolerance, Lapp
lactase deficiency or glucose-galactose malabsorption
must not take Resolor. Interactions: Prucalopride has
a low pharmacokinetic interaction potential. Studies in
healthy subjects did not show a clinically relevant effect of
prucalopride on the pharmacokinetics of warfarin, digoxin,
alcohol, paroxetine or oral contraceptives. A 30% increase
in plasma concentrations of erythromycin was found
during prucalopride co-administration. The mechanism
for this interaction was not clear. Ketoconazole increased
the systemic exposure to prucalopride by 40%. This effect
is too small to be clinically relevant. Therapeutic doses
of probenecid, cimetidine, erythromycin and paroxetine
did not affect the pharmacokinetics of prucalopride.
Pregnancy: Animal studies did not indicate harm.
Experience of Resolor during human pregnancy is limited.
Cases of spontaneous abortion have been observed
in human clinical studies although, in the presence of
other risk factors, the relationship to Resolor is unknown.
Resolor is not recommended during pregnancy. Women of
childbearing potential should use effective contraception
during treatment with Resolor. Lactation: Prucalopride
is excreted in breast milk, however at therapeutic doses
no effects are anticipated on the breastfed newborn/
infant. In the absence of human data Resolor is not
recommended during breastfeeding. Effects on ability
to drive and use machines: No studies have been
performed. Resolor has been associated with dizziness and
fatigue, particularly on the first day of treatment, which
may affect driving or using machines. Side effects: The
most commonly reported side effects in Resolor clinical
trials were headache and gastrointestinal symptoms
(abdominal pain, nausea, diarrhoea) occurring in about
20% of patients each. These events occur mostly at the
start of therapy and usually disappear within a few days
whilst continuing Resolor. Other common adverse events
in controlled trials included dizziness, vomiting, dyspepsia,
rectal haemorrhage, flatulence, abnormal bowel sounds,
pollakiuria and fatigue. Uncommon adverse events
included anorexia, tremors, palpitations, fever and malaise.
After the first day of treatment the most common adverse
events were reported with similar frequency for Resolor
and placebo except nausea and diarrhoea: these remained
higher but the difference between Resolor and placebo
was smaller (1 to 3%). Palpitations were reported in 0.7%
of placebo patients, 1.0% of 1 mg Resolor patients and
0.7% of 2 mg Resolor patients. As with any new symptom,
patients are advised to discuss new onset palpitations
with their physician. Legal category: POM. Marketing
Authorisation Holder: Shire Pharmaceuticals Ireland
Limited, 5 Riverwalk, Citywest Business Campus, Dublin
24, Ireland. Date of preparation: September 2013.
Marketing Authorisation Number: EU/1/09/581/001
(1 mg), EU/1/09/581/002 (2 mg). Further information
is available from: Shire Pharmaceuticals Ireland Ltd,
5 Riverwalk, Citywest Business Campus, Dublin 24, Ireland.
Tel: 01 4297700.
Reference:
1. Resolor® Summary of Product Characteristics.
Adverse events should be reported to the
Pharmacovigilance Unit at the Irish Medicines
Board (IMB) (imbpharmacovigilance@imb.ie).
Information about adverse event reporting
can be found on the IMB website
(www.imb.ie). Adverse events should also
be reported to Shire on 1800 818016.

IRE/LO/RES/12/0027(2) November 2013

Her way out...
...of chronic
constipation

Resolor® is indicated for symptomatic treatment of chronic constipation
in women in whom laxatives fail to provide adequate relief.
Resolor® works by targeting impaired colonic motility. In placebo-controlled studies,
Resolor® 2 mg was effective in helping to restore normal bowel movements*
and alleviating a broad range of constipation symptoms in women.1
*Defined as an average of ≥3 spontaneous, complete bowel movements (SCBM) per week over the 12-week treatment period.

Please consult the Resolor® Summary of Product Characteristics before prescribing,
particularly in relation to hypersensitivity to any of the constituents, renal impairment
requiring dialysis, intestinal perforation or obstruction, obstructive ileus, severe inflammatory
conditions of the intestinal tract, severe and clinically unstable concomitant diseases.

news
Nursing Symposium in Bon
New Head of School of
Nursing & Midwifery at RCSI Secours Hospital Galway
Professor Zena Moore has
been appointed as the Head
of the School of Nursing &
Midwifery at RCSI (Royal
College of Surgeons in
Ireland). Professor Moore
officially commenced her new
role in February, following
her previous position as
acting head of the Faculty
and School of Nursing &
Midwifery. Professor Moore
brings more than 12 years of
academic experience at RCSI
to the role.
A registered nurse, Professor Moore joined RCSI as a lecturer
in 2002, during which time she has been academic director
and deputy head of the Faculty of Nursing & Midwifery. More
recently she was appointed an Associate Professor.
Speaking on her appointment, Professor Moore said: ‘My
vision for the School of Nursing & Midwifery at RCSI is to build
on the principles of collaborative education and training to
expand our academic profile, whilst maintaining its uniqueness
and remaining clearly focussed on academic and clinical
scholarship’.
Professor Moore’s area of clinical research interest is wound
healing and tissue repair. She is actively involved in research in
this field and has undertaken ten systematic reviews with the
Cochrane Wounds Group and the Cochrane Renal Group.

Lymphoedema awareness
campaign
A national awareness campaign was launched recently to
highlight lymphoedema, the chronic medical condition that
affects an estimated 15,000 people. The condition, which is
caused by problems within the body’s lymphatic system, is
incurable and can be life-threatening because of the risk of
serious infection.
At the laucnch of the first-ever lymphoedema awareness
campaign were Susan Carry with Miriam O’Callaghan and Nina
Murray, Chairperson of Lymphoedema Ireland.
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Nurses from counties Galway, Mayo, Sligo, Roscommon,
Leitrim, Longford and Westmeath who attended the recent
Nursing Symposium at Bon Secours Hospital Galway.

Ms Moira Noone, Chairperson Galway Branch IPNA, Mr
John Nee, Consultant General Surgeon, Bon Secours
Hospital Galway and Ms Mary Dunne, Director Nursing and
Clinical Services Bon Secours Hospital Galway at the recent
Nursing Symposium in Bon Secours Hospital Galway.

MS Nurse CPD launch
At the launch of the MS Nurse Professional course were Susanne
O’Reilly, Novartis and Mags Rogers, Neurological Alliance. MS
Nurse Professional is Europe’s first and only CME accredited
online curriculum for nurses who care for people with MS.
The launch was supported by Novartis.

When parents ask for your help
calming post-immunisation
fever, there’s a name healthcare
professionals have trusted
for over 35 years.
This family friend is gentle
enough for babies as
young as two months1.

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.

IRE/CA/14-0670b
1. For babies weighing over 4 kg and born after 37 weeks

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 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.

Date of preparation: February 2014

regional news

Ne ws for IPNA br anches country wide

Cavan/Monaghan
Margaret Geoghegan
The Cavan/Monaghan branch’s February meeting was held in the
Errigal Hotel, Cootehill on 18th February. This meeting was sponsored by Aideen French from Bayer Ltd. It was very well attended
and it was great to welcome some new members to our meeting.
Dr Siobhan McNamee a local GP gave an excellent update on
contraception. Aideen French also introduced the new intrauterine system Jaydess and answered any questions we had about it.

As we did not have the minutes of the February NEC meeting we
deferred discussing them until our next meeting. Ruth brought us
up to date on this year conference preparations. As all branch correspondence is by email or text it is important that our chairperson Ruth has an up to date list of members email addresses and
mobile numbers. Please ensure that she has your contact details
or you could miss out on meeting dates or other relevant issues.

Donegal
Bridget Breen
Our first meeting of 2014 took place in the Radisson Hotel, Letterkenny. It was well attended. The speaker on the night was Cathy Farrell, CNS in Cardiology LGH. Her presentation was on ECGs. Sheila
Gleeson, Bayer kindly sponsored the evening. We are holding an
educational evening on March 20th in the Radisson. Topics include
dermatology, the menopause, and wound care. We are hoping
for a good turn out. The topics were requested by the members.
Certificates of attendance will be issued on the night. Branch

funds will be used to finance the evening. It is our intention to
hold further educational evenings in the future, depending on
the success of this one! The April meeting on the 15th is sponsored by Michelle Casey, Nova Nordisk. A local dietitian will give a
presentation, and we also hope to have a life coach. Irene Walsh
from GSK will sponsor the May meeting. Date, topic and venue
not yet decided. We wish the Kerry Branch the very best of luck
in organising the AGM on October 17th/18th in Limerick.

Galway
Moira Noone
We had a Practice Nurse Symposium on February 8th, sponsored
by Bons Secours Hospital, Galway. Ms Mary Dunne, Director of
Nursing, opened the symposium, Mary was impressed with the
large attendance as we had heavy rain and high winds the night
before the meeting. The educational morning was relevant to
general practice. Our first speaker was Consultant Urologist, Mr Killian Walsh, who spoke on urinary tract infections. Dr Mary Garvey,
Consultant Dermatologist spoke on common skin problems and
Mr Nee, Consultant Surgeon spoke on screening in bowel cancer.
Dr O’Leary, Consultant Obstetrician and Gynaecologist, spoke
about the Menopause. It was a very lively questions and answer
session for the speakers. Thanks to Maria Doorly, Medical Liaison
Manager, Bons Secours Hospital who organised these very interesting and relevant topics. We held our AGM on 27th February in the
Claregalway Hotel. Our members would like to thank sincerely

the committee who have worked tirelessly and who have given
up valuable time to support and develop our branch. Thank you
all. Our outgoing Chairperson, Margie Nestor, is also retiring from
general practice. Margie is a very popular person in our branch.
She has kept abreast of all advances in practice nursing and is up
to date with all aspects of her profession and committee work. A
well organised lady and we will all miss her. Our new committee is
made up of Chairperson, Moira Noone, Secretary, Maureen Delaney,
and Treasure, Carmel Finnerty. Our meeting was sponsored by
Mundipharma and Pamela O’Regan spoke on asthma maintenance
treatment. Pamela is expecting her first baby in April and we send
her our best wishes. We looking forward to 2015…we hope to host
the 20th anniversary conference in Galway. It all began in Galway
way back in The Ardilaun Hotel, with a handful of members. Our
newly formed conference committee are hard at work I hope!

Kilkenny
The Kilkenny IPNA branch January meeting in the Pembroke Hotel, Kilkenny was kindly sponsered by Niamh Carroll of Servier. Dr
Mark Hensey of Waterford Regional Hospital gave a very interesting and beneficial talk on the management of heart failure. The
main points outlined were:
For our February meeting in Lyrath Hotel we focused our attention on trauma management and this talk was expertly given by
Donal Twomey of Elite Ambulance Cork. This meeting was very
kindly sponsored by Kevin Dinan of Lilly. We were equipped with
the most up-to-date methods of dealing with trauma both within

general practice and also in the community. Our sincere thanks to
Donal and Kevin for this meeting which benefited us enormously.
Also thanks to our member Mary Fogarty who brought back the
latest updates from the National Executive Committee meeting.
Thank you Mary for your continued work.
Once again we would like to invite any new practice nurses
working in our area now to come join us as our meetings are of
both social and educational benefit to all.
We look forward to our next meeting on the 19th March in the
Pembroke Hotel, Kilkenny.

South Dublin
Karen Canning & Anne O’Connor
Many thanks for the reminder. I see from your other email that
the closing date is 10th March, so apologies for the last minute
submission. In February, our meeting was kindly sponsored by
Aisling McCormack from Cow & Gate. Our guest speaker was Jan
Ovington, Child Protection Training Officer, HSE, who brought us
6

up to date on the Children›s First Guidelines and how they are
relevant to general practice. Our next meeting is Thursday 13th
March and is on osteoporosis. This will be sponsored by Aidan
Egan of GSK. David Askin, Fracture Liaison Nurse, AMNCH, will be
our guest speaker.

Ne ws for IPNA br anches country wide

regional news

Wicklow
Mary Finnegan
The first meeting of 2014 was held on Monday 13th January. Our
guest speaker on the night was Mary Sullivan, our NEC Rep, who
gave us a very informative session on how to negotiate your
contract, entitlements, study days, sick leave and annual leave
recommendations and current grants from HSE to GP practices.
This was an excellent talk, and naturally raised many questions.
Mary also had an excellent printout of all the relevant information for each practice nurse present.
Our February meeting was held on 24th, and the topic that
night was: 12 lead ECG and interpretation of same. Our guest
speaker was Sophie Charles, Cardiac Rehab Nurse in SCH, who
gave us an overview of both the normal and abnormal ECG
recording, and advised when further review or referral is recommended. She also gave us an overview of the current and new
services now provided by SCH, and advised which patients
are not suitable for assessment there, and who should be sent
directly to SVUH. The meeting was very kindly sponsored by Edel
Canning from MSD, who also provided us with a very welcome
finger food supper. Much appreciated, on a dreadful stormy

nec news
DATE FOR DIARY
The 2014 IPNA Annual Educational Conference / 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 will be sent to members as
soon as they are available. Exhibitor queries can be e-mailed to
ipnaconference@irishpracticenurses.ie
AGM
The NEC plans to propose 3 Motions at AGM 2014. Details to
follow after its May meeting. Branch Motions for AGM are to be
sent to admin@irishpracticenurses.ie before 30th April.
NEC MEETINGS 2014
Wednesday 7th May 2014, Ashling Hotel, D.8, 11am-3pm
Wednesday 3rd September 2014, Ashling Hotel, D.8, 11am-3pm
Friday 17th October 2014, Limerick Strand Hotel, time tbc
2014 IPNA EDUCATIONAL AWARDS
The NEC decided at its February meeting to offer the following
awards in 2014:
Practice Nurse of the Year 2014.
IPNA Clinical Award 2014.
IPNA Educational Bursary 2014.
Valerie Mangan IPNA Loyalty Award 2014.
Further details will be sent to all current members and posted
on the website when they are available.
IPNA DEFINITION OF A PRACTICE NURSE
The NEC decided at its February meeting that its definition of a
Practice Nurse is as follows:
“A Practice Nurse is a registered nurse/midwife working in
general practice who provides professional holistic care within
his/her scope of nursing and midwifery practice, to the practice
population” – Irish Practice Nurses Association.

night with torrential rain!
Following on from many requests from practice nurses in the
branch for a BLS course, I have arranged for 2 courses to take
place in March, one on 10thand another on the 24th. These are
fully certified 2 year courses from the Irish Heart Foundation/
American Heart Foundation. There are 9 nurses confirmed to
attend each night. Both courses will be held in the Conference
Centre of the Wilton Hotel in Bray – the venue for all Wicklow
Branch meetings.
The next Branch meeting is scheduled for Monday 7th April;
topic, speaker, and sponsor to be confirmed.
We have had an excellent turnout to Branch meetings since
September in spite of some dreadful weather! Average attendance is between 18 – 30 and I would like to thank all those
nurses who attend on a regular basis, and are so enthusiastic,
interactive, and supportive at meetings. A real pleasure to Chair
such a vibrant, friendly Branch!
Can I finish by wishing everyone a very happy Easter, and
fingers crossed for some better weather!

IPNA GENERAL INFORMATION LEAFLET
The IPNA General Information Leaflet (for those who are seeking
information about Practice Nursing as a career) has been
updated and is available to view, download or print from the
IPNA website on the Role of the Practice Nurse page.
IPNA EDUCATION COMMITTEE
The IPNA Education Committee held its first meeting in January
to decide on its structure and remit. Details were circulated to
NEC Reps at the February NEC meeting. The NEC would like to
thank most sincerely all those who have volunteered to be on
this committee. Their time and expertise will be of great benefit
to the IPNA and will enhance the core aim of the IPNA, i.e.
education and professional development.
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.
PROFESSIONAL INDEMNITY
In light of the recent withdrawal of professional indemnity to
Practice Nurses by the INMO, the IPNA continues to recommend
that Practice Nurses have personal professional indemnity
in addition to being named on the practice policy and that
any extended nursing roles should also be specifically listed
on all relevant policies. Anyone with queries on professional
indemnity should contact their provider directly.
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 Tel: 042-9692403 e-mail: admin@irishpracticenurses.ie www.irishpracticenurses.ie
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clinical review

Every parent’s worst
nightmare: knowledge and
attitudes towards meningitis
and vaccination
Andy Cochrane (Medical Affairs Co-ordinator), Caroline O’Connor
(Medical Information Officer) and Diane McConnell (Ireland Manager)
Meningitis Research Foundation

C

hildhood vaccination is an important and effective
way to reduce childhood illness, disability and
death. For example, there has been a steady decline
in the number of cases of bacterial meningitis
since the introduction of the vaccines that prevent
meningococcal C disease, Haemophilus influenzae type B
disease and the most common pneumococcal serotypes.1
The number of cases of invasive meningococcal disease (IMD)
caused by serogroup C has reduced from 135 in 1999 to just
2 in 2010.1 Nevertheless, meningitis has not ‘gone away’, and
Ireland still has the highest rates of confirmed cases of IMD in
Europe for both of the age groups most at risk (under 5 years:
21 per 100, 000; 15-24 year olds: 5.7: 100,000); IMD is now
predominately caused by serogroup B2.
A vaccine uptake rate of ≥ 95% is needed to achieve herd
immunity.3 However, following the change to the immunisation
schedule in July 2008, the uptake of the Men C and Hib
vaccines due at 13 months fell to as low as 80% in some parts of
the country. While there is some evidence of improved uptake
rates4 there is a need to understand parental attitudes towards
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vaccination and knowledge about meningitis to inform
health promotion initiatives. This is particularly important in
advance of any future changes to the vaccination schedule
to accommodate new vaccines (e.g., against meningococcal
serogroup B).
The Department of Health in England has been tracking
parents’ attitudes towards vaccination since 19915 but
information in Ireland is still relatively limited. There has been
some work to explore the decline in uptake of the 12 and 13
month vaccines. For example, a cross-sectional survey of a
representative sample of parents in the North-West of Ireland
indicated that some parents were choosing to both delay
and split the administration of vaccines. Factors associated
with poor vaccine uptake included lack of awareness of the
schedule, not using the parent-held immunisation record and
concerns about vaccine safety.6
Advocating vaccination for all has been a critical part of
our work at Meningitis Research Foundation. We work with
health professionals and the general public to raise awareness
about meningitis, and we have funded vital research into new
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Meningitis Research Foundation‘s vision is a world free
from meningitis and septicaemia. We work towards this
vision by funding research into prevention, detection
and treatment of the diseases, promoting education and
awareness amongst health professionals and the public
as well as providing support to those affected. For more
information:
www.meningitis.org
Dublin office: 01 819 6931
info@meningitis-ireland.org
Freefone Helpline 1800 41 33 44

Key Findings
Primary Childhood Schedule (see Table 1)
The majority of parents were familiar with The National
Immunisation Office booklet ‘Your child’s immunisation: a
guide for parents’ 7 which highlights the need for five visits to
a GP to complete a child’s immunisation in the first 13 months
of life. However, only 30% of parents correctly stated that five
visits were needed to complete the schedule. Furthermore,
recall of the vaccines themselves was quite low (Figure 1),
ranging from the 50% who mentioned the MMR, to only 16%
who were able to recall Pneumococcal (PCV) and Hib.
Parents were asked to name any of the diseases that
are prevented by the primary schedule (Figure 2), and the
relative familiarity with MMR continued; over half of the

vaccines (see Box 1). We have recognised the need to gain
an insight into the views of parents to guide our work. We
therefore conducted a survey of parents with young children
designed to assess awareness and knowledge of meningitis
and prevention of the disease through vaccination. Telephone
interviews were conducted using structured questionnaires of
a nationally representative sample of parents with one or more
children under 24 months (n = 350: 85% mothers). Nearly three
quarters of the parents (73%) also had a child/children over 2
years of age. Table 1 presents further demographic details of
the sample. The vaccine-related questions in the survey were
focussed on the current (i.e., post 2008) vaccination schedule
and therefore related primarily to the youngest child in the
family.

Table 1. Demographic information
Age distribution of parents

Marital status

16-19

20-24

25-29 3034

35-39

40+

Married

CoSingle
habiting parent

Not
disclosed

1%

11%

20%

27%

3%

51%

30%

5%

39%

Region

15%

Social class

Dublin

Rest of
Leinster

Munster

Connaught

ABC1F50+

C2DEF50-

Not disclosed

27%

30%

23%

17%

46%

47%

7%

60

% of parents

50
40
30
20
10
0
MMR

BCG

6 in 1

Men C

PCV

Hib

other/don’t
know

Figure 1. Parents recall of vaccines included in the Primary Childhood Schedule
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70
60

% of parents

50
40
30

Aware of
Most worrying

20

Pneumococcal

Hib

Tetanus

Diptheria

Hep B

Pertussis

TB

Polio

Rubella

Mumps

Meningitis

0

Measles

10

Figure 2. Parents recall of vaccine preventable disease and the most worrying
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respondents mentioned measles (60%), mumps (53%) and
rubella (52%). Meningitis was named by 59% (7% of whom
specifically mentioned meningitis C). The follow-up question
asked the parents which of the childhood infectious diseases
worried them the most in relation to their own child/children.
Meningitis emerged as the most worrying disease for nearly
two-thirds of the parents (62%), followed by measles (33%).
The justifiable concern about measles may be explained,
in part, by the media coverage of the measles outbreak in
England and Wales that occurred during the data collection
period (March/April 2013).

presented with an additional list of possible reasons why the 12
and 13 month vaccines might be missed or delayed (Table 2),
and asked to indicate how important these were as potential
reasons, using a Likert-type scale. While none of the reasons
emerged as a central explanatory factor, it could be that an
improved reminder system and education about the need to
complete the schedule on time may be worth exploring.
“I think it completely slipped my mind until I got a reminder, so I
had to rearrange for another visit.”
“Every time I had the appointment he always got sick and I keep
forgetting to make the appointment.”

Vaccine Uptake:
The majority (91%) of parents stated that their child/children
were up to date with their immunisations. Of those with a child
eligible for the vaccine scheduled at 12 and 13 months, only
90% (n = 216) had taken their child for the 12 month visit (MMR
& PCV ) and only 81% (n=203) for the vaccines scheduled at 13
months (MenC and Hib) at the time of the survey. These figures
are slightly lower than the uptake rates reported by the Health
Protection and Surveillance Centre (HPSC) which range from
87-96% for the vaccines due at 12 and 13 months.4 A possible
explanation for the difference is that the survey findings may
take into account parents delaying, rather than defaulting, the
immunisations due at 12 and 13 months. Similar to the findings
in England5, the child being unwell at the time was given as the
main reason for missing the appointments. Comments from
the respondents suggested that the immunisations may still be
completed, but later than scheduled:
“She was sick for a while and she’s missed a couple so she behind
on some of them and we can catch up on them next time.”
Nevertheless, the lower uptake rates for the fourth and fifth
visits and delays in completing the primary schedule leave
children vulnerable to life-threatening diseases including
meningitis when they are most at risk.8 In an attempt to
understand this phenomenon, the respondents were

Table 2. Potential reasons for missing 12 and 13 month
visits
% indicating statement
is important/very
important
(n = 350)
No reminder received from
GP

34

Parent not available to take
the baby

33

Easy to forget

29

Not aware that fifth visit was
needed

26

Prefer to wait until child is
older

26

Inconvenient/inflexible
appointment times

25

Only a booster so not really
needed

21

Make an impact on
COPD exacerbations
•

SPIRIVA® Respimat® 5 µg
– Demonstrated a 31% reduction in relative risk of having at least one COPD exacerbation (p<0.0001) vs control in one year*1,2
– Showed a 27% reduction in relative risk of hospitalisation due to COPD exacerbation (p<0.005) vs control in one year*1,2
– Is the only non-dry powder LAMA inhaler for the treatment of COPD symptoms2,3

SPIRIVA® Respimat ® 5 µg is indicated as a maintenance
bronchodilator treatment to relieve symptoms of patients
with chronic obstructive pulmonary disease (COPD).2
References:
1. Bateman ED et al. A one-year trial of tiotropium Respimat® plus usual therapy in COPD patients. Respir Med 2010;104:1460–1472.
2. SPIRIVA® Respimat® 2.5 µg Summary of Product Characteristics.
3. Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2013.
Available from: http://www.goldcopd.org/. Accessed January 2014.
*Patients were permitted to continue all usual therapy excluding other anticholinergics.
LAMA: Long-acting muscarinic antagonist
Prescribing Information (Ireland) SPIRIVA® RESPIMAT® (tiotropium)
Solution for inhalation containing 2.5 microgram tiotropium (as bromide monohydrate)
per puff. Indication: Tiotropium is indicated as a maintenance bronchodilator treatment
to relieve symptoms of patients with chronic obstructive pulmonary disease (COPD).
Dose and Administration: Adults only aged 18 years or over: 5 microgram tiotropium
given as two puffs from the Respimat inhaler once daily, at the same time of the day.
Contraindications: Hypersensitivity to tiotropium bromide, atropine or its derivatives, e.g
ipratropium or oxitropium or to any of the excipients; benzalkonium chloride, disodium
edetate, purified water, hydrochloric acid 3.6% (for pH adjustment). Warnings and
Precautions: Not for the initial treatment of acute episodes of bronchospasm, i.e. rescue
therapy. Immediate hypersensitivity reactions may occur after administration of tiotropium
bromide solution for inhalation. Caution in patients with narrow-angle glaucoma, prostatic
hyperplasia or bladder-neck obstruction. Inhaled medicines may cause inhalationinduced bronchospasm. Caution in patients with known cardiac rhythm disorders. In
patients with moderate to severe renal impairment (creatinine clearance ≤50 ml/min)
tiotropium bromide should be used only if the expected benefit outweighs the potential
risk. Patients should be cautioned to avoid getting the spray into their eyes. They should
be advised that this may result in precipitation or worsening of narrow-angle glaucoma,
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eye pain or discomfort, temporary blurring of vision, visual halos or coloured images
in association with red eyes from conjunctival congestion and corneal oedema. Should
any combination of these eye symptoms develop, patients should stop using tiotropium
bromide and consult a specialist immediately. Tiotropium bromide should not be used
more frequently than once a day. Interactions: Although no formal drug interaction studies
have been performed, tiotropium bromide has been used concomitantly with other drugs
commonly used in the treatment of COPD, including sympathomimetic bronchodilators,
methylxanthines, oral and inhaled steroids without clinical evidence of drug interactions.
The co-administration of tiotropium bromide with other anticholinergic-containing drugs
has not been studied and is therefore not recommended. Fertility, Pregnancy and
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when clearly indicated. It is unknown whether tiotropium bromide is excreted in human
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A decision on whether to continue/discontinue breast feeding or therapy with Spiriva
Respimat should be made taking into account the benefit of breast feeding to the child
and the benefit of Spiriva Respimat therapy to the woman. Clinical data on fertility are

not available for tiotropium. Effects on ability to drive and use machines: No studies
have been performed. The occurrence of dizziness or blurred vision may influence the
ability to drive and use machinery. Undesirable effects: Common (≥1/100 to <1/10):
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palpitations, supraventricular tachycardia, tachycardia, cough, epistaxis, pharyngitis,
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retention, dysuria. Serious undesirable effects include anaphylactic reaction and
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1 Respimat inhaler and 1 cartridge, providing 60 puffs (30 medicinal doses). Legal
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3%
17%

15%

65%

Figure 3: Acceptable number of injections per visit

The current schedule requires a baby to receive at least two
separate injections at each visit (three are needed at 6 months);
any changes to the schedule may mean more injections are
necessary. Nearly two thirds of the parents surveyed felt
that two injections were the maximum acceptable at any
one time, and only 3% would accept “as many as necessary”
(Figure 3). This is an important issue as parental perceptions of
acceptability are likely to be important factors in uptake rates if
the number of injections needed per visit is increased.
Knowledge of meningitis
The survey findings indicated that parents tend to rely on
their family doctor, and, to a lesser extent, the public health

There does seem to
be some scope in
enhancing the role of
the practice nurse as a
source of information,
as [they] were
mentioned by very few
parents.
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nurse (Table 2) for information about both vaccination and
meningitis. There does seem to be some scope in enhancing
the role of the practice nurse as a source of information,
as these health professionals were mentioned by very few
parents. Only a small number of parents reported that they
were seeking information on the internet; the website most
commonly cited was ‘Google’ which is a little worrying as some
parents may be accessing unreliable sources of information.
Table 2. ‘Best’ sources of information (%) about
vaccination and meningitis
Vaccination (%
n= 350)

Meningitis (% n
= 350)

Family doctor

44

43

Practice nurse

7

4

Public health
nurse

35

18

Midwife

6

2

HSE publications

10

9

Media

2

9

Websites

11

13

Other

15

17

NB. Parents could select more than 1 response
The majority of the parents had no direct experience of
meningitis (86%), but more than half (53%) were confident
that they could recognise the signs and symptoms of the
disease. There was less confidence in the ability to recognise
the signs and symptoms associated with septicaemia (28%).
Given the relative lack of experience with both meningitis
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and septicaemia, it is probably unsurprising that the level of
knowledge of the different causes of meningitis was quite
low. More than half (58%) could not name a particular cause/
organism associated with meningitis; furthermore, there
did not seem to be a clear link between the vaccines and
the disease they prevent. For example, only 11% mentioned
‘meningitis C’ as a potential cause compared to 21% who
named MenC when asked to list the vaccines included in
the schedule. More worryingly, over a third of parents (37%)
mistakenly believed that on completion of the primary
childhood immunisation schedule their child would be
fully protected against all types of meningitis. This lack of
knowledge contrasts with the high level of concern associated
with the disease; specifically, 48% strongly agreed with
the statement “I am concerned about my child contracting
meningitis” and meningitis emerged as the most worrying of
the childhood infectious diseases.
Conclusions
Meningitis creates a high level of concern for parents, yet
some parents have ‘missed’ or ‘delayed’ completion of the
immunisation schedule leaving their children unprotected at
a period when they are most vulnerable. There appears to be
a generally low level of knowledge amongst this sample of
parents regarding the vaccines themselves and the diseases
they protect against, which may, in part, explain a lack of
understanding of why it is important to “get vaccines on time
every time”7. Encouragingly more than half of parents were
confident about recognising the early signs/symptoms of
meningitis, but there was poor understanding of the different
bacterial/viral causes of the disease; over half could not name
a single type. Perhaps unsurprisingly, therefore, over a third
of parents mistakenly believed that the current vaccination
schedule protects their child against all forms of meningitis.
Some parents may not, therefore, consider the possibility of
meningitis if their child presents with the early symptoms of
the disease resulting in delays in vital treatment.
The findings indicate that there is an ongoing need for
information about vaccination and meningitis at a national
level, for example the National Immunisation Office “Every
vaccine is a little victory” campaign, and our own work
including our annual Meningitis Awareness Week (15th-22nd
September 2013). There is of course, also a need for more
tailored individualised information. Face-to-face education
sessions with parents are one strategy that may improve
vaccination rates and parental knowledge. However, a recent
systematic review7 concluded that, given the limited evidence
available of the effectiveness of such sessions, it may be more
appropriate to incorporate communication about vaccination
into a healthcare encounter, rather than conduct it as a
separate activity. Nurses working in general practice, therefore,
have an important health education role to play in this regard;
each encounter with parents is an opportunity to discuss
vaccinations, and the life-threatening illnesses they do and
importantly do not, prevent.
Meningitis and septicaemia are devastating diseases;
they can kill within hours and those who survive may be left
with life altering after effects. Vaccination is one of the most
important public health interventions for protecting the
population from this and other serious diseases. The Meningitis
Research Foundation working with the National Immunisation
Office, other departments of the HSE and individual health
professionals can and should work together to improve
parental knowledge and understanding and ensure children
and young people are protected from preventable diseases.

Meningitis and
septicaemia are
devastating diseases;
they can kill within
hours and those who
survive may be left
with life altering after
effects.
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alternative medicine

The Buteyko breathing
technique in effective asthma
management
Dr Alan Ruth, Behavioural Medicine Practitioner in private practice
According to the Asthma Society of Ireland Ireland is ‘Top in Europe for high
asthma rates. The European Respiratory Society has also noted that Ireland has a
comparatively high adult mortality rate for asthma, and is at the top of the European
table after Serbia, Albania, Azerbaijan, Uzbekistan and Kyrgyzstan. The situation is
equally worrying for childhood asthma, with Ireland listed in the countries with the
most cases of childhood wheezing and asthma.
High rates of uncontrolled asthma
According to a presentation given to the Joint Oireachtas Committee on Health and Children by the Asthma Society of Ireland
on 7 February 2013:
• 60% of asthma sufferers (in Ireland) do not have their asthma
under control
• 62 people died from asthma in 2011. Tragically, a large number
of these deaths were preventable because asthma is a con
trollable disease with the right treatment and management.
The 60% cited in the first point above, is based on the HARP
(Helping Asthma in Real Patients) study which found that
across a number of participating GP surgeries, up to 60% of
patients failed to meet international criteria for asthma control.
Also, again according to the Asthma Society of Ireland, recent
research has found that “more than half of Irish people with
asthma are awakened at night by asthma symptoms, and nearly
three-quarters of sufferers experience some limitation in their
normal activities due to asthma. Worryingly, almost eight in 10
children with asthma did not have their illness under control”.
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Asthma control and management guidelines
Informed self-management and adherence to prescribed
treatment play a key role in the control of severe asthma.
Patients and doctors/nurses need to work in partnership to
achieve optimal control. Guidelines for the management of
asthma vary somewhat from country to country. However, most
guidelines highlight effective control of asthma as the most
important goal, as a way to ensure that the asthma patient is
able to lead a normal and physically active life. Essentially, this
means the objectives for the patient are: (a) to be completely
free of any symptoms e.g. cough, wheeze, breathlessness, (b)
to attend work or school regularly and to participate fully in all
activities, including sport, (c) to have restful sleep, free from
night-time cough and/or wheeze, (d) to minimise the number
of asthma attacks, and (e) to avoid hospital admissions.
Medication is the mainstay of asthma treatment.
However, internationally there is growing interest in nonpharmacological ways of controlling asthma, and in particular,
the Buteyko breathing technique (BBT).
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The technique
According to Bruton and Thomas (2011), many patients have
concerns about taking regular medication, particularly inhaled
corticosteroids. In an article published in Nursing Practice, Hambleton (2013), a respiratory nurse specialist, notes that integrating the Buteyko technique into respiratory care can promote
patient autonomy and reduce the need for drugs.
She states:
“Buteyko breathing technique (BBT) can be used to improve
asthma control and is included in the BTS (British Thoracic
Society) guidelines. It hands back control to the patient and can
reduce the amount of drugs they are required to take.”
“Initially only one consultant sent me referrals for BBT. However, as I began to demonstrate the benefits for patients and
successful use of the technique, other consultants have now
engaged with the service.”
In an article published in Nursing Practice, Godfrey (2010)
notes that the Buteyko breathing technique is being increasingly used in the UK’s National Health Service in the treatment
of asthma. She also notes that research has demonstrated the
Buteyko technique to be a safe technique that it is suitable for
the majority of the population, including children (from age 4).
Background
The Buteyko Method was developed in the 1950s by a Russian
medical doctor called Professor Konstantin Buteyko. Buteyko’s
extensive research led him to conclude that many chronic
diseases, including asthma, could be scientifically explained, in
large part, as being a consequence of hyperventilation (over
breathing). The goal of Buteyko breathing retraining is to reverse chronic hyperventilation and restore a healthy breathing
pattern.
Buteyko postulated that if he could retrain patients who
hyperventilate, so that their breathing pattern reverted towards
the norm, then he could reverse diseases such as asthma. After
years of experimentation, he developed the ‘Buteyko Method’ to
normalize breathing.
The fundamental principle of the Buteyko theory is that
chronic hyperventilation causes a loss of carbon dioxide (CO2)
in the lungs and in the blood. A deficit of CO2 disturbs the
body’s acid-alkaline balance, causing bronchoconstriction, constriction of blood vessels and smooth muscle, and poor tissue
oxygenation.This is related to the Bohr effect i.e. haemoglobin’s
oxygen binding affinity is inversely related both to acidity and
to the concentration of CO2. Professor Buteyko believed that reducing breathing volume and using breath-holding techniques,
raised CO2 levels and reversed bronchoconstriction, although
this has not been conclusively demonstrated in published research. However, Courtney (2008) has noted that there are many
other possible reasons why the method works. These reasons
could include: change in symptom perception, improved sense
of control, improved biomechanics of breathing, beneficial
effects of low volume breathing, altered nitric oxide levels, and
resetting of respiratory rhythm generation by breath-holding
techniques.
Mounting evidence for effectiveness
The first clinical trial outside of Russia on the Buteyko method
and asthma was published in the Medical Journal of Australia.
The trial results showed that after 12 weeks, participants who
learned and practised Buteyko breathing techniques had an
average 96 per cent reduction in reliever medication, an average
49% reduction in preventer medication, and an average reduction in asthma symptoms of 71%. The people in the control
group showed no significant changes in these parameters.

Following this, the results of another study were published
in the New Zealand Medical Journal. This trial was conducted on
subjects with asthma, aged 18 to 70, over a 6 month period. The
Buteyko group exhibited reductions of 85% in reliever medications and 50% in preventer medications. The study concluded
that the Buteyko method is a safe and efficacious asthma management technique.
A trial conducted in Glasgow had its results published in
the journal Thorax. This trial was designed for 600 adults with
asthma. 384 (64%) of the initial participants completed the trial.
The results for the Buteyko group showed average reductions
of over 90% for reliever medications, preventer medications and
asthma symptoms after 6 months, which were maintained at 12
months.
A Canadian trial investigated the use of the Buteyko technique as an adjunct to the conventional treatment for asthma.
The results of this trial were published in the journal Respiratory Medicine. In the trial, 129 people with asthma who were
being treated with inhaled steroids; were split into 2 groups.
One group was taught the Buteyko breathing method and the
control group was taught breathing and relaxation techniques
by a respiratory physiotherapist. After 6 months there was a
very significant decrease in the use of inhaled steroids in the
Buteyko group. On average, members of this group had reduced
their use of daily inhaled steroids by close to 40%, with 14 out

For course participants,
the challenge is to carry
out the prescribed
breathing exercises on
a daily basis, in order to
gain benefit.
of 46 people (25%) stopping steroid treatment completely. By
contract, members of the control group had, on average, only
reduced their medication by 7%.
In 2008, the British Thoracic Society, in their ‘Guideline on the
Management of Asthma’, upgraded the Buteyko breathing
technique in recognition of the fact that there are high quality
clinical trials supporting the effectiveness of the method in
reducing asthma symptoms and bronchodilator use.
In 2012, the Agency for Healthcare Research and Quality in the
United States published a comprehensive review of 22 studies
which examined evidence for whether breathing exercises and
retraining techniques lead to improvements in asthma control.
The review found that the Buteyko method achieves “medium
to large improvements in asthma symptoms and reductions in
reliever medications.”
Buteyko training programmes
A Buteyko training programme for asthma is commonly delivered in a number of sessions (usually from 3 to 5) to people
experiencing asthma symptoms despite pharmacological
treatment. The programme is designed to create an awareness
of their breathing in participants, and to enable them to understand, control and manage their breathing. During sessions,
15

alternative medicine
Buteyko’s research led
him to conclude that
many chronic diseases,
including asthma,
could be explained...as
being a consequence of
hyperventilation
the practitioner teaches participants a series of exercises which
they initially practise in sessions, with feedback and guidance
from the practitioner. They are also encouraged to practise
the prescribed exercises between sessions. Clients are also
made aware of, and encouraged to make, potentially beneficial
lifestyle changes.
Teaching nose breathing is an essential element of a Buteyko
training programme. It is common for those with respiratory
symptoms such as rhinitis and sinusitis, often associated with
asthma, to breathe through their mouths. Clients are taught
how to clear their noses and instructed to breathe through
their nose when undertaking a number of breathing exercises.
The Buteyko breathing technique can be used to empower
clients to self-manage their asthma. They are taught to normalise their breathing pattern at rest, and to control their breathing and limit hyperventilation when breathlessness occurs due
to exertion, contact with asthma triggers or at the onset of
an asthma attack. Essentially, they are taught to change their
breathing pattern with the aim of breathing less (in terms of
volume). The technique aims to restore the natural balance
of breathing. Teaching participants how to breathe less, is
facilitated by relaxation and improving control of the respiratory muscles, gradually increasing tolerance for the feeling
of breathlessness, and by gaining an understanding of how
external factors can affect breathing.
For course participants, the challenge is to carry out the
prescribed breathing exercises on a daily basis, in order to gain
benefit. In most cases, motivated and committed participants
will see a benefit in the first two to three weeks. Once they begin to see the benefit, it is easier to establish a regular routine
of exercises. For parents, the challenge is to encourage their
children to do the exercises regularly.
Practising the prescribed breathing exercises requires a
considerable commitment from the individual patient in terms
of time and effort. It is not a ‘quick fix’. It suits people who are
motivated to be closely involved with the effective self-management and control of their asthma.
No conflict with conventional asthma management
The Buteyko breathing technique does not conflict with
conventional asthma management. It is a ‘complementary’ behavioural technique. Initially, the benefits of treatment manifest
in a reduction in symptoms and a reduction in the requirement
for bronchodilators. Any reduction in medication is handled by
the patient’s doctor, as soon as symptoms diminish. Buteyko
practitioners make it clear to clients that under no circumstances should they change or reduce their prescribed medication
without first consulting their doctor.
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Buteyko and practice nurses
In a recent article in The Nursing Times, Austin (2013) notes that
some of the principles of the Buteyko method can be incorporated into asthma reviews delivered by practice nurses. Specifically, she identifies the following:
• Observe whether the patient breathes through the nose or
the mouth.
• Breathing through the nose makes it difficult to overbreathe
so can help to prevent hyperventilation and panic. Nose
breathing takes practice and this needs to be reinforced to
patients.
• Patients whose breathing is audible are likely to be hyperventilating and should be advised that breathing should be quiet.
• Explain that a dry cough is often exacerbated by mouth
breathing and, although it may feel helpful, repeated coughing can lead to upper airway irritation, which can lead to
further coughing.
• Explain how poor posture can change breathing; sitting
slumped at a computer squashes the abdominal organs,
which leads to breathing with the upper chest and through
an open mouth.
If you would like to access some free videos which demonstrate the Buteyko technique, I recommend you visit the link
below. The videos feature Irishman Patrick McKeown, an internationally recognised Buteyko expert.
http://www.asthmacare.ie/freevideo.shtml
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clinical review

Osteoporosis – diagnosis,
treatment and prevention
Daragh Rodger, advanced nurse practitioner,
care of the older adult community, St mary’s hospital

O

steoporosis is the most common disease of bone,
with over 300,000 sufferers in Ireland (IOS 2011).
Even with these figures it remains underdiagnosed
due largely to a lack of awareness. Osteoporosis is
the leading cause of fragility fractures costing our
economy in excess of €500 million per annum. With our ageing
population these figures are set to increase. The 2008 Strategy
to Prevent Falls and Fractures in our Ageing Population stipulated
that action is required for the future bone health of our nation.
Education on osteoporosis, bone health and fall prevention is
therefore a priority for healthcare professionals as well as the
general population.
Definition
Osteoporosis means porous bone. It is a disease where bone
weakens and becomes fragile – losing its density. This increases
the risk of the bone breaking as a result of a simple or low
trauma fall – a fall from standing height to the ground. Image
1 below shows a comparison between normal bone and
osteoporosis bone.
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Image 1. Courtesy of the Irish Osteoporosis Society website
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Bone health through the ages
1-12 years

13-22 years

Adult

Over 80years

Peak bone mass

Age related bone mass

Age related bone loss

Image 2. Courtesy of PETAL. A Spencer

There are many factors which increase the risk of developing
osteoporosis, some of which include
• Family history – this accounts for 60% risk if a family member
has osteoporosis or has broken a bone
• Calcium and vitamin D intake: a diet low in calcium and
vitamin D has a negative effect on bone loss.
• Exercise: lack of exercise can contribute to weak bones.
• Smoking: tobacco is bad for the bones, heart, and lungs.
• Drinking alcohol: too much alcohol can cause bone loss and
broken bones.
• Sex hormones: low estrogen levels due to missed menstrual
periods or to menopause can cause osteoporosis in women.
Low testosterone levels can bring on osteoporosis in men.
• Low body weight
• Broken bone: a bone that breaks as a result of a simple fall
from standing or less to the ground is not normal.
• Medication use: the effect of some medications can increase
the risk of osteoporosis.
• Certain medical conditions
In the presence of any risk factors it is important to rule out
osteoporosis or reduced bone density.
Diagnosis
The gold standard for diagnosis of osteoporosis is by DXA scan.
The letters DXA stand for dual energy x-ray absorptiometry. It is
the most accurate and reliable means of assessing bone density
while also assessing fracture risk and monitoring treatment
efficacy. The most common sites used to measure bone density
are the lumber spine and the hip. However the forearm is
often used if the hip or lumber spine is not accessible. There
are over 60 centres in Ireland offering this service and a list is
available from the Irish Osteoporosis Society website. www.
irishosteoporosis.ie
The results of the DXA will give a score which determines
bone mineral density (BMD) as outlined in the table below.

Normal Bone Density

T score

Examples

>-1.0 or higher

+1.5
0
–0.9

Low Bone Density
Osteopenia

-1.0 – -2.4

-1.2
-1.5
-2.2

Osteoporosis

-2.5 or lower

-2.5
-3.2
-4.1

The T score is the number of standard deviations below the
average peak bone mass for a young adult (20-40 years) and
is only used for older adults or postmenopausal women. For
young adults and children a Z score is used to measure bone
density. This is the number of standard deviations below the
average peak bone mass for a person of the same age.
Osteoporosis is treatable and in many cases is preventable.
Once a diagnosis of osteoporosis is made there are
many effective treatment options available. To enhance
understanding and compliance treatment options should be
discussed with the patient. Treatment includes medication,
calcium, vitamin D and weight bearing exercise. It is also
important to monitor yhe effects of treatment and this can be
assessed through repeat DXA after a period on treatment.
Prevention
Osteoporosis can occur as a result of poor bone health. Bone
health is a lifelong process and if peak bone mass is not
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Practice nurses are in
a prime position to
promote bone health
to give advice on
falls prevention and
identify those at risk of
osteoporosis.
reached during the teenage and young adult years there
is an increased risk of developing osteoporosis without an
accelerated bone loss. The diagram below shows the teenage
and early adult years are the years when peak bone mass is
reached.
It also shows that once peak bone mass is reached it is
maintained for much of young adult life before – with natural
ageing there is a degree of age related bone loss.
In order to prevent osteoporosis or accelerated bone loss
optimal levels of calcium, vitamin D and exercise are required
throughout life. Calcium and vitamin D can be successfully
taken through dietary intake. Foods rich in calcium include:
dairy products – milk, cheese and yogurts, sesame seeds,
sardines, some vegetables, baked beans to name a few.
Sunlight can help the body produce vitamin D, however, in
Ireland we do not get enough sunlight to make sufficient
vitamin D. It is essential then to get it in the diet. Foods rich in
vitamin D include eggs and oily fish and it is fortified in other
food products such as milk, cereals and dairy spreads.
Dairy foods

Quantity

Calcium content

Full fat milk

100ml

118mg

Super milk

100ml

166mg + 200iu Vit D

Full fat cheddar cheese

30g

190mg

Low fat cheddar cheese 30g

220mg

Emmental cheese

30g

330mg

Yoplait yogurt

125g carton

187mg

Yolait Calin +

125g carton

400mg + 500iu Vit D

There are many foods rich in calcium and vitamin D, however,
if the dietary intake of these foods is low, a supplement is
essential. Further information on promoting good bone health
through diet exercise and lifestyle is available from www.
bonehealth.co and www.irishosteoporosis.ie
Falls prevention
Bone fractures are the main complication of osteoporosis and
cost is our health service in excess of €500 million per annum.
With one in three people over 65 years and one in two over 80
years falling every year there is a large target audience to reach
in relation to the reduction and prevention of falls and the
prevention of fractures. A lot of falls go undocumented as older
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adults tend not to mention they have fallen unless there is an
injury. As healthcare professionals a collaborative approach
is required and this is achieved through health promotion –
education on bone health, osteoporosis and awareness on falls.
The first fracture – wrist, ankle, oftern occurs around 50 years
of age and subsequent fractures followed. A recent study by
O’Connor et al (2012) identified 50% of those who suffered a
hip fracture in one trauma centre had a previous fracture and
did not receive bone health treatment or education. As part
of the awareness of falls programme healthcare professionals
need to be asking patients of all ages have they had a fall thus
facilitating the commencement of interventions to prevent
falls at an earlier stage before the onset of a bone injury. The
majority of healthcare occurs in the primary care setting – up to
90%. Practice nurses are in a prime position to promote bone
health to give advice on falls prevention and identify those
at risk of osteoporosis. In general our population visit the GP
surgery at least once a year. We need to take advantage of this
and have high impact visible access to information available.
Future of bone health
There is a recognised need for secondary prevention of
fractures through the development of a formal pathway for
healthcare professionals to identify, treat and manage people
who have sustained a broken bone. Some secondary care
facilities in this country have adopted the international Capture
the Fracture campaign (IOF, 2012).
In relation to the future of bone health and falls prevention
in Ireland the nationally run project AFFINITY – Activating Falls
and Fractures Prevention in Ireland Together havs a goal to
implement the Strategy to Prevent Falls and Fractures in our
Ageing Population. This is a 2 year project and work is well
underway.
Following the development and implementation of a falls
prevention programme in St Mary’s Hospital a lot of interest
was generated both locally and nationally from healthcare
professionals across all care settings – acute care, community
care, residential care, intellectual disability care and palliative
care. This led to the formation of Forever Autumn Community
of Practice group which is adopting a collaborative approach
across all the care settings offering a network to provide
support, guidance and continued education on falls reduction,
prevention and management. Membership of this group
is open to those with an interest in bone health and falls
prevention. Further information is available from www.
foreverautumn.co
Summary
Osteoporosis is a chronic disease that is treatable and
preventable. Osteoporosis requires early interventions
to ensure better management. There is a clear need for
continuing education among all healthcare professionals on
the identification and management of osteoporosis
For further information
www.irishosteoporosis.ie
www.bonehealth.co
www.foreverautumn.co
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case study

Diagnosis and
management of food allergy
Ruth Morrow, MSc, BNS, RGN, RNP, Registered Advanced Nurse Practitioner
(Primary Care)
Background
This case study explores Kate’s experiences in relation to the
development, diagnosis and management of food allergy and
anaphylaxis at the age of 45. Kate’s name has been changed
and no mention of any organisation has been made so as to
maintain Kate’s anonymity and her confidentiality. This case
study is based in primary care and illustrates the complexities
of living with allergy and anaphylaxis and the impact it has on
Kate’s family life, work life and social life. Kate’s family history
of allergy will be explored as will the onset of her symptoms,
assessment, diagnosis and management of anaphylaxis. Kate
is married and has no children. She works full-time as a nurse in
an older person’s residential unit.

F

ood allergy occurs when the immune system
recognises a food protein as an ‘invader’ and then
produces a myriad of symptoms affecting multiple
organs in the body. A study in 2003 by Avery et al
showed that children with a peanut allergy had a
poorer quality of life than children with type 1 diabetes (Avery
at el, 2003). It also showed that the biggest concern they had,
was fear of dying if they made an error with their food (Avery
et al, 2003). There has been an increase in the prevalence of
anaphylaxis in the UK by 700% since 1990 (Gupta et al, 2007). A
study by Stewart & Evan (1996) found that patients who were
referred to A&E had a delay in transfer; only 1/3 of patients
were administered adrenaline; were given no management
plan; and no recommendation as to further investigations. The
study concluded that there was a need for more awareness and
management of anaphylaxis (Stewart & Ewan, 1996).
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Food-triggered
anaphylaxis is
unlikely to resolve
and more than likely
will be long-term.

Kate

Mother asthma, allergic
to aspirin

Father – allergic to
penicillin, NSAIDs

Brother – allergic rhinitis

Personal history
Kate was diagnosed with keratoconus at the age of 25, an
auto-immune eye condition present in families with allergy.
She also experiences contact dermatitis to washing powder,
make-up and shampoos. Her other past history includes
appendectomy, multi-nodular goitre, fracture sternum and
fractured elbow.
Family history
Kate has 2 brothers and 4 sisters. 5 out of her 6 siblings all
have diagnoses of various allergy disorders and atopy in the
form of eczema, asthma, allergic rhinitis, and keratoconus.
Many of Kate’s nieces and nephews also various allergy
diagnoses. Kate’s mother has asthma and is allergic to aspirin
and her father has vasculitis and is allergic to penicillin and
NSAIDs. Family history is a strong predictor of atopy. Hanson
et al (1991) showed that there is a genetic influence for atopic
disease with further studies by Jenkins et al (1993) and Bock
et al (2001) showing how atopy extends to other organs and
its severity.
Figure 1 illustrates Kate’s family history in relation to
allergy and anaphylaxis.
Presentation
The initial presentation occurred one hour after eating a
salmon bagel when Kate experienced sudden angioedema
with closure of her left eye, itching in her left ear, itching
in her throat and the back of her mouth and she became
wheezy. She describes her chest symptoms as her “lungs
filling up with fluid”. Difficulty in breathing and stridor then
followed. As Kate is a nurse, she immediately recognised the
symptoms of anaphylaxis and took some chlorphenamine
(which she obtained from her sister). This eased the
breathing difficulties somewhat initially but it did take 2
hours for her breathing difficulties to fully subside. She
continued with normal diet. The next event occurred 3
weeks later when she ate a tuna melt sandwich and within
10 minutes, her “lungs filled with fluid” and she became
wheezy and experienced cough. Again, this was relieved
by chlorphenamine within 1 hour. This time there was no
ocular involvement. The third event took place 2 weeks
later following consumption of a tuna sandwich within
10 minutes. Kate then organised a private referral to an
immunologist and allergist.
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Brother – asthma

Niece – egg allergy,
asthma

Sister – no allergy history

Sister – keratoconus,
asthma and contact
dermatitis

Sister – chronic sinusitis,
nasal polyps

Niece – asthma, eczema

Sister – severe egg
allergy, pewter allergy,
animal hair allergy,
eczema
2 nephews – one is
lactose intolerant and one
has anaphylaxis to dairy
and has an AnaPen

Figure 1. Kate’s family history
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case study
The incidence
and prevalence of
anaphylaxis continues
to rise and health
professionals will
need to be skilled
in its diagnosis and
management.
IgE-mediated food allergy affects multiple systems. In the
GI system, oral allergy syndrome (OAS) and gastrointestinal
anaphylaxis result. In the cutaneous system, urticaria,
angioedema, morbilliform rashes and red flushes can occur.
In the respiratory system, acute rhinoconjunctivitis and
acute asthma occurs. Finally, generalised symptoms such as
anaphylaxis and food-dependant exercise-induced anaphylaxis
(FEDA) results. FEDA occurs when exercise is undertaken after
consuming a food allergen.
Assessment
On review by the immunologist/allergist, Kate had specific IgE
tests carried out to various foods and allergens. The following
foods were reported as very positive – crab, hazelnut, almond,
soya bean, wheat with peanut and rye reported as positive
and sesame seed reported as weakly positive. Other allergens
which were tested included Timothy grass, cat, dog and mite
(farina and pterony) which were reported as very positive. Skin
prick testing and prick to prick testing was not carried out.
Specific IgE testing is more appropriate than skin prick testing
in Kate’s situation as there is an increased risk of anaphylaxis
with skin prick testing as Kate has experienced anaphylaxis
previously.
A detailed medical history with an allergy focused history
was also undertaken as part of Kate’s assessment.
Diagnosis
A diagnosis of anaphylaxis and food allergy was made by the
immunologist/allergist based on Kate’s blood tests and history.
The immunologist/allergist suggested that the initial event
was a scomboid reaction which occurs when fish that is gone
off is consumed. This fish is high in histamine and triggers a
reaction. Scomboid poisoning is common and is often missed
as it resembles food allergy. As Kate’s SpIgE to wheat was also
strongly positive, it is difficult to determine what the allergic
triggers for Kate are – whether it is wheat or fish or both? She
was also told about her other triggers of grass and cat which
she was previously aware of as these would have triggered
symptoms in the past. Oral allergy syndrome (OAS) is also
part of Kate’s diagnosis as she experiences itching in her
mouth and throat when she consumes wheat. Foods which
cause anaphylaxis include tree nuts, fish, cow’s milk and eggs.
Shellfish, some vegetables, some fruits e.g. kiwi can also cause
anaphylaxis but are less common. The rise in prevalence in
peanut allergy is well documented in comparison to other food
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allergies (Grundy et al, 2003). A study by Colver et al (2001)
showed that fatal reactions to food are rare. This study carried
out in Ireland and the UK showed that 229 cases of severe food
allergy were identified between 1998 and 2000, 3 were fatal
and 6 were near fatal (Colver et al, 2005).
Pharmacological interventions
The initial acute management of anaphylaxis includes the
administration of adrenaline, chlorphenamine, hydrocortisone
and anti-histamines (Resuscitation Council UK, 2008). At her
initial appointment, Kate was prescribed a Jext auto-injector
adrenaline pen, levocetirizine 5mgs, prednisolone 5mgs,
chlorphenamine and a salbutamol inhaler. Following her
second appointment, Kate was prescribed bilastine 20mgs in
addition to her initial treatment.
Adrenaline is the mainstay of the treatment of anaphylaxis
and should be administered to all patients who experience
respiratory difficulties. A delay in treatment has been
associated with higher mortality rates. In adults, the dose
is adrenaline 1 in 1000 500mcg delivered by subcutaneous
injection (Resuscitation Council UK, 2008). This can be repeated
every 5 minutes if there is no response. There is minimal risk
with adrenaline but caution should be taken in people with
cardiovascular disease, uncontrolled BP and arrythmias. After
the administration of adrenaline, chlorphenamine should
be administered. Chlorphenamine helps protect against
histamine-related vasodilation.
Hydrocortisone is given to reduce the cascade of
inflammatory mediators and takes 4 – 6 hours to have effect.
Hydrocortisone should be continued for 48 hours because of
the risk of a bi-phasic reaction. As Kate experiences respiratory
symptoms, Salbutamol is given to reduce bronchoconstriction
by acting on the B2 receptors in the airways. Oxygen should
also be administered in the acute anaphylaxis situation.
At her second visit to the allergy service, Kate admitted she
wasn’t taking her medications as prescribed due to headaches.
She was prescribed bilastine 20mgs in the morning. However,
this has to be taken 1 hour before food or 2 hours after food
and Kate found this difficult to implement into her daily life.
She was reviewed again 3-4 months later when the bilastine
was discontinued.
The long-term management of anaphylaxis doesn’t include
pharmacological management but does include the accurate
identification of the allergen(s), patient education and regular
follow-up by a specialist service. Patients are advised and
educated in the acute management of anaphylaxis and should
be given a management plan.
Non-pharmacological management
Since her diagnosis, Kate has eliminated nuts and fish from her
diet. She also has eliminated wheat but finds this more difficult
as wheat is hidden in many foods. She hasn’t eaten fish and
wheat together since her initial reactions but has eaten wheat
as it is difficult to avoid. Kate has been referred to a dietitian
who will assist her dietary management. It is recommended
that patients with a documented diagnosis of anaphylaxis,
the food trigger should be totally avoided. Food-triggered
anaphylaxis is unlikely to resolve and more than likely will be
long-term. In Kate’s situation, as her anaphylaxis events have
been life-threatening as there was respiratory involvement, this
is likely to be the case unless Kate opts for immunotherapy at
a later stage. As Kate works 12 hour shifts in the nursing home,
she eats the majority of her meals there. She is now considering
bringing her meals in to work as it is proving more and more
difficult to avoid wheat, fish and nuts.
Cat and dog allergens were also another Kate’s triggers. Kate
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has no pets at home. However, pet allergens are also found in
homes without pets and in public buildings and on transport as
the allergens are transported on people’s clothes (Almqvist et
al, 2003). Again, avoidance of these and dust mites are virtually
impossible. Kate was given advice on limiting dust mite in the
home. Information was also given to Kate about the avoidance
of grass pollens and the times of year that these are most likely
to be problematic.
Personalised written plans can assist patients in managing
their condition. They have been found to reduce the number
of reactions and when the reaction does occur, they are less
severe as the management plan is followed (Ewan & Clark,
2005, Numatov et al 2008).
Kate should be encouraged to wear a medic-alert bracelet
which are available from www.medicalert.org.uk. Kate
carries her Jext pen. salbutamol inhaler, prednisolone and
chlorphenamine with her at all times.
Education of Kate, her family, her friends and her work
colleagues is essential in the management of her anaphylaxis.
Kate has been educated and given written instructions on
the use of her pen. As Kate is a nurse, she feels competent in
identifying and managing her anaphylaxis. Kate has educated
her family, friends and her work colleagues on what to do in an
anaphylaxis event and all have been shown how to use her pen.
Kate has been encouraged to seek medical assistance after an
event.
In relation to her social life, Kate describes eating out as
a “nightmare” and as a result is limited. Since starting her
medication, she has a few episodes which usually happen
when she is exercising. This is known as food-dependant
exercise-induced anaphylaxis (FEDA).
Anyone who experiences an allergic reaction with respiratory
or cardiovascular compromise should be considered for
immunotherapy. Currently, immunotherapy is not used for
treating individual food allergies. However, research is ongoing
and is promising (Clark et al, 2009, Skripak et al 2008). Kate will
discuss this her consultant at future consultations.
Conclusion
The incidence and prevalence of anaphylaxis continues to rise
and health professionals will need to be skilled in its diagnosis
and management. Pumphrey (2004) states that potentially
fatal reactions can be prevented by appropriate management
after recovery, accurate identification of the cause, effective
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avoidance of the allergen(s), and effective training in selftreatment with an adrenaline auto-injector. This case study has
explored Kate’s story following her diagnosis with anaphylaxis
and food allergy. It illustrates the complexities of assessment,
diagnosis, management and living with anaphylaxis. It also
illustrates the importance of exploring the patient’s family
history and the impact that anaphylaxis and allergy can have
on daily lives at home, in the workplace and socially.
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continued professional development

E-learning: another instrument
in your professional
development toolkit
Roisin Doogue RGN, BSc, HDip (Practice Nursing)
e-learning is the use of technology to enable people to learn anytime and anywhere.
It is an umbrella term covering many different formats of technology based learning,
from CD-ROM to network and internet based learning. It can include text, video,
audio, animation and virtual environments. It is self-paced and hands-on learning
allowing the student study the course content at a time and pace that suits them.

E

nsuring quality e-learning programmes is essential.
Some e-learning programmes can suffer many of
the same pitfalls as poorly developed and organised
classroom training such as boring slides, monotonous
speech and little opportunity for interaction.
Effective e-learning environments make good use of video,
audio and text to engage the learner and apply the theory to
everyday practice.
IPNA e-Learning Zone
The IPNA has been delighted to work closely with the ICGP
and CPD Sessions in developing the IPNA e-learning zone.
This zone will contain a number of modules covering various
topics pertinent to practice nursing. New modules will be made
available at 1-2 monthly intervals and will remain available,
allowing current and new members to study each module at a
time suitable to them.
GPs, practice nurses and other allied healthcare professionals
have been involved in researching and writing the evidence
based course content and in designing the video content of
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each of the modules. The videos have been used to show how
the theory may be applied to every day practice. While many of
the patient scenes are depicted by professional actors, don’t be
surprised if you recognise a few GPs and practice nurses as you
study the course content.
All modules are reviewed by the IPNA education committee
before they are made available to members. All available
modules are accredited by the Nursing and Midwifery Board of
Ireland (NMBI). On completion of the module you will complete
a Multi Choice Questionnaire. Students who pass the MCQ will
receive a certificate of completion which includes the number
of Continuing Education Units (CEUs) achieved. Print and retain
this certificate in your professional portfolio.
What do I need to get started?
• Access to the internet via computer, laptop, tablet or
smartphone.
• Protected time
• Quiet environment
• Commitment

continued professional development

Getting started: step by step
Access the internet via your computer, laptop, tablet or smart
phone. Go to the IPNA website www.irishpracticenurses.ie
and click on the log-in button of the e-learning zone.

You will receive an email confirming your username and
password. Once you have received your confirmation email,
you are ready to begin.

New users must register their details before they begin
their first lesson. Registration is only available to current IPNA
members and ceases as soon as membership is discontinued.
Click on and register now.

Once you have logged in, click courses to give you a list of
courses available. Click on the course of your choice e.g. Suicide
Prevention (more modules will be added each month).

Fill in the required fields including your NMBI/ An Bord
Altranais registration number.

Click on Lesson 1.
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Click play to view the course content.

You will be asked:
“Are you ready to progress to Lesson 2: Assessment of Suicide
Risk”
Click “True”. Save Quiz.

View the video content on your full screen by clicking here.

Remember you will be required to complete an MCQ at the
end of the module, when you have finished all the lessons.
Once you have successfully passed the MCQ you may print your
certificate of completion with your continuing education units
(CEUs) for your portfolio.

There are supplementary lessons available after watching
each module, scroll down. Learning outcomes, learning
resources and references are also available. Clinical scenarios
are illustrated.
Complete lessons in order. You can complete them all
together or split them up over a number of days. At the end of
each lesson you must indicate that you have completed that
lesson to allow you proceed to the next lesson. Scroll down to
the bottom of the page.

Benefits
e-learning is a new and exciting method of learning. It allows
the practice nurse study course material at a time and place
that suits them. It cuts out the need to travel, take time off work
and arrange childcare. However, it does require protected time
and self-discipline. These modules can also be used at branch
meetings. Each lesson can be played and can be followed by
group discussion of the content, encouraging interaction and
learning from one another.
I hope practice nurses find this new venture useful and look
forward to a suite of new courses becoming available in the
IPNA e-Learning Zone.

Registration is only
available to current
IPNA members
and ceases as soon
as membership is
discontinued.
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Clinical audit process
– practice nurses
Healthcare professionals participate in Clinical Audit as a
component of Clinical Governance to continuously improve the
quality of their clinical practice.
Clinical audit is a quality improvement process that seeks to
improve patient care and outcomes through systematic review
of care, against explicit criteria and the implementation of
change.
Clinical Audit cycle

The trainer – Noeleen Byrne
I worked for many years (28) as a
medical representative and completed a diploma in Quality in Healthcare
in 2001. In 2010 it was clear that quality management in healthcare was
developing. I returned to the RCSI
and completed an MSc in Healthcare
Management. In 2013 I became an
accredited Clinical Audit Trainer
Training courses include
• An in depth look at the clinical audit process
• Selecting standard and criteria
• Data collection and analysis
• How to write a good report
• Examples of successful clinical audit projects
In addition to Clinical Audit training I provide a consultancy
service to facilitate clinical audits. The service includes setting
up the audit, providing audit tools, analysis of data and re-audit.
Further details on www.qca.ie

The Audit Cycle defines the steps to completing a clinical
audit. Plan the topic and define aims, select the criteria and set
standard. Specific elements of clinical practice are measured
and compared to an evidence based standard or best practice
guideline. The data collected is evaluated and improvements
are indicated and when change is made the process is reaudited.
Practice Nurses play a key role in aspects of audits to ensure
improved patient outcomes. Diabetes, asthma, COPD, arthritis,
cardiovascular disease and over active bladder are the chronic
diseases regularly audited. Immunisation, men’s and women’s
health screening, smoking cessation, repeat prescribing and
medicine management are also topics audited.
General Practitioners and Practice Nurses are the principals
in primary care multidisciplinary audits with engagement
from, pharmacists, physiotherapists, dietitians, occupational,
speech therapists and specialist nurses as required. Healthcare
providers have also begun to implement the Safer Better
Healthcare standards published by HIQA and systematically
monitor, evaluate the effectiveness of healthcare and
implement continuous quality improvement. Many service
providers have an agreed annual audit plan, which incorporates
participation in local and targeted audits conducted in line
with service requirements. Monitoring of the standards as part
of the licensing process is due to commence in 2015.
Clinical audit is the principle method used to monitor clinical
quality and provides a mechanism for identifying opportunities
for improvement. Quality improvement methodologies assist
practitioners to deliver a higher quality of patient care.

CLINICAL AUDIT TRAINING
1 Day Training
Time: 9.30am to 4.30pm
Date and Venue

29th March 2014
Red Cow Moran’s Hotel
Naas Road, Dublin 22.

Course Content
to include
•

An in depth look at the clinical audit process

•

Selecting standard and criteria

•

Examples of successful clinical audit projects

•

Data collection and analysis

•

How to write a good report

Workshops are interactive and practical with relevant audit examples

Who should Attend:

Healthcare professionals engaged in Clinical Audit to include Doctors,
Radiologists, Nurses, Allied Health Professionals and Managers
Maximum 15 delegates.

Cost: €300 to include lunch

CPD Accredited 5.25 external points

Quality Initiatives
Clinical Audit
Accreditation

Online booking at www.qca.ie
or email noeleenbyrne@qca.ie
phone 01-4592934 or 086 1713690
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technology

10 tips to keep your
computer healthy and secure
Lisa Nolan, Healthcare Virtual Adminitrator at Aslan Virtual Admin

H

ave you ever switched on your computer or laptop
and stared at a blank screen, only to realise with
a sinking feeling that it might have completely
crashed...and you forgot to back up your stuff?
You will remember the rising panic as your digital
life flashes before you. You think of all the financial and
personal items that may have vanished and suddenly realise
the implications of that. It’s interesting that a data recovery
company in the US now employs a psychologist to counsel
customers on their support hotline. When someone contacts
the company because their laptop has been melted by fire,
dropped into water, run over by a car, or shot (actual example),
they are extremely stressed. The counsellor reports that
she often listens to all kinds of yelling, crying and general
venting. After a period of counselling and when they are again
“in a happy place” (her words!) they are put through to the
engineers.
Back to you and your uncommunicative computer. If you, or a
computer repair shop angel, were able to retrieve it somehow,
did you then promise never to put your data at risk like that
again? Undoubtedly. Did you take action on your new vow?
Probably not. Life continued and new crises popped up to
distract you...until the next time it happens.
Our computers are no longer replaceable electrical gadgets
like kettles or toasters. They are our financial folders, spare
cerebrum, communication device, treasure trove of family
photos and storage cupboard – all rolled into one.
Our lives are now largely digital. Banking, shopping,
household bills – even our professional portfolios and
education are often online. And the one link we have to all of
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that – our only connection to all those tools – is our computer;
that one small portable device that is all too easily broken or
stolen.
There are ways to keep your computer (and your digital life)
in good health, functioning well and secure so that you don’t
need therapy if it fails. Here are my top 10 tips for promoting
computer health:
1. Password protect your computer and internet browser.
To put a password on the computer, click Start, Control Panel,
User Accounts and Family Safety, then Change Your Windows
Password.To password protect your Chrome browser, go to the
Chrome Web Store and type ‘Password Protect Chrome’ in the
search box. Select an application that has had good reviews
and follow the instructions for installing it.
2. Install antivirus software and keep it up to date.
Whether you use a free or paid version depends on what
you use your computer for. Compare the features carefully
before you decide to go with a free option. If you are online
a lot, choose software that checks for updates continuously
or every hour, not once a day. Another useful tip is to visit the
vendor’s website regularly and make sure you have the latest
version. Even renewing the licence on a paid version might not
automatically do this, so be sure to check.
3. Avoid unnecessary exposure to viruses or security
breaches.
The most risky behaviours are:
• Opening e-mail attachments from unknown sources.
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• Turning off your firewall to speed up a download and
forgetting to turn it back on again.
• Visiting dodgy websites.
• Storing passwords near your computer or on a sticky note
stuck to the machine.
• Using open, unsecured or public Wi-Fi networks, particularly
if you are shopping online. Hackers can easily capture your
information within seconds.
• Downloading pirated music or films, as these often contain
hidden malware.
• Typing bank details into online forms on webpages that
aren’t secure (tip: secure sites start with https://).
• Selecting the Remember Me option for passwords or
forgetting to delete browsing history on shared or public
computers.
• Forgetting to log out of accounts. Closing the browser
window isn’t enough; you should click on the log out link
and wait for that action to be completed before you close
the window.
• Ignoring reminders to update software, particularly
Windows, Java, Adobe Reader and Adobe Flash which are
essential for most online activity but prone to security
breaches, so they are updated regularly by their developers.
• Not ensuring privacy settings are enabled on social forums
like Facebook.
• Leaving your computer on and accounts logged in while
you pop out to the shop or to do a school run. It only takes a
burglar a few seconds to lift a laptop and if you have already
logged in for them they would think all their birthdays had
arrived together.
4. Create passwords that are different for each account
and impossible for a person or a robot to guess.
With the myriad of passwords we are expected to remember
these days but with hacking robots becoming ever more
sophisticated, I find the best thing to do is create an algorithm
and use it as the foundation of all passwords, then just add a
letter or character that relates to that specific account. This way
you will always be able to guess your own password but yet
each one will be different. For example, your basic password
could be as follows: [initial of website]+[special place]+[special
date]+[your favourite symbol on the keyboard]. The first part
is the one that changes for each account, e.g. T for Twitter, B for
bank, etc. The parts of your algorithm can be in any order – the
more mixed up the better – as long as you remember the order
they’re in!
5. Password protect or encrypt important documents.
To password protect a document in Microsoft Office 2007, click
Save As, then Tools from the Save As Window and then General
Options. Some antivirus software programmes include options
for encrypting individual documents.
6. Declutter your hard drive.
Uninstalling unnecessary programmes, doing a disc clean up
and disc defragmentation can free up space and speed up your
computer’s performance.
To remove unused programmes, click Home, Control Panel,
Uninstall Programmes. Be careful not to uninstall anything you
aren’t sure about. It might be essential for the computer to
function! Then do a disc clean up. Click Start, All Programmes,
Accessories, System Tools, Disc Clean Up, select the disc you
want cleaned (usually the C Drive) and when prompted to
delete temporary files that are no longer needed, select which
ones you want to delete and click OK. Finally, do the disc
defragmentation. This is usually the option under Disc Cleanup

Studies of office
keyboards have found
Staph aureus, norovirus,
E. coli and even mouse
faecal matter.
in the menu you followed before. Disc defragmentation sweeps
up loose files scattered around your hard drive, and compresses
everything to make more space. It can take minutes or hours,
depending on how long it has been since it was done before.
7. Back up your data on a USB drive, or cloud storage.
Do this on a regular basis. Tip: Set an alarm on your phone or a
reminder in your e-mail calendar at least once a week to back
up your files to a location outside the computer. USB drives are
fairly inexpensive now, and some cloud storage solutions offer
free trials or free use up to a certain limit.
8. Keep your computer physically clean
Dust and pet hair can clog the internal mechanisms, while
keyboards have been shown to harbour five times more
bacteria than a toilet seat. Studies of office keyboards have
found staph aureus, norovirus, E. Coli and even mouse faecal
matter. In 2008 an outbreak of norovirus in an elementary
school in the U.S. was linked to contaminated computer
equipment. To clean your computer, turn it off, vacuum the
vents and keyboard carefully using the brush tool and turn the
keyboard upside down to shake out any remaining loose dirt.
Then clean the surfaces, mouse and keyboard using a soft cloth
with an isopropyl alcohol cleaning solution, or an alcohol wipe.
9. Don’t allow it to overheat.
Contrary to the name, laptops should not be perched on
human legs, cushions or beds. Most models have fan vents
under the base and blocking these causes major problems.
Also, don’t store it in direct sunlight or near a radiator. This also
applies to the power adaptor which gets hot when used.
10. Hide it!
Burglars are usually after quick cash, so they tend to grab
money, jewellery and portable devices within minutes of
gaining entry to a home. You may not be able to avoid this
completely, but you can make it more difficult for them. Pick
a good hiding place for your laptop/tablet and pop it in there
whenever you leave the house. Some options are under the
dirty washing pile, in a cereal box or behind tins in a kitchen
cupboard or under a cushion.
You paid enough for your laptop or computer. Follow these
tips to get the best value out of it and so that if it crashes or is
stolen, you can avoid your data doomsday.
Sources:
Which Magazine
Royal Society of Chemistry, UK
Forbes Magazine
Centre for Disease Control, U.S.
PC World
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abstracts
Focus on: CONTRACEPTION
Trends over time in prescribing by English primary care nurses:
a secondary analysis of a national prescription database
Drennan VM1, Grant
RL, Harris R.
BMC Health Serv Res.
2014 Feb 6;14:54. doi:
10.1186/1472-6963-1454.

A growing number of countries legislate for nurses to have medication prescribing authority although
it is a contested issue. The UK is one of these countries, giving authority to nurses with additional
qualifications since 1992 and incrementally widening the scope of nurse prescribing, most recently
in 2006. The policy intention for primary care was to improve efficiency in service delivery through
flexibility between medical and nursing roles. The extent to which this has occurred is uncertain. This
study investigated nurses prescribing activities, over time, in English primary care settings.
A secondary data analysis of a national primary care prescription database 2006-2010 and National
Health Service workforce database 2010 was undertaken.
The numbers of nurses issuing more than one prescription annually in primary care rose from
13,391 in 2006 to 15,841 in 2010. This represented forty three percent of those with prescribing
qualifications and authorisation from their employers. The number of items prescribed by nurses rose
from 1.1% to 1.5% of total items prescribed in primary care. The greatest volume of items prescribed
by independent nurse prescribers was in the category of penicillins, followed by dressings. However,
the category where independent nurse prescribers contributed the largest proportion of all primary
care prescriptions was emergency contraception (9.1%). In contrast, community practitioner nurse
prescribers’ greatest volume and contribution was in the category of gel and colloid dressings (27%),
medicated stockings (14.5%) and incontinence appliances (4.2%). There were slightly higher rates of
nurse prescribing in areas with higher levels of socio-economic deprivation and fewer physicians per
capita, but the correlations were weak and warrant further investigation.
The authors conclude that the percentage of prescriptions written by nurses in primary care in
England is very small in comparison to physicians. Our findings suggest that nurse prescribing is used
where it is seen to have relative advantage by all stakeholders, in particular when it supports efficiency
in nursing practice and also health promotion activities by nurses in general practice. It is in these areas
that there appears to be flexibility in the prescribing role between nurses and general practitioners.

Reproductive issues in women with multiple sclerosis:
ethical considerations
Morgan-Followell
BN, Nicholas JA,
Weisleder P.
Continuum
(Minneap Minn). 2014
Feb;20(1 Neurology of
Pregnancy)

Addressing the reproductive concerns of women with multiple sclerosis (MS) is vital for comprehensive
care. Contraception, conception, pregnancy, and breast-feeding present many vexing questions to the
woman with MS. The risks and benefits of using disease-modifying therapy during the various stages
of a woman’s reproductive life are topics that need to be discussed. The physician’s primary duty is to
the patient; however, the physician must also consider the fetus and later the child. In helping guide
the patient in making medical decisions, the physician must take into account the patient’s motivation
for those decisions, including family obligations, cultural norms, and patient values. The physician is
instrumental in providing the patient with sound, nonjudgmental information and advice so that she
may make a well-informed, autonomous decision about her health and her disease.

Teenage pregnancy and sexual health
Hadley A1, Evans DT2.
Nurs Times. 2013 Nov
20-26;109(46):22, 25-7.
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The under-18 conception rate in England is at a 40-year low but a further reduction is needed to reach
levels in comparable western European countries. Sexually transmitted infections are common among
young people, with chlamydia the most prevalent STI in the UK. To challenge this, a multi-agency
approach is needed, with high-quality sex and relationships education, easy access to contraception
and sexual health services and an open culture around relationships and sexual health. Nurses play a
crucial role in supporting young people within both contraception and sexual health services and as
trusted practitioners in a range of settings.

product news
Alflorex – new precision
probiotic from Alimentary Health

Bepanthen Baby Clinic –
monthly on TV3’s Ireland AM

Alimentary Health has just announced the launch of a new
precision biotic product, Alflorex to support digestive health.
Alflorex is based on the science of a patented and welldocumented probiotic culture Bifidobacterium infantis 35624 (B.
infantis 35624).
First discovered in Ireland, this culture has been shown to
improve the major symptoms of IBS including abdominal pain,
bloating/distension and passage of gas, in high quality clinical
studies.
Alimentary Health licensed the probiotic strain B. infantis
35624 to Procter & Gamble (P&G) in 2005 who currently
market B. infantis 35624 in a product under the brand name
Align in the US and Canada. Align is now the number one
gastroenterologist-recommended probiotic product in the US.
Commenting on the launch of Alflorex in Ireland, Professor
Eamonn Quigley, one of the early investigators and Chief
of Division of Gastroenterology and Hepatology, Houston
Methodist Hospital and Professor of Medicine, Weill Cornell
College of Medicine, Houston, Texas, said, “Conventional
management of IBS is often suboptimal, usually addressing
only one of the several symptoms that comprise the syndrome.
In studies in IBS patients, B. infantis 35624 has been shown to
improve all of the cardinal symptoms of the condition. This
is one of the few probiotic products which has been truly
developed on a scientific basis and tested in high quality
clinical studies.”
Alimentary Health cofounder and CEO Dr Barry
Kiely, added, “The success
of the precision biotic B.
infantis 35624 in the US, goes
to underline the need for
effective products with a
rigorous scientific base that
healthcare professionals can
be confident to recommend.
The launch of Alflorex offers
Irish sufferers the chance
to benefit from this unique
culture available conveniently
over the counter.”

Leading nappy care brand, Bepanthen has announced a new
TV sponsorship deal which will see the brand sponsor a new
monthly parenting series on TV3’s Ireland AM, called the
‘Bepanthen Baby Clinic’. The new series will feature a number
of leading parenting experts including a midwife, nutritionist,
psychologist, GP and financial advisor , giving advice and tips
on a range of topical parenting and family life issues. This new
monthly 6 minute segment is broadcast live from TV3 studios
on the last Friday of each month at 9am.
Brokered by MediaCom, the Bepanthen and Ireland AM
sponsorship package includes sponsor stings, promos and
social media links with content created by Rachel Dalton
Communications and is designed to underscore Bepanthen use
for ‘Everyday Care and Protection’ against the causes of nappy
rash. As well as the on-air sponsorship, off-air activation will
include digital and social media activation on TV3’s website
social media platforms, a special competition will also be
promoted on air and through TV3 and Bepanthen social media.
Speaking about this sponsorship development Marion
Rogan, Senior Brand Manager, Bepanthen, said: “In the
daunting world of parenting, Bepanthen’s sponsorship of
Ireland AM’s Baby Clinic allows us to speak to mothers, mumsto-be and new mums in an environment that is engaging and
compelling but above all very useful to them, as it gives them
very practical advice from leading experts on matters that
every mum wants to be informed about”.

Beat TATTS with Berocca
Has the bounce in your step become a plod? Does climbing
the stairs feel like climbing Mount Everest? Is your brain less
than alert? TATTS or ‘tired all the time syndrome’ is generally
reported by more women than men. Fatigue and sluggishness
can be caused by many things, but poor nutrition can be a big
culprit, significantly affecting the body’s energy levels.
Berocca Performance contains a powerful pick me up blend
of vitamins and minerals that help
the body to release energy and
spark performance:
• B vitamins help your body
release energy from food to
support vitality and stamina.

• Biotin helps you release energy from food.
• Magnesium works with B vitamins to help your body release
energy from food and keep your nervous system and
muscles working properly.
• Supports blood cells, helps your body produce energy
and boosts your immune systeClinically proven, Berocca
Performance
helps combat physical tiredness
too. Its unique combination
of B vitamins, vitamin C and
essential minerals, like calcium,
magnesium and zinc, works in
synergy to improve energy levels
throughout the day.
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product news
First-to-market launch –
Telmisartan HCT

EpiPen 300 for immediate selfadministration

Actavis Ireland has announced another first-to-market
launch. From March onwards, Actelsar HCT (Telmisartan HCT)
40mg/12.5mg, 80mg/12.5mg and 80mg/25mg x 28 tablets will
be available.
Actelsar HCT fixed dose combination is indicated in adults
whose blood pressure is not adequately controlled on
Telmisartan alone.
Subject to medical prescription, Actelsar HCT is available in
packs of 28 and is fully GMS reimbursable.
For further information on the Actavis portfolio please
contact Actavis on 1890 33 32 31 or email on contact@actavis.ie

Meda Health Sales
Ireland Ltd is launching
EpiPen 300 micrograms
Adrenaline (Epinephrine)
and EpiPen Junior 150
micrograms Adrenaline
(Epinephrine) solution
for injection in prefilled
pens.
The indication is
for immediate selfadministration in the
emergency treatment
of allergic anaphylactic
reactions.
EpiPen and EpiPen
Junior will be available
in single or twin pack
presentations and on
prescription only.

Bright blue
safety cap

For imme
administ
emergen
of allerg
reactions

Easy-to-read,
illustrated
instructions

3
3
Viewing
window

Available o

Available in

• EpiPen 30

• EpiPen Ju

Anaphylaxis m
stings or bites
allergens as w
exercise-induc

Bright orange
built-in needle
protection

PRESCRIBING INFORMATION
EpiPen® 300 micrograms and EpiPen® Junior 150 micrograms solution for injection in pre-filled pen
Please consult the Summary of Product Characteristics (SPC) for full prescribing information.
Presentation: EpiPen® 300 micrograms; 1 ml contains 1 mg adrenaline (epinephrine). A single dose (0.3 ml)
contains 300 micrograms (0.3 mg) adrenaline. EpiPen® Junior 150 micrograms; 1 ml contains 0.5 mg adrenaline
(epinephrine). A single dose (0.3 ml) contains 150 microgram (0.15 mg) adrenaline. Excipients with known effect:
Sodium metabisulfite (E223) 0.5 mg/dose, sodium chloride 1.8 mg/dose. After activation of the Auto-Injector l .7
ml remains in the Auto Injector.

Mundipharma Sales and Marketing Division wins accolade as a
great place in prestigious awards

Indications: For immediate self administration in the emergency treatment of allergic anaphylactic reactions.
Anaphylaxis may be caused by insect stings or bites, foods, drugs and other allergens as well as idiopathic or
exercise-induced anaphylaxis.
Dosage and Administration: ADULTS: Self administration of 300 micrograms adrenaline (EpiPen) intramuscularly.
CHILDREN: The appropriate dosage is 150 micrograms (EpiPen Junior.) for children 15-30kg body weight and 300
micrograms (EpiPen) adrenaline for children >30kg body weight, or at the discretion of the physician. EpiPen
should only be injected into the anterolateral aspect of the thigh through clothing if necessary. In the absence of
clinical improvement or if deterioration occurs after the initial treatment, a second injection with an additional
EpiPen Auto-Injector may be necessary. The repeated injection may be administered after about 5 - 15 min. The
patient must consult a physician after injection in order to have relevant actions taken for further evaluation and/
or treatment.
Contraindications: There are no absolute contraindications to the use of adrenaline during an allergic emergency.
Warnings and precautions: Avoid the risk of inadvertent intravascular injection.
Patients should be advised not to inject into the buttock. Accidental injection into the hands or feet resulting in

Mundipharma Pharmaceuticals Limited, whose Irish
headquarters are in Sandyford, Dublin, has been recognised
with a prestigious honour at the Best Workplaces in Ireland 2014
awards.
The company’s Sales and Marketing Division has been
ranked second in the awards, in the category that covers small
workplaces that employ between 20 and 100 employees. The
division has 20 employees.
The awarded makes Mundipharma the highest-ranked
pharmaceutical company across businesses of all sizes in Ireland.
The Best Workplaces in Ireland 2014 awards are run by the

Great Place to Work Institute, a global research, consulting and
training firm serving 45 countries. The Institute aims to help
businesses, nonprofit and government agencies to identify,
create and sustain great workplaces through the development
of high-trust workplace cultures.
Welcoming the news, Ian Sutton, General Manager at
Mundipharma Pharmaceuticals Ltd, Ireland, said, “Mundipharma
is extremely pleased to have performed so well in its category.
“This accolade, which effectively positions the company as
one of the premier pharmaceutical workplaces in Ireland, is a
tremendous achievement for our entire Irish team.
“It is a true reflection of
the firm’s global culture and
corporate philosophy. We in
the Irish office will continue to
develop a corporate culture
that connects high employee
satisfaction and motivation
with good operating results.”
Date of Preparation: January 2014

Side effects: May include a
peripheral ischaemia followi
and asthenia. Cardiac arrhyt

Overdose: Overdose or inad
from a sharp rise in blood
vascular constriction togethe
such as phentolamine. In ca
Legal category: POM

Package quantity: EpiPen®
or as a twin pack of 2 Auto-I

Marketing Authorisation H
Dunboyne, Co Meath, Ireland
Marketing Authorisation
1332/50/1.

Date of preparation of pre

Adverse events should be reported to Meda Health Sales Ireland Limited on 01 8

Pictured at the recent ‘Best
Workplaces in Ireland 2014’
awards were Mundipharma
Pharmaceutical Ltd, Ireland.
The company, based in
Sandyford, Dublin, was
named the second best
workplace in Ireland in the
small (20 to 100 employees)
category, and is now the
highest-ranked
pharmaceutical company in
the prestigious competition
36

peripheral ischaemia has be
must be instructed in the p
those taking digitalis, mercu
antidepressants, monoamine
(COMT inhibitors), thyroid
(diphenhydramine, chlorphen
the potential benefit justifies

crossword
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Across
6 Atrial pouch sounds like oracle (7)
7 Plastic for old records found in V.I. nylon (5)
9 Skin disorder from broken cane. (4)
10 Cricket match and London underground form
laboratory utensil! (4,4)
11 The sign of the heavenly twins (6)
13 Collapse during autumn? (4)
15 Confused Dane depicts Middle East port (4)
16 Insect sounds like old pop star! (6)
18 One would be spineless without one! (8)
21 Terribly vain Russian (4)
22 His name is Bond, ..... Bond! (5)
23 Acute infection of small intestine from leach or
ingredients (7)
Down
1 There’s no need to qualify how this doctor
practices! (5)
2 It needs one more for a score! (8)
3 Bloody idiot? (4)
4 How to lose weight with the turn of the tide? (4)
5 Sphere of vision? (7)
8 Have ambitions standing in O’ Connell Street? (6)
12 Drink in denim bib eagerly (6)
13 Coil fell awkwardly to form a small sac (8)
14 Dale ran amok for a type of gland (7)
17 Godmother, liquid or tale (5)
19 Mete out a heavy shower (4)
20 Continuous pain during stomach examination!
(4)

ANSWERS TO LAST ISSUE’S CROSSWORD
Across: 6 Operate, 7 Civic, 9 Flea, 10 Cold sore, 11 Tonsil, 13 Ship,
15 Onus, 16 Remedy, 18 Wrapping, 21 Tate, 22 Swans, 23 Nirvana.
Down: 1 Apple, 2 Creators, 3 Otic, 4 Hiss, 5 Fibroid, 8 Slalom,
12 Sprain, 13 Sedative, 14 Ingrown, 17 Stent, 19 Punt, 20 Grit.

Congratulations to the winner of last month’s crossword,
Name:

Leonie Finnegan, John’s Green Medical Centre, Wolfe
Tone St., Kilkenny.

Address:

Please send your answers to the Editor,
Nursing in General Practice,
GreenCross Publishing,
7 Leeson Street, Dublin 4.
Closing date for entries: 14 May 2014.
Winner will receive v50.
Please note: the winners’ cheques will be sent out
within 45 days.

Email:
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Xarelto®, the most broadly
indicated Novel Oral
Anticoagulant1
Stroke Prevention
in
Atrial Fibrillation

Treatment of pulmonary
embolism (PE),
and prevention of
recurrent PE in adults

Prevention of venous
thromboembolism (VTE) in
adult patients undergoing
elective hip replacement
surgery

Prevention of venous
thromboembolism (VTE) in
adult patients undergoing
elective knee replacement
surgery

Treatment of deep vein
thrombosis (DVT),
and prevention of
recurrent DVT in adults

be discontinued if severe haemorrhage occurs. Increasing age may increase haemorrhagic risk. Not recommended: in patients with severe
tThis 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
renal impairment (creatinine clearance <15 ml/min); in patients receiving concomitant systemic treatment with strong concurrent
CYP3A4 and P-gp inhibitors, i.e. azole-antimycotics or HIV protease inhibitors; in patients with increased bleeding risk; in patients
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
receiving concomitant treatment with strong CYP3A4 inducers unless the patient is closely observed for signs and symptoms of
fibrillation with one or more risk factors, such as congestive heart failure, hypertension, age ≥ 75 years, diabetes mellitus, prior stroke or
thrombosis; not recommended due to lack of data: in patients below 18 years of age, in patients concomitantly treated with dronedarone,
in patients undergoing hip fracture surgery; in patients with prosthetic heart valves, in patients with PE who are haemodynamically
transient ischaemic attack. Treatment of deep vein thrombosis (DVT) and pulmonary embolism (PE), and prevention of recurrent DVT and
unstable or may receive thrombolysis or pulmonary embolectomy. Use with caution: in conditions with increased risk of haemorrhage; in
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 10 hours after surgery, provided that haemostasis has been
patients with severe renal impairment (creatinine clearance 15 - 29 ml/min) or with renal impairment concomitantly receiving other
established. Duration of treatment depends on the individual risk of the patient for VTE which is determined by the type of orthopaedic
medicinal products which increase rivaroxaban plasma concentrations; in patients treated concomitantly with medicinal products
surgery. For patients undergoing major hip surgery, treatment duration of 5 weeks is recommended. For major knee surgery, treatment
affecting haemostasis, when neuraxial anaesthesia or spinal/epidural puncture is employed; specific dose recommendations apply for
patients with moderate to severe renal impairment and in case of DVT/PE-patients only if the patient’s assessed risk for bleeding
duration of 2 weeks is recommended. Prevention of stroke and systemic embolism: The recommended dose is 20 mg once daily, which is also
outweighs the risk for recurrent DVT/PE. In patients at risk of ulcerative gastrointestinal disease prophylactic treatment may be considered.
the recommended maximum dose. Treatment of DVT, treatment of PE and prevention of recurrent DVT and PE: The recommended dose for the
initial treatment of acute DVT or PE is 15 mg twice daily for the first three weeks followed by 20 mg once daily for the continued treatment
Although treatment with rivaroxaban does not require routine monitoring of exposure, rivaroxaban levels measured with a calibrated
and prevention of recurrent DVT and PE. Renal impairment: No dose adjustment is necessary in patients with mild renal impairment.
quantitative anti-Factor Xa assay may be useful in exceptional situations. Contains lactose. Undesirable effects: Common: anaemia,
dizziness, headache, eye haemorrhage, hypotension, haematoma, epistaxis, haemoptysis, gingival bleeding, gastrointestinal tract
Prevention of stroke and systemic embolism in patients with non-valvular atrial fibrillation: In patients with moderate or severe renal impairment, the
haemorrhage, gastrointestinal and abdominal pains, dyspepsia, nausea, constipation, diarrhoea, vomiting, pruritus, rash, ecchymosis, cutaneous
recommended dose is reduced to 15 mg once daily. Treatment of DVT, treatment of PE and prevention of recurrent DVT and PE: No dose adjustment
is considered necessary in moderate to severe renal impairment; although a reduced dose of 15mg once daily should be considered if the patient’s assessed risk for bleeding and subcutaneous haemorrhage, pain in extremity, urogenital tract haemorrhage (menorrhagia very common in women < 55 years treated for DVT, PE or prevention of recurrence),
outweighs the risk for recurrent DVT and PE. Xarelto is not recommended in patients with creatinine clearance < 15 mL/min. Hepatic impairment: Contraindicated in patients with renal impairment, fever, peripheral oedema, decreased general strength and energy, increase in transaminases, post-procedural haemorrhage, contusion, wound secretion.
hepatic disease associated with coagulopathy and clinically relevant bleeding risk, including cirrhotic patients with Child Pugh B and C. Contraindications: Hypersensitivity to Uncommon: thrombocythaemia, allergic reaction, dermatitis allergic, cerebral and intracranial haemorrhage, syncope, tachycardia, dry mouth, hepatic function abnormal, urticaria,
the active substance or any of the excipients; active clinically significant bleeding; lesion or condition if considered a significant risk for major bleeding; concomitant treatment haemarthrosis, feeling unwell, increases in: bilirubin, blood alkaline phosphatase, LDH, lipase, amylase and GGT. Rare: jaundice, muscle haemorrhage, localised oedema, bilirubin
with any other anticoagulants except under the circumstances of switching therapy to or from rivaroxaban or when unfractionated heparin is given at doses necessary to maintain conjugated increased, vascular pseudoaneurysm. Frequency not known: compartment syndrome or (acute) renal failure secondary to a bleeding, angioedema and allergic oedema
an open central venous or arterial catheter; hepatic disease associated with coagulopathy and clinically relevant bleeding risk including cirrhotic patients with Child Pugh B and (uncommon in pooled phase III trials). Prescription only. Marketing Authorisation Holder: Bayer Pharma AG, D-13342 Berlin, Germany. MA numbers: EU/1/08/472/001C; pregnancy and breast feeding. Warnings and Precautions: Clinical surveillance in line with anticoagulation practice is recommended throughout treatment. Xarelto should 024. Further information available from: Bayer Ltd., The Atrium, Blackthorn Road, Dublin 18. Tel: 01 2999313. Date of Preparation: 11.13

L.IE.GM.01.2014.0264. Reference: 1. Xarelto 10 mg, 15 mg, 20 mg (Summary of Product Characteristics)

