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Once-daily Victoza® (liraglutide), in combination with metformin,
impacts on multiple factors associated with type 2 diabetes
providing, from baseline:1,2

Reductions in HbA1c: up to 1.30%1,2
Reductions in weight: up to 2.8kg1,2
Reductions in systolic blood pressure1,2
Improvements in beta-cell function1,2

Abbreviated Prescribing Information
Victoza® 6 mg/ml solution for injection in pre-filled pen (liraglutide). Please refer
to the Summary of Product Characteristics for full information. Victoza® 2 x 3 ml
pre-filled pens. Victoza® 3 x 3 ml pre-filled pens. 1 ml of solution contains 6 mg
of liraglutide. Indication: Treatment of adults with type 2 diabetes mellitus in
combination with metformin or a sulphonylurea, in patients with insufficient
glycaemic control despite maximal tolerated dose of metformin or sulphonylurea
monotherapy; or in combination with metformin and a sulphonylurea, or
metformin and a thiazolidinedione in patients with insufficient glycaemic control
despite dual therapy. Dosage: Victoza® is administered once daily by
subcutaneous injection and can be administered at any time independent of
meals however, it is preferable that Victoza® is injected around the same time
of the day. Victoza® should not be administered intravenously or intramuscularly.
Recommended starting dose is 0.6 mg daily. After at least one week, the dose
should be increased to a maintenance dose of 1.2 mg. Based on clinical
response, after at least one week the dose can be increased to 1.8 mg to further
improve glycaemic control in some patients. Daily doses higher than 1.8 mg are
not recommended. When used with existing metformin therapy or in combination
with metformin and thiazolidinedione therapy, the current dose of metformin
and thiazolidinedione can continue unchanged. When added to existing
sulphonylurea therapy or in combination with metformin and sulphonylureas, a
reduction in the dose of sulphonylurea may be necessary to reduce the risk of
hypoglycaemia. Victoza® can be used in the elderly (>65 years old) without dose
adjustment but therapeutic experience in patients ≥75 years of age is limited.
No dose adjustment is required for patients with mild renal impairment
(creatinine clearance ≤60-90 ml/min). Due to lack of therapeutic experience
Victoza® is not to be recommended for use in patients with moderate (creatinine
clearance of 30-59 ml/min) and severe renal impairment (creatinine clearance
below 30 ml/min), patients with end stage renal disease, patients with hepatic
impairment and children below 18 years of age. Contraindications:

Hypersensitivity to the active substance or any of the excipients. Warnings and
Precautions for use: Victoza® should not be used in patients with type 1
diabetes mellitus or for the treatment of diabetic ketoacidosis. Limited experience
in patients with congestive heart failure New York Heart Association (NYHA)
class I-II and no experience in patients with NYHA class III-IV. Due to limited
experience Victoza® is not recommended for patients with inflammatory bowel
disease and diabetic gastroparesis. Victoza® is associated with transient
gastrointestinal adverse reactions, including nausea, vomiting and diarrhoea.
Other GLP-1 analogues have been associated with pancreatitis; patients should
be informed of symptoms of acute pancreatitis: persistent, severe abdominal
pain. If pancreatitis suspected, Victoza® and other suspect medicinal products
should be discontinued. Thyroid adverse events, including increased blood
calcitonin, goitre and thyroid neoplasm reported in clinical trials particularly in
patients with pre-existing thyroid disease. Risk of hypoglycaemia in combination
with sulphonylureas; lowered by dose reduction of sulphonylurea. No studies on
the effects on the ability to drive and use machines performed. Patients should
be advised to take precautions to avoid hypoglycaemia while driving and using
machines, in particular when Victoza® is used in combination with a
sulphonylurea. Substances added to Victoza® may cause degradation; in the
absence of compatibility studies Victoza® must not be mixed with other medicinal
products. Pregnancy and lactation: Victoza® should not be used during
pregnancy or during breast-feeding. If a patient wishes to become pregnant, or
pregnancy occurs, treatment with Victoza® should be discontinued; use of insulin
is recommended instead. Undesirable effects: During clinical trials with
Victoza® the most frequently observed adverse reactions which varied according
to the combination used (sulphonylurea, metformin or a thiazolidinedione) were:
Very common: nausea, diarrhoea, hypoglycaemia when used in combination with
metformin and a sulphonylurea and headache when used in combination with
metformin; Common: hypoglycaemia when used in combination with a
thiazolidinedione, vomiting, constipation, abdominal pain, discomfort and

References: 1. Victoza® Summary of Product Characteristics, July 2009.
2. Nauck M et al; for the LEAD-2 Study Group. Efficacy and safety comparison of liraglutide, glimepiride, and placebo, all in combination with metformin,
in type 2 diabetes: the LEAD (liraglutide effect and action in diabetes)-2 study. Diabetes Care 2009;32(1):84-90.
Victoza® is a trademark owned by Novo Nordisk A/S.
Date of preparation: July 2009. IR/LR/0709/0268

distension, dyspepsia, gastritis, flatulence, gastroesophageal reflux disease,
gastroenteritis viral, toothache, headache, dizziness, nasopharyngitis, bronchitis,
anorexia, appetite decreased, fatigue and pyrexia. Gastrointestinal adverse
reactions are more frequent at start of therapy but are usually transient. Very
few hypoglycaemic episodes observed other than with sulphonylureas. Patients
>70 years or with mild renal impairment (creatinine clearance ≤ 60-90 ml/min)
may experience more gastrointestinal effects. Consistent with medicinal products
containing proteins/peptides, patients may develop anti-liraglutide antibodies
following treatment but this has not been associated with reduced efficacy of
Victoza®. Few cases reported of angioedema (0.05%), acute pancreatitis
(<0.2%) and injection site reactions (approx. 2%). Injection site reactions usually
mild. Causal relationship between Victoza® and pancreatitis can neither be
established nor excluded. Thyroid neoplasms, increased blood calcitonin and
goitres are the most frequent thyroid adverse events and were reported in 0.5%,
1% and 0.8% of patients respectively. The Summary of Product Characteristics
should be consulted for a full list of side effects. Overdose: In the event of
overdose, appropriate supportive treatment should be initiated according to the
patient’s clinical signs and symptoms. MA numbers: Victoza® 2 x 3ml pre-filled
pens EU/1/09/529/002. Victoza® 3 x 3ml pre-filled pens EU/1/09/529/003. Legal
Category: POM. For complete prescribing information please refer to The
Summary of Product Characteristics which is available on www.medicines.ie or
by email from info@novonordisk.ie or from Medical department, Novo Nordisk
Limited, 3-4 Upper Pembroke Street, Dublin 2, Ireland; www.novonordisk.ie.
Date created: July 2009

Information about adverse event reporting is available at www.imb.ie.
Adverse events should be reported to the Novo Nordisk Medical department:
Tel: 1850 665 665.
Further Information is available from:
Novo Nordisk Limited
3/4 Upper Pembroke Street
Dublin 2, Ireland
Tel: 01 678 5989
Fax: 01 676 3259
Lo Call: 1850 665 665
www.novonordisk.ie

editorial

Crisis and
communication
It seems of late that we as a nation seem to be lurching from one crisis to another.
John Latham blames a “lack of strong and well informed leadership in the political
realm”.
In light of Dr Latham's remarks and on behalf of nurses all over the country I must
address two very important issues: the CervicalCheck programme and the launch of
the HIN1 vaccination programme.
I agree with Dr Latham's recent statement that the cervical check campaign was,
and is, successful as an evidenced based screening programme. However, the
goverrnment in its wisdom, and with very little communication with doctors and
nurses, decided to alter the administration and delivery of the programme; as a
result its' effectiveness has been somewhat reduced.
Nurses have extensive experience of how systems in service work and they know
from experience that those who need services most are least likely to apply or
go the extra mile to obtain them, particularly the lower socio economic groups.
Latham reports that “deprived women are less likely to apply online or carry out
telephone enrollement.” The changes in eligibility have made it more difficult for
women to access care related to the screening of cervical cancer.
Secondly, I would like to address the breakdown of communication in the most
recent rollout of the H1N1 vaccination programme. Little and late communication,
or at least inadequate communication, took place between the government and
the GP and the practice nurse which had an adverse knock-on effect on GP/practice
nurse dialogue.
Not wishing to sound too pessimistic, I must say the multidisciplinary team
nationally have made a wonderful start in vaccinating a large number of people,
but let us not forget to communicate a little better or else the whole message of
healthcare will be 'lost in translation'.
How often have we heard that communication — good communication — is the
essence of good healthcare.
Darina Lane
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Sustained treatment beneﬁts* for COPD patients with SPIRIVA®1

*In the UPLIFT® trial, while SPIRIVA® did not alter the rate of decline in lung function, the primary

study endpoint, it achieved greater lung function improvements vs the control group.1

References: 1. Tashkin DP, et al, on behalf of the UPLIFT® (Understanding Potential Long-term Impacts on Function with Tiotropium) study investigators. A 4-year trial of tiotropium in chronic obstructive pulmonary disease. N Engl
J Med 2008;359:1543–54. 2. Global Initiative for Chronic Obstructive Lung Disease. Global strategy for the diagnosis, management, and prevention of chronic obstructive pulmonary disease: executive summary. Updated 2008.
http://www.goldcopd.com. Accessed November 6, 2009. 3. Casaburi R, et al. Improvement in exercise tolerance with the combination of tiotropium and pulmonary rehabilitation in patients with COPD. Chest 2005;127:809–817.
Prescribing Information (Ireland)
SPIRIVA® (tiotropium)
Long acting, specific antimuscarinic agent, available as hard capsules of powder for inhalation, containing tiotropium bromide monohydrate equivalent to 18 micrograms tiotropium. Indication Tiotropium is indicated as a maintenance bronchodilator treatment
to relieve symptoms of patients with chronic obstructive pulmonary disease (COPD). Dose Adults only age 18 years or over: Inhalation of the contents of one capsule once daily from the HandiHaler® device. Contra-indications Hypersensitivity to tiotropium
bromide, atropine or its derivatives, or to the excipient lactose monohydrate which contains milk protein. 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 inhalation powder. Caution in patients with narrow-angle glaucoma, prostatic hyperplasia or bladder-neck obstruction. Inhaled medicines may cause inhalation-induced bronchospasm. In patients with moderate to severe
renal impairment tiotropium bromide should be used only if the expected benefit outweighs the potential risk. Patients should be cautioned to avoid getting the drug powder into their eyes. They should be advised that this may result in precipitation or worsening
of narrow-angle glaucoma, 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. Spiriva capsules contain 5.5 mg lactose monohydrate. Interactions Although no formal drug interaction studies
have been performed tiotropium bromide inhalation powder has been used concomitantly with other drugs without clinical evidence of drug interactions. These include sympathomimetic bronchodilators, methylxanthines, oral and inhaled steroids, commonly
used in the treatment of COPD. The co-administration of tiotropium bromide with other anticholinergic-containing drugs has not been studied and is therefore not recommended. Pregnancy and Lactation No clinical data on exposed pregnancies are available.
The potential risk for humans is unknown. Spiriva should therefore only be used during pregnancy when clearly indicated. It is unknown whether tiotropium bromide is excreted in human breast milk. Use of Spiriva is not recommended during breast feeding.
A decision on whether to continue or discontinue breast feeding or therapy with tiotropium bromide should be made taking into account the benefit of breast feeding to the child and the benefit of tiotropium bromide therapy to the woman. Side-effects
Common (>1/100, <1/10): Dry mouth. Uncommon (>1/1,000, <1/100): Dizziness, headache, taste disorders, vision blurred, cough, pharyngitis, dysphonia, rash, nausea, stomatitis, dysuria, urinary retention, gastrooesophageal reflux disease, atrial fibrillation,
constipation. See SPC for other undesirable effects. Events of unknown frequency not attributed to tiotropium in clinical trials but considered to be adverse drug reactions: dehydration, dental caries, angioneurotic oedema, skin infection, skin ulcer, dry skin,
joint swelling. An increase in anticholinergic effects may occur with increasing age. Pack sizes HandiHaler device and 30 capsules (3 blister strips); HandiHaler device plus 10 capsules (1 blister strip); 30 capsules (3 blister strips). Marketing authorisation
number PA 775/2/1. Legal category POM Marketing Authorisation holder Boehringer Ingelheim International GmbH, D-55216 Ingelheim am Rhein, Germany. For full prescribing information please see Summary of Product Characteristics.
Updated July 2009.

SPIRIVA® was developed by Boehringer Ingelheim and is being co-promoted by Pfizer and Boehringer Ingelheim.
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news
nec news
Lisa Nolan,
IPNA Administrator
2009 IPNA AWARDS
Congratulations to all who won awards at the IPNA Annual
Conference in Westport!
The winners were as follows:
2009 Practice Nurse of the Year – Ann McGill
2009 Educational Bursary – Marie Courtney
2009 Clinical Award (Heart Failure) – Anna O’Donoghue
2009 Valerie Mangan IPNA Loyalty Award – Kathleen Phelan.
ELECTION OF NEC OFFICERS AT AGM
The following NEC Officers were elected at the AGM on 17th
October 2009:
Orla Loftus-Moran was re-elected as National Chairperson.
Sean Carey was re-elected as National Vice-Chairperson.
Mary O’Connor was elected as National Honorary Treasurer.
Lynn Cartwright was elected as National PRO.
Huge thanks to the NEC Officers who stood down at the
AGM:
Emer O’Byrne (PRO) and Claire Bourke (National Honorary
Treasurer)

SYMPATHIES
The NEC extends sincere and heartfelt sympathies to the
family and friends of Kathy O’Brien (South Tipperary Branch)
who passed away on 26th October 2009 following a battle
with cancer. Kathy was a long-standing and active member
of the IPNA and will be sorely missed by her practice nurse
colleagues around the country. May she rest in peace.
Sincere and heartfelt sympathies also to the family and
friends of Eithne Sinnott who passed away on 4th November
2009 following a battle with cancer. Eithne started out as a
member of the Donegal Branch, then moved to the Cavan/
Monaghan Branch and then to the Wexford Branch, so
she was well-known to many members in those counties.
She will be sorely missed by her Practice Nurse colleagues
around the country May she rest in peace.
2010 NEC MEETINGS
Wednesday 3rd February 2010 — Ashling Hotel, Parkgate
Street, Dublin 7.
Wednesday 12th May 2010 – Ashling Hotel, Parkgate Street,
Dublin 7 — please note this has changed from original date of
5th May.
Wednesday 8th September 2010 — Ashling Hotel, Parkgate
Street, Dublin 7.
Friday 15th October 2010 at IPNA Conference in Jacksons
Hotel, Ballybofey, Co Donegal.

‘Arthritis — Key Words in Plain Language’
New Booklet to Address the gap in understanding of medical terms
Over 50 per cent of adults
do not fully understand the
medical terms used when
speaking to a healthcare
professional, such as a
doctor, nurse or pharmacist
— according to a recent
nationwide survey conducted
by Merck Sharp & Dohme
Ireland (Human Health) Ltd.
'Arthritis — Key Words in
Plain Language', supported
by Arthritis Ireland, is the first
in a series of Plain Language
patient information booklets
launched by MSD, to help
give the everyday meaning
of some of the medical words
used when talking about
arthritis.
More than half of the Irish
population is affected in some
way by literacy difficulties.
It is important to recognise
that 'health literacy' is not just
about someone’s ability to
4

read or understand a piece
of information. Arthritis is
a chronic disease affecting
one in every six people in
Ireland. It is very easy to
assume someone already has
a certain level of knowledge
when providing health
information about arthritis
and other conditions. Anyone
can find health information
difficult to understand if the
information provided is not
communicated in clear and
simple language.
"The 'Arthritis — Key Words
in Plain Language' booklet
is a very effective tool that
a patient can use to better
understand the written and
spoken information they will
come across over the lifetime
of their condition. We strive
to provide a variety of spoken
and written information to
our patients but this can

be overwhelming for them.
This booklet can help open
the lines of communication
and ensure they understand
all the medical information
being given to them”,
said Ms Christina Doyle,
Rheumatology Nurse
Specialist, Our Lady's Hospice,
Harolds Cross.
Arthritis — Key Words in
Plain Language is the first in
a series of plain language
booklets developed by MSD.
with the support of a team
of healthcare professionals
and Arthritis Ireland, as part
of their continuous efforts to
improve health literacy. The
booklet addresses the facts
about arthritis, the common
questions asked by sufferers
and also presents an A to Z
meaning of words often found
in patient leaflets. Each word
is defined using plain English

Arthritis
Key words in plain language

and also placed in the context
of a sentence for further ease
of understanding.
Copies of the 'Arthritis —
Key Words in Plain Language'
booklet are available by
calling MSD on (01) 299 8784
or can be downloaded from
www.msd.ie/arthritis. The
next booklet in the Plain
Language series will address
Asthma and Allergies.

news

Nurse and midwife prescribing
initiative — a success
The HSE has welcomed the first independent evaluation report
into Nurse & Midwife Prescribing. The report found that the first
phase of Nurse and Midwife Prescribing has been successful
and is of benefit to patients and staff across the healthcare
system. A research team from the School of Nursing, Midwifery
and Health Systems, the School of Medicine and Medical
Science and the School of Biomolecular Science, University
College Dublin, undertook the evaluation of the prescribing
initiative that commenced two years ago.
Overall, the evaluation found that the extension of
prescriptive authority to nurses and midwives has been a
positive development, particularly for the impact that it has had
on patient care and also on the professional development of
nurses and midwives. From the perspective of nurse/midwife
prescribers, it has increased their autonomy, increased levels of
job satisfaction, ensured better use of their skills and ultimately
has allowed them to provide holistic care to patients.
Patients are highly supportive and accepting of nurse
prescribing which reduces waiting times and facilitates patients
in accessing treatment that previously they may have had to

wait for. It is also evident that overall there is support for nurse/
midwife prescribing from those surveyed from the nursing,
midwifery, medical and pharmacy professions. The report also
demonstrated that the model for nurse prescribing for Ireland
was safe and effective.
The purpose of the evaluation was to examine the
effectiveness of the introduction of nurse and midwife
prescribing and to establish if the model adopted in Ireland
achieved the stated objectives in terms of quality, patient
safety, communication and patient/client benefits and
satisfaction.
The independent evaluation team made 10
recommendations which provide clear direction for the further
roll out of independent Nurse and Midwife Prescribing across
the country. Key recommendations include matters related to
the regulations, education, registration, prescribing practice
and future developments of nurse prescribing in Ireland.
Currently there are 112 nurses and midwives throughout the
HSE who have completed training, have registered with An Bord
Altranis and have the authority to prescribe medicinal products.

Optimising diabetes management in primary care
— Cork meeting
A conference devoted to the management of diabetes in the
community, jointly hosted by the Diabetes Interest Group
and the HSE South, took place at UCC in September. Over 100
community-based health professionals attended.
The Diabetes Interest Group is an assembly of GPs and
practice nurses from the Munster region, who have come
together to optimise the quality of care they provide to
their patients with diabetes. Currently there are 28 general
practices active in the group providing care for 2,900 patients
with diabetes. This initiative is supported by HSE South and
University College Cork, and is congruent with the most
recent recommendations of the HSE Expert Advisory Group on
Diabetes.

Joe Moran, Chairperson DIG; Kevin Joyce, Novo Nordisk;
Tony Brennan, sanofi-aventis; Katie Murphy, DIG Diabetes
Nurse Facilitator; Aine Guckian, Merck Sharpe Dohme.

The group plans to appoint a Community Diabetes Nurse
Specialist in the near future. This position will be jointly funded
by three pharmaceutical companies — sanofi-aventis, Merck
Sharp Dohme and Novo Nordisk. The appointee will provide
clinical services to patients within their own local practices and
also at the Diabetes Day Centre at Cork University Hospital. This
is the first such appointment locally and is eagerly anticipated
by the group.
The conference provided educational support to practices
providing diabetes care and consisted of a mix of lectures and
interactive workshops. There is a multidisciplinary focus with
GPs, practice nurses, community nurses, public health nurses,
podiatrists, dietitians and physiotherapists participating.

Giovanni Baldassini, DIG GP Mallow; Tracy McSweeney,
DIG Practice Nurse; Yvonne O’Brien, Community
Dietitian; Dr Mathew Murphy Endocrinologist; South
Infirmary Victoria University Hospital Cork; Hilary Devine,
Community Dietitian.
5
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New 24-hour national suicide
prevention helpline launched
A new 24-hour suicide prevention helpline was officially
launched in Dublin recently by Padraig Harrington. 1Life
(Tel. 1800 24 7 100) offers confidential advice and support
nationwide for callers in need of help. In addition to individuals
in suicidal crisis, the service is of particular relevance to people
who are feeling very low, who have had suicidal thoughts,
who are self-harming or who want to discuss any problems
in relation to suicide. The service is provided by a team of
professional counsellors and trained volunteers and is available
24 hours a day, seven days a week.
1Life has been established by two existing charities, The 3Ts
(Turn the Tide of Suicide) and Console, to meet the need for
a dedicated 24/7 national suicide prevention helpline service
available to individuals in suicidal crisis or who are engaging in
self-harm.
“Until now there has been a need for a 24-hour dedicated
intervention helpline service for people in suicidal crisis to
complement existing services which are experiencing an
increased demand on their resources, while facing a reduction
in funding,” said Noel Smyth, Chairman and co-founder of The
3Ts. “1Life has been established with the aim of preventing
suicide and of meeting the very real need for counselling for
those who are in crisis when they need it.”
Professor Kevin Malone, co-founder of The 3Ts and Head
of Department of Psychiatry and Mental Health Research, St
Vincent’s University Hospital, Dublin, said: “Research shows that
80 per cent of those who die by suicide have indicated their
intentions to someone in the preceding weeks, so whether
planned or impulsive, there is a window of opportunity for
assistance. 1Life is a vital avenue of help for those who need
it, offering a confidential, anonymous and non-judgemental
service.”
About 1Life
Two existing charities, The 3Ts (Turn the Tide of Suicide) and
Console have come together in a joint venture to create 1Life.
The 3Ts, (SPAR Charity of the Year 2009 & 2010), was founded
in 2004 to raise awareness of suicide in Ireland as a major killer
of young people and has been actively involved in fundraising
for research and for various organisations working on the

ground, in raising the profile of the problem and lobbying for
political change.
Console offers dedicated bereavement counselling services
to individuals bereaved by suicide. In recent times, their work
has progressed into intervention and prevention services also.
Console operates services in Galway, Limerick, Dublin, Kildare
and Wexford/Waterford.

New youth mental health initiative in Kerry
Headstrong, the National Centre for Youth Mental Health,
recently announced that it will be investing €800,000 to
support the development of a new youth mental health
initiative called Jigsaw in Co Kerry. The Jigsaw project is a
community initiative to enhance supports for young people’s
mental health. This major investment will see €400,000 in direct
financial support and an additional €400,000 in organisational
resources.
Jigsaw Kerry, a partnership between Headstrong, the HSE and
North and East Kerry Development, aims to reduce the stigma
associated with mental health and to encourage young people
to seek support earlier. Jigsaw Kerry will provide training for
community leaders and parents to help them understand when
a young person needs help and where best to get that help.
At the announcement, Headstong’s Founding Director, Tony
6

Bates, said: “What’s exciting about Jigsaw is that it works with
existing resources, so, at a time when a significant number
of services are being reduced, Headstrong can make a real
difference to young people in Kerry. Involving young people
in decisions which impact upon them is key to the Jigsaw
programme.”
Jigsaw Kerry will work in partnership with 23 different
organisations across the county to ensure that services are
more accessible for young people. Former Tanaiste, Mr Dick
Spring, Chairman of Jigsaw Kerry Management Committee,
said: “Mental Health is something which impacts on all
families at some point in their life, either directly or indirectly.
As a community, we need to recognise that it is everyone’s
responsibility to support young people at difficult times and not
just that of the health professionals”.
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Gardasil® the quadrivalent
HPV cervical cancer* vaccine for
protection against a wide range of
genital diseases causally related
to HPV 6, 11, 16, & 18
* Related to HPV 16, 18

GARDASIL®
CAN PREVENT
Cervical cancer*,
High-grade cervical intra-epithelial neoplasia,
High-grade vulvar and vaginal intra-epithelial neoplasia,
and genital warts,
causally related to HPV 6, 11, 16, 18.1

More than 40 million doses distributed worldwide2
ABRIDGED PRESCRIBING INFORMATION
GARDASIL® (Human Papillomavirus Vaccine [Types 6, 11, 16, 18] (Recombinant,
adsorbed)). Refer to Summary of Product Characteristics for full product information
before prescribing. Additional information is available on request. Presentation: Gardasil
is supplied as a single dose pre-filled syringe containing 0.5 millilitre of suspension.
Each dose of the quadrivalent vaccine contains highly purified virus-like particles (VLPs)
of the major capsid L1 protein of Human Papillomavirus (HPV). These are type 6 (20
µg), type 11 (40 µg), type 16 (40 µg) and type 18 (20 µg). Indications: Prevention of
premalignant genital lesions (cervical, vulvar and vaginal), cervical cancer and external
genital warts (condyloma acuminata) causally related to HPV types 6, 11, 16 and 18.
Gardasil is indicated for 16 – 26 year old females and 9 – 15 year old children and
adolescents. Dosage and administration: The primary vaccination series consists of 3
separate 0.5 millilitre doses administered according to the following schedule: 0, 2, 6
months. If an alternate schedule is necessary the second dose should be administered at
least one month after the first and the third dose at least three months after the second.
All three doses should be given within a 1 year period. The need for a booster dose has
not been established. Administration at the same time as Hepatitis B vaccine has been
shown to not interfere with the immune system. The vaccine should be administered by
intramuscular injection. Contraindications: Hypersensitivity to any component of the
vaccine. Hypersensitivity after previous administration of Gardasil. Acute severe febrile
illness. Warnings and precautions: As with all vaccines, appropriate medical treatment
should always be available in case of rare anaphylactic reactions. The vaccine should
be given with caution to individuals with thrombocytopaenia or any coagulation
disorder because bleeding may occur following an intramuscular administration

Information about adverse event reporting can be found at www.imb.ie.
Adverse events and inadvertent vaccination during pregnancy should also be
reported to Sanofi Pasteur MSD by calling 0044 1628 785291
03/09 UK12606

in these individuals. Syncope, sometimes associated with falling, has occurred after
vaccination with Gardasil, vaccinees should be carefully observed for approximately 15
minutes after vaccination. There is insufficient data to recommend use of Gardasil during
pregnancy therefore the vaccination should be postponed until after completion of the
pregnancy. The vaccine can be given to breastfeeding women. Gardasil will only protect
against diseases that are caused by HPV types 6, 11, 16 and 18 and to some limited extent
against diseases caused by certain related HPV types. Vaccination is not a substitute for
routine cervical screening. There are no data on the use of Gardasil in subjects with
impaired immune responsiveness. As with any vaccine, vaccination with Gardasil may
not result in protection in all vaccine recipients. There are no safety, immunogenicity
or efficacy data to support interchangeability of Gardasil with other HPV vaccines.
Undesirable effects: Very common side effects include: pyrexia and at the injection site,
erythema, pain and swelling. Common side effects include bruising and pruritus at the
injection site. Very rarely, bronchospasm has been reported. Guillain-Barré Syndrome and
hypersensitivity reactions including anaphylactic/anaphylactoid reactions have also been
reported. For a complete list of undesirable effects please refer to the Summary of Product
Characteristics. Package quantities: Single pack containing one 0.5 millilitre dose prefilled syringe with two separate needles. Marketing authorisation holder: Sanofi Pasteur
MSD SNC, 8 rue Jonas Salk, F-69007, Lyon, France Marketing authorisation number:
EU/1/06/357/007 (pre-filled syringe with two separate needles) Legal category: POM ®
Registered trademark Date of last review: November 2008
References: 1. Gardasil: Summary of product characteristics 2009. 2. Sanofi Pasteur MSD.
Data on file 2009.
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MSD Ireland (Human Health) Ltd Nurse meeting
Pictured at the MSD Ireland (Human Health) Ltd Nurse meeting held in Killarney recently.

Nurse Anne Daly, Mr David Jones (MSD) and Nurse Teresa
Hayes.

Nurse Margaret Shanahan, Mr Ronan Collins (MSD) and
Nurse Marie Flynn.

MSD Ireland (Human Health) Ltd.
Monthly Innovative Breakfast Meeting
Old Windmill Medical Centre, Limerick

Pictured: Ms Helena Farrell (speaker, Regional
Education Diabetes Nurse) and invited guests.

Pictured at the MSD Ireland (Human Health) Ltd Monthly Innovative
Breakfast Meeting held at the Old Windmill Medical Centre, Limerick,
recently were: Mr Joe McCormack (MSD), Dr Sinead O’Dea, Dr Tom
O’Callaghan, Ms Helena Farrell (speaker, Regional Education Diabetes Nurse)
and Tommy O’Donoghue (MSD).

Get creative and meet new people
An Open Art Workshop takes place on a weekly basis, every
Thursday between 12 noon and 2pm, in the new Waterford
Healing Arts Trust Centre for Arts & Health, in the grounds of
Waterford Regional Hospital. Individuals are invited to come
along and make art in a friendly and relaxed atmosphere on
a once-off or ongoing basis. Materials are provided and no
experience is necessary.
This is a great opportunity for people to meet new people
and develop their self-esteem through their creativity. The
workshop caters for all adults over the age of 18. Participants
can work at their own pace or take on a new challenge.
According to one participant: “I have been coming to the
Open Art Workshop once a week for the last four months. I
find it a nice, relaxing and friendly atmosphere. I also find it a
great help rediscovering a skill that I had when I was younger.
It is very rewarding and I hope to stick to doing the art and
8

improving on my art skills.”
The Waterford Healing Arts Trust (WHAT) is one of Ireland’s
leading Arts and Health programmes supporting healthcare
environments and the wider community by providing multidisciplinary arts experiences and services. In 2009, it opened
a Centre for Arts and Health, the first of its kind in Ireland, in
the grounds of Waterford Regional Hospital. This Centre aims
to bridge the acute hospital with the primary health services
through the arts. In the words of the Art Director, Mary Grehan:
“Given the evidence base around the therapeutic value of
the arts, I hope we will arrive at a day whereby GPs will be
prescribing participation in the arts alongside medication for
their patients.”
If you are interested in taking part in the WHAT Open Art
Workshop please phone (051) 842664 or e-mail WHAT@hse.ie to
book your place at the cost of only €5.00 per session.

When do you consider it could
be Cows’ Milk Allergy ?

When you first suspect Cows’ Milk Allergy, rely on
Neocate infant formula to aid a fast and reliable diagnosis.
Made with 100% non-allergenic amino acids.*
In just 3 to 14 days Neocate provides:
• Diagnosis

• Relief of infant distress

• Treatment

• Catch-up growth

So, for rapid symptom relief and early diagnosis,
simply start with Neocate infant formula.
*Neocate is the only GMS listed amino acid based hypo-allergenic formula in the Republic of Ireland.

For further information on Neocate, please Freephone 1800 923 404

www.neocate.ie | www.actagainstallergy.ie
Neo-Jun09-01

See the difference in 3 to 14 days
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N ews f o r I P N A b r anches c o u nt r ywide

Cavan/Monaghan
Patricia Jenkins
The Cavan/Monaghan AGM Practice Nurse meeting was held in the Errigal Country House, Cootehill, Co. Cavan on 23rd September.
Aoife Maher from Nutricia sponsored the meeting and there was an excellent attendance by Cavan/Monaghan members.
Margaret Geoghegan and Ruth Morrow were elected treasurer and vice chair respectively. Sarah McHugh stands down as
treasurer and we wish to thank her for all her hard work over the last three years.
Our next meeting was on the 4th November in The Errigal Country House Hotel, Cootehill. Our educational talk was ‘B12
Deficiency’ and was given by Dr Michelle McCauly, GP Registrar. The meeting was sponsored by Deirdre O’Doherty from Pfizer. It
was decided that because we have such good attendance at the practice nurse meetings, we will have a meeting monthly until the
summer time. Our Christmas meeting will be on December 2nd in the Olde Post Inn, Clover Hill, Co. Cavan.
Congratulations to the Mayo branch and Grainne Lynch on a very successful National AGM in lovely Westport . Looking forward
already to 2010 when the AGM will be held in Co. Donegal. Congratulations also to Ann Mc Gill form Donegal on achieving the Irish
Practice Nurse of the Year Award for 2009.
Congratulations are also due to Sadie Coyle on the birth of her baby son Jack. It was lovely to see you at our meeting.
If you wish to join the Cavan/Monaghan practice nurse branch please email me and I will give you further details on how to apply:
patriciajenkins@eircom.net

Clare
Anne Akamnonu
We would like to send our congratulations to the Mayo Branch on the successful IPNA National Conference 2009, held in the lovely
venue of Westport.
By all accounts it was an enjoyable and informative event. Unfortunately, the Clare Branch was poorly represented due to
members’ personal committments. However, Aine Lally kindly travelled to Westport on our behalf and we look foward to her
feedback at our next meeting scheduled for 17th November at 8pm in the Old Ground Hotel, Ennis.
Our October meeting was very interesting and well attended. We had an informal and interactive talk given by Maeve O’Donnell
from the Pathology Department, Mid-Western Regional Hospital, Ennis. We shared our concerns and Maeve gave us an insight
into the workings and constraints of the laboratory services there. Maeve was very receptive to our concerns and it was a very
worthwhile interdisiplinary collaboration.
We anticipate that we will continue our branch meetings on the third Tuesday of the month, at 8pm in the Old Ground Hotel,
Ennis for the coming year. All members are very welcome and we look forward to warmly welcoming any new members.

Cork
Trish O’Connor
Well done Mayo! Wicklow did a great job last year but the ‘home town’ welcome and ‘pride of place’ was very evident in Westport.
The eleven representatives from Cork sampled everything; the hotels, shops, pubs, cafes, chocolatier, crafts, street market (in the
sunshine!) and all were present at the Conference and exhibition stands, though a few notable “red blooded Munster rugby fans”
were found to absent themselves on Saturday afternoon. All was forgiven when they returned resplendent in their gorgeous gunas
for the Gala dinner that night. The food and entertainment was wonderful and thank you to the two Anns from Cork who
represented us so well in the ‘talent’ stakes.
Congratulations to all award winners, with a special mention for Marie Courtney who won the Educational Bursary. Croagh Patrick
was hidden behind the rain clouds on Sunday, so we settled for a quick visit to Westport House, lunch on the way home in ‘The
city of the Tribes’ and tea near the Treaty stone. Plans are already in motion to transport a plane load of Southern Bells to the Ball in
Donegal 2010!
Back home, as we’re nearing the end of 2009 we would like to take this opportunity to thank the Cork Branch members for their
continued support and large attendances at our monthly meetings — long may it continue!
Looking back over the previous two months, the topic of our September meeting was Haemochromatosis and very kindly
sponsored by Cathy O’Sullivan — Astra Zenaca. Guest speaker Dr Howell Walsh gave a very educational interactive presentation
on the diagnosis, management and treatment of hereditary haemochromatosis. Nicola Cornally UCC also gave a very interesting
informative presentation on the results of the nationwide survey on practice nurses’ educational needs. Also a big thank you
to Margaret Mary Lynch (Chairperson Cork Branch) for organising this meeting which was held in the ‘Living Health’ Clinic
Mitchelstown — a change of venue which was thoroughly enjoyed.
The topic of October’s meeting was H1N1, flu updates, etc and was very kindly sponsored by Eilis McGroarty, Bayer. Guest speaker,
Ann Casey — Practice Nurse (Cork Branch Member). As part of Ann’s presentation on the diagnosis and general management of
swine flu, we were also given information about the national vaccination campaign. We took the opportunity to have an ‘Open
Floor ‘ session to discuss current topics which including changes to cervical screening, the HPV vaccine and the winter flu campaign.
Information on women’s health issues was also made available on the night.
The Cork IPNA AGM will be held on the 4th November is very kindly being sponsored by Harry Casey, Pfizers. The topic is
‘understanding lab reports’ and guest speaker on the night is Dr Colin Healy.
As its that time of the year again there are a number of vacant positions available for enthusiastic members to join the Cork
Branch Committee. Please send all nominations to the corkipna@gmail.com, 086-3617825 or alternatively to any committee
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member. On behalf of all our branch members, the committee would like to sincerely thank those who are stepping down from their
current roles, for their time and dedication and we hope they will continue to be active members of our branch.
We are already eagerly looking forward to the December meeting as it also incorporates our Christmas social night. Spot prizes, fun
quiz and charity raffle included. The sponsor is Laura McLoughlin, Teva. Details to be announced in November.

Donegal
Elsie Stewart
May I congratulate the Mayo branch on an excellent conference and AGM, which culminated into a very informative and enjoyable
weekend.
The highlight of the conference for us, as the Donegal branch, came when one of our members, Ann McGill, was awarded the
prestigious Practice Nurse of the Year Award. On behalf of all our members, I take this opportunity to say very well done Ann
and extend our warmest congratulations to you.
Ann is held in great esteem both by her work colleagues and fellow branch members. Her work as a practice nurse and as our PDC is
exemplary and she is truly deserving of this award. She becomes the third Donegal Practice Nurse to win this award since 2002. We
also wish Ann a very speedy recovery following a recent injury.
There was an excellent attendance at our September meeting held in the Radisson Hotel, Letterkenny, which was kindly sponsored
by Irene Walsh, GSK. Unfortunately our guest speaker, Dr Catriona Callaghan, Area Medical Officer, who was to give an update on
swine flu, including the proposed vaccination programme, was unable to attend. Ann McGill, PDC, stepped into the breach at short
notice and gave us an excellent presentation on the forementioned subject which initiated much debate from the floor.
Our AGM in October was held in Jackson's Hotel, Ballybofey, and included a period of brain storming for ideas in relation to the 2010
IPNA Conference which we, as a branch, are very excited to be hosting.
The next meeting is scheduled to take place on 5 November; venue as yet not decided. Mags Moran, Infection Control Nurse in the
Community, will be our guest speaker. A comprehensive knowledge of this subject during the present pandemic is imperative for
all nurses working in the primary care setting.

Kerry
Mary Brick
Hopefully you are not all snowed under with H1N1 pandemic and are surviving the extra vaccination programme.
Our September meeting was sponsored by Ben Hill of Schering Plough. Our guest speaker was Trish Casey, Podiatry Nurse Specialist.
She gave a wounderful insight into the great work she does.
We held our AGM in October at the Meadowlands Hotel Tralee. It was well attended (only one position to be filled). Thank you to
Joanie Murphy our new Vice Chairperson. This meeting was sponsored by Cathy O’Sullivan of Astra Zeneca. Fiona Barton CNS gave us
a very informative talk and demonstration on 12 lead ECG in primary care.
The Architect James Wyatt gave testimony to his genius when he planned and designed Westport. It was a unique venue for the
2009 Conference and AGM. Congratulations to the Mayo branch IPNA, you treated us to a terrific welcome and a wonderful week-end.
A big thank you to Grainne Lynch, conference co-ordinator. The Castlecourt was a marvelous venue, so friendly and welcoming. The
speakers were very interesting and entertaining. Old friendships were renewed and new friends made. A big thank you to Kim Mullins
for representing our branch so wonderfully at the Irish practice nurse of the year award 2009. Congratulations to two Kerry women,
namely Anna O’Donoghue, Killarney who received the IPNA clinical award and Marie Courtney who received the IPNA research
bursary, for a study exploring the organisational and professional issues affecting the advanced nurse practitioner and clinical nurse
specialist.
Our next meeting at Meadowlands Hotel, November 18, will hear Marie Courtney give a presentation on domestic violence.
May I take this opportunity to wish all our friends and colleagues a very happy and holy Christmas and a prosperous 2010.

Kilkenny
Patricia McQuillan
Our first meeting for this year was held in September and was kindly sponsored by Sanofi Pasteur MSD, through Niamh Bird, the south
eastern pharmaceutical representative. Our speaker was Sinead Clancy who is currently working as a Clinical Nurse Specialist in the
area of colposcopy in the Women’s Coombe Hospital in Dublin. Sinead gave a very informative talk on the holistic care of a woman
referred for colposcopy and a lively discussion ensued with regard to the registration by women for a cervical smear.
Our next meeting in October was our AGM. It had been decided not to have a sponsor and speaker for this and so we had a round
table discussion about pertinent issues. Top of the agenda was the pandemic (H1N1) 2009 and the recent communication from the
INO informing us that we must use a protocol in conjunction with a patient specific prescription.
At the AGM, Patricia McQuillan was re-elected Chair for a second year, Mary Fogarty will remain as Treasurer, Kathleen Renehan as
IPNA NEC rep and Úna Stapleton has taken on the role of secretary. Many thanks to Kathleen Phelan for her work as secretary over the
past few years. And warm congratulations to her on winning the Valerie Mangan award – well deserved!
Our deepest sympathies are extended to the family, friends and practice nursing colleagues of Kathy O’Brien from Clonmel. Kathy
passed away peacefully on 26th October following a sixteen month illness. Ar dheis Dé go raibh a hanam dílis.
Our deepest sympathies are also extended to the family, friends and practice nursing colleagues of Eithne Sinnott from The Ballagh,
Enniscorthy. Eithne passed away peacefully on 4th November following an illness. Ar dheis Dé go raibh a hanam dílis.
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Louth/Meath
Sinead McGrath
The first meeting and indeed our AGM took place on 17 September in the Newgrange Hotel, Navan. The meeting was sponsored by
Sinead O’Callaghan from Roche. Attendees were shown a presentation from Catherine Tunney, Assistant Director of Public Health
Nursing, on running a community leg ulcer clinic. This was followed by dinner in the Russell, which was much appreciated by all
who attended.
Our second meeting was on 22 October in the Indus Restaurant in Drogheda and the speaker was from the Sexual Assault Unit at
the Rotunda Hospital, Dublin.
Thankfully our midwifery update is going ahead on 12-13 November in Dundalk IT. Our branch has recently devised 11 new
protocols for use within our practices and they may need some adaptation but can certainly be used as an excellent starting point.
We are delighted to report that Niamh Watson has our computer up and running! The future is email and we intend to ensure
that the computer is used and added to on a constant basis throughout the year.
There are several study days available this autumn, including cervical screening training, spirometry, education sessions for H1N1
and, of course, our conference where not only do you learn but you also make invaluable contacts for the future.
One development that I feel I have to comment on is the latest invitation offered to pharmacists regarding administration of
vaccinations. To say that I was shocked that a pharmacist could learn everything that we need to know in a short €250 course is an
insult to our profession. I could go on but I shall stop right there for obvious reasons.
Lastly, my next task is to resign as chairperson and thank Carol O’Flynn Kilcoyne for being a wonderful and diligent secretary and
indeed a constant source of support and advice. Also sincere thanks to Ida Fitzpatrick as NEC representative and Siobhan Matthews,
treasurer, who have both done fantastic jobs. I’m sure we won’t have any problems with volunteers to replace those of us who are
soon to stand down.
Well, roll on the conference for education – great company and a re-uniting of old friends. As always, it has been a pleasure giving
something back to both a worthwhile and essential association, with which I am proud to be involved over the past eight years.
As Ryan Tubridy would say: thank you and goodnight!

Roscommon/East Galway
Margaret Scott
Our branch resumed after the autumn break on 17 September in the Abbey Hotel, Roscommon. The attendance was small and it
is hoped that new and existing members can make an effort to attend, learn something new and meet new and old friends. The
meetings are an invaluable support system which provide an ongoing education and an opportunity for social networking.
Membership fees were discussed for the incoming year, with some members being unhappy with the monetary increase. The
next two meetings have been organised by our efficient secretary and the branch hopes to get input from members about topics
which they would like to discuss at future meetings. All ideas are welcome.
I had attended the NEC meeting in Dublin and gave a report on matters discussed there. The timing of each meeting was very
suitable to relay matters and discuss relevant issues.
The meeting was kindly sponsored by Catherine Hartnett of Teva Pharmaceuticals. Catherine made a very interesting
presentation on inhalers. The lovely dinner afterward was enjoyed by all.
Our meeting in October was held in Roscommon and there was a small number in attendance. Much of the discussion was taken
up with the administration of the swine flu vaccine. Various viewpoints were aired, however the general feeling was one of unease
given the current information available.
The Mayo branch were congratulated on a wonderful conference in the beautiful, historic town of Westport. The
chairperson encouraged every member to pay their membership fee as soon as possible.
The minutes of the NEC meeting were read and a discussion was held on any relevant matters. The next meeting is
planned for 19th November in Roscommon and we urge every to attend.

South Tipperary
Catherine Delahunty
Since recommencing after the summer, the South Tipperary branch has had two meetings. The first was in September and for the
first meeting of the year had a fairly good attendance. Our talk on that night was facilitated by Sue-Ann O’Donnell, Life Coach and
NLP Practitioner. This was an interactive discussion on parenting, designed to show us practical and different ways of assisting our
children to grow into well rounded adults, while keeping your sanity intact!
Our second meeting was very well attended with some new members joining the ranks. The education session at this meeting
was given by Dr Chantelle McNamara from Waterford. Dr McNamara gave a superb talk on Women’s Health. She managed to cover
a huge amount of topics in an informative and practical manner. The latter half of this meeting covered topical issues including a
full and frank discussion on the swine flu and the swine flu vaccine.
A delegation from the South Tipperary branch travelled to Westport for the IPNA National Conference which they enjoyed
thoroughly. Many thanks to the Mayo Branch for a great conference.
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No coding makes blood
glucose testing even easier
For Type 1 and Type 2 patients on insulin
Look at me!
I am the new Irish strip.
I am made in Donegal
in Ireland!
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Lines open Monday to Friday, from 8.00am to 5.30pm

www.abbottdiabetescare.ie

FreeStyle is a trademark of the Abbott Group of companies in
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conference 2009
The nominees for
the Practice Nurse
of the Year Award
with Orla Loftus
Moran, National
Chariperson and
Deirdre Gavin,
Chair of the Mayo
Branch.

Deirdre Gavin with Margaret Mary
Lynch.

Ann McGill,
Practice Nurse
of the Year with
Deirdre Gavin.
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Una Ghee and Deirdre Gavin.

Moira Noone and Deirdre Gavin.

Kim Mullins and
Deirdre Gavin.

conference 2009

Grainne Lynch, Conference Coordinator, Orla Loftus Moran National Chairperson, Lisa
Nolan, Administrator, and Deirdre Gavin.

Prize winner
Sean Carey
being
presented with
his Pampers
hamper by Dr
Gillian Marsh.

Marie Courtney PDC, Rita Lawlor PDC, Brian Murphy
Programme Manager HSE, and Kathy McSharry, PDC.

Chairperson IPNA Orla Loftus Moran

Orla Loftus Moran,
CP presenting
Marie Courtney
with the IPNA
clinical award.

Patricia Keigher
and Mary
O’Connor.
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Kildare/Carlow Branch Members.

Midlands Branch Members.

Kerry Branch
Members.

Mayo Branch
Members; hosts
of this year’s
conference.

Donegal Branch Members.
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Kildare/Carlow Branch Members.

Travel advice
only goes so far...
Avoiding contaminated food and water is good advice.
But it’s not always realistic.
ViATIM® protects for up to 36 months against both hepatitis A and typhoid fever.1
ABRIDGED PRESCRIBING INFORMATION ViATIM® Suspension and solution for injection in a prefilled dual chamber syringe. Hepatitis A (inactivated, adsorbed) and
Typhoid polysaccharide vaccine. Refer to Summary of Product Characteristics for full product information before prescribing. Additional information is available upon
request. Presentation: Suspension and solution for injection in a prefilled dual chamber syringe. Available as a 1 millilitre single dose in a prefilled, dual-chamber
syringe, containing 25 micrograms of Salmonella typhi (Ty2 strain) purified Vi capsular polysaccharide and 160 antigen units of inactivated hepatitis A virus. Indications:
For simultaneous active immunisation against typhoid fever and hepatitis A virus infection in subjects from 16 years of age. Dosage and administration: A single 1
millilitre dose should be administered by slow intramuscular injection in the deltoid region. The two vaccine components should only be mixed immediately prior to
injection. To provide long term protection against infection caused by the hepatitis A virus, a booster injection of inactivated hepatitis A vaccine should be given 6 to 36
months later. ViATIM® may be used as a booster vaccine in subjects who have received an inactivated hepatitis A vaccine 6 to 36 months earlier, and who require
protection against typhoid fever. Contraindications: Known hypersensitivity to the active substances or to any of the excipients of ViATIM®. Known hypersensitivity
to neomycin (present in trace amounts as a residual of the manufacturing process). Vaccination should be delayed in subjects with an acute severe febrile illness.
Warnings and precautions: As with all vaccines, appropriate facilities and medicines should be readily available in case of anaphylaxis or hypersensitivity following
injection. Immunogenicity of the vaccine may be impaired in immunosuppressed patients. The effect of ViATIM® on individuals in the incubation period of hepatitis A
is not known. Concomitant administration with other inactivated vaccines at different injection sites is unlikely to interfere with the immune response. ViATIM® can be
administered concurrently at a different site with yellow fever vaccine. Pregnancy and lactation: Data on a limited number of exposed pregnancies indicate no adverse
effects of ViATIM® on pregnancy or on the health of the foetus/new born child. However, caution should be exercised when prescribing to pregnant women. As there
are no data on the excretion of ViATIM® in human breast milk, caution should be exercised when prescribing to breast-feeding women. Undesirable effects: Common
side effects include: injection site disorders (pain, induration, oedema, erythema), asthenia, headache, malaise, myalgia, nausea, diarrhoea, fever, and arthralgia. Very
rarely, serious side effects have been reported and include anaphylactoid reactions, serum sickness and aggravation of asthma. For a complete list of undesirable
effects please refer to the Summary of Product Characteristics. Package quantities: Single dose prefilled syringes in single packs. Marketing authorisation holder: Sanofi
Pasteur MSD Limited, Block A, Second Floor, Cookstown Court, Old Belgard Road, Tallaght, Dublin 24. Marketing authorisation number: PA 544/37/1 Legal category:
POM ® Registered Trademark Date of last review: January 2007

Hepatitis A (inactivated, adsorbed)
and Typhoid polysaccharide vaccine
03/07 10181

Information about adverse event reporting can be found at www.imb.ie
Adverse events and inadvertent vaccination during pregnancy should also
be reported to Sanofi Pasteur MSD by calling 00 44 1628 785291
(1) Sanofi Pasteur MSD, Viatim, summary of product characteristics, January 2007.
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Coffee time.

Anne Lally, Clare with Sean Carey, Vice Chair.

Josephine Lynch and Una Ghee.
Eileen Campbell and Anne Eivers.

Mary Finnegan, Wicklow with Marie Courtney, Cork.
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Speaker Mary Hanrahan with her mother.
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‘Skills development’.

Bernie does hard labour

‘Team building workshop’.

Best foot forward for the gala dinner.

Not all black and white!
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Free Resource for
Healthcare Professionals
“This is a trusted source of information on current
developments within the probiotic field. Presented in
an engaging and authoritative manner, it is a must for
anyone with a professional interest in probiotics.”
Professor Glenn Gibson
Head of Food Microbial Sciences, University of Reading

Looking for the low down on current
probiotic research and development?
Interested in reports and summaries
by independent scientific experts?
Want all the facts on the latest probiotic
events, conferences and symposia?
Then register now to join the thousands
of other healthcare professionals
currently receiving the FREE, peeracclaimed Probiotic Bulletin newsletter.
Published three to four times a year, the Probiotic Bulletin
provides a comprehensive digest of developments in the field –
from research to events, symposia to awards.
Compiled by the science team at Yakult, the newsletter also
regularly includes articles by independent scientific experts –
previous contributors have included Professor Eamonn Quigley,
Dr Michael Millar, Professor Mike Gleeson and Catherine Collins.

Each professionally designed, six-page newsletter contains a
wide range of articles, generally including:
• a conference / event report, often guest
authored by an independent expert
• an interview with a scientist or
healthcare professional
• a round up of the latest probiotic
research from around the world
• an update on any new resources
provided by the Yakult science team
• a notice board, detailing events at
which you can meet the Yakult team
• a review of any recent Yakult awards.
To receive your copy of the most recent newsletter and sign
up for future issues, please email science@yakult.ie placing
‘Probiotic Bulletin’ in the subject box. (Please note, Yakult
will not pass your email address to any third parties.)
All previous issues are available to download on our
healthcare professional website www.yakult.ie/hcp
Yakult Ireland
Berkeley House, 21 Cookstown Ind Est, Tallaght, Dublin 24
+353 (0)1 459 9580 science@yakult.ie
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Winner of the

IPNA
Clinical Award
2009

Anna O’ Donoghue RGN, Practice Nurse, Medical Centre, Killarney.
CASE STUDY
A 61 year old retired fisherman presented to his GP with
shortness of breath on exertion and a productive cough. On
examination he had bilateral crepitations and was treated
with an antibiotic. However, two weeks later he was still
complaining of shortness of breath and fatigue especially
on mild exertion and had reduced exercise tolerance.
Although he did not have any lower limb oedema, he did
complain of occasional abdominal distension.
A blood test carried out by his GP revealed a raised NTpro BNP level of 830ng\L. normal level = ( 0 – 210).
A 12 lead ECG confirmed sinus rhythm (80 beats min) with
left bundle branch block.
His risk factors for CVD included:
• Currently smoking 10/20 cigarettes a day, for the past
35 years.
• Family history: his father died from an MI in his fifties.
• History of depression and had recently gone through
a very stressful time in his personal life and currently
living alone.

Q1. Describe the pathophysiology of heart failure
Heart failure is an abnormal clinical condition involving
impaired cardiac pumping. It may be caused by any
interference with the normal mechanisms regulating cardiac
output.
Cardiac output depends on:
1. Preload of the ventricle
2. Afterload applied to the ventricle
3. Myocardial contractibility
4. Heart rate
5. Metabolic state of the patient
Any alteration in these factors can lead to decreased
ventricular function, and the resultant manifestations of heart
failure.
Heart failure is classified as systolic or diastolic failure.
Systolic heart failure results from an inability of the heart
to pump blood. It is a defect in the ability of the ventricles to
contract. The left ventricle loses its ability to generate enough

• Alcohol intake: approximately 40 units per week.
• History of high cholesterol.
Medications
• Aspirin 75mgs od.
• Simvastatin 20mgs nocte.
• Venlafaxine XL 150 mgs od.
No known allergies.
He was referred to the local community echo service.
An echo was performed which revealed, moderate to
severely impaired overall systolic function.
Estimated E.F = 25%.
Through liaison with the community cardiovascular
CNS, this patient was then seen by a cardiologist at the
heart failure clinic. An angiogram was carried out to
access the aetiology of his heart failure. This showed
mild coronary artery disease. No intervention was
warranted. He was diagnosed with non ischaemic
cardiomyopathy. This patient was discharged back to
his GP with a management plan of care and for review in
three months

pressure to eject blood forward through the aorta — overtime
this results in the left ventricle becoming thin walled, dilated
and hypertrophied. The hallmark of systolic dysfunction is a
decrease in the left ventricular ejection fraction.
Systolic failure is caused by impaired contractile function, e.g.
myocardial infarction, increased overload e.g. hypertension,
cardiomyopathy and mechanical abnormalities such as valvular
heart disease.
Diastolic failure is an impaired ability of the ventricles to
relax and fill during diastole. Decreased filling of the ventricles
will result in decreased stroke volume and cardiac output. It
is characterised by high filling pressures due to stiff, or non
compliant ventricles, and results in venous engorgement in
both the pulmonary and systemic vascular systems.
‘The diagnosis of diastolic failure is made on the basis of the
presence of pulmonary congestion, pulmonary hypertension,
ventricular hypertrophy and a normal ejection fraction.’ (New
England Journal of Medicine 2004).
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Diastolic failure is usually the result of left ventricular
hypertrophy from chronic systemic hypertension, aortic
stenosis, or hypertrophic cardiomyopathy.
Q2. What are the clinical signs and symptoms of heart failure?
According to the European Society of Cardiology Guidelines, ‘a
diagnosis of heart failure requires that patients should have the
following symptoms, shortness of breath or fatigue — at rest or
on exertion, ankle swelling and objective evidence of cardiac
dysfunction at rest’.
Patients may present with the following symptoms:
• Dyspnoea and fatigue
• Fluid retention which may cause pulmonary or peripheral
oedema
• Left ventricular failure resulting in dyspnoea, poor exercise
tolerance, fatigue, orthopnoea, paroxysmal nocturnal
dyspnoea, nocturnal cough, cold peripheries, palpitations,
loss of appetite, weight loss, muscle wastage.
• Right ventricular failure resulting in symptoms such as
peripheral oedema (feet to thighs, and sacrum), abdominal
distension due to ascites, nausea, anorexia, pulsation present
in the neck and face.
• The patient may look ill and exhausted with tachypnoea,
cool peripheries, peripheral and central cyanosis.
• There may be a tachycardia at rest, low systolic blood
pressure, and raised jugular venous pressure
• A ‘gallop’ or murmur may be heard on auscultation.
• The patient may present with an audible wheeze, and basal
crepitations, with ascites and extensive peripheral oedema.
Q3. This patient has been diagnosed with non ischaemic
cardiomyopathy, explain what is meant by this term and list the
other causes of heart failure.
Non ischaemic cardiomyopathy is dilatation of the heart
muscle, which is not caused by coronary artery disease.
Non ischaemic cardiomyopathy has a number of causes
including drug and alcohol toxicity, infection, endocrine
disorders, radiation, genetic disorders, and idiopathic causes.
Other causes of heart failure are:
• Coronary artery disease and or hypertension were implicated
as the cause of 90% of heart failure cases (Framingham
Study, 2002)
• Cardiomyopathy — dilated, hypertrophic, restrictive
• Valvular heart disease
• Pericardial disease
• Congenital heart disease
• Arrhythmias.
Other factors can injure the heart muscle and lead to heart
failure, such as:
• Alcohol abuse, illicit drugs such as cocaine,
• Some types of chemotherapy
• Endocrine disorders such as thyroid problems and diabetes.
Q4. What is the role of NT-pro BNP in the diagnosis and
management of heart failure?
NT pro BNP is an accurate blood test to help diagnose, and
grade the severity of heart failure.
‘It helps triage possible heart failure patients by determining
whether symptoms such as dyspnoea, oedema, and fatigue are
due to heart and lung disease’. (Maisel A. 2002)
It allows for rapid assessment and treatment by defining
patients with heart failure.
Aids in the prognosis of heart failure patients as NT-pro BNP
increases with severity of disease.
Strong negative predictive value — therefore allowing NTpro BNP to rule out heart failure.
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When heart failure develops or worsens, the ventricles of
the heart produce a substance that breaks down to form 2
proteins — BNP and NT-pro BNP. Both substances are secreted
in response to changes in pressure that occur with heart
failure. NT-pro BNP levels in the blood increase when heart
failure symptoms worsen, and decrease when the heart failure
condition is stable.
Q5. The severity of symptoms and level of incapacity can be
categorised according to the New York Heart Association
Classification. List the four classes, and based on symptoms,
which class is this patient?
Class I. No limitation of physical activity. Ordinary physical
activity does not cause undue fatigue, palpitation, or dyspnoea.
Class II. (Mild) slight limitation of physical activity by
symptoms. Comfortable at rest, but ordinary physical activity
results in fatigue, palpitation, or dyspnoea.
Class III. (Moderate) marked limitation of physical activity.
Comfortable at rest, but less than ordinary activity results in
fatigue, palpitation, or dyspnoea.
Class IV. (Severe) inability to carry out any activity without
symptoms. Symptoms at rest. If any physical activity is
undertaken discomfort is increased. (American College of
Cardiology: AHA)
Q6. The medical treatment of heart failure is guided
by evidence based therapies. Describe in detail the
pharmacological management of this patient and the
ongoing assessment and monitoring which is required during
optimisation of medication.
‘Unless contraindicated or not tolerated, an ace inhibitor and
beta blocker should be used on all patients with symptomatic
heart failure and an ejection fraction of less than, or equal to,
40%. Treatment with an ace inhibitor improves ventricular
function and patient well-being, reduces hospital admissions
for worsening heart failure, and increases survival’. (E.S.C.
guidelines 2008)
ACE inhibitor
Establishing first there are no contraindications to commencing
ACE treatment, such as:
1. renal artery stenosis
2. serum k greater than 5.0mmol
3. serum creatinine greater than 220u/mol,
4. severe aortic stenosis.
The patient should be titrated slowly to the evidence based
target dose or maximum tolerated dose, e.g. Ramipril 2.5mg
daily to target dose of 5mg B.D. or lisinopril 2.5-5mg daily to
target dose 20-35mg daily.
Ongoing assessment and monitoring required:
• Renal function and serum electrolytes
• Recheck 1-2 weeks after commencing treatment (ESC
guidelines)
• Dose titration should be considered 2-4 weeks post
commencement.
• Re-check renal function and electrolytes 1, 3, and 6 months
after achieving maintenance dose, and 6 monthly thereafter.
• Observe for side effects such as:
• renal function worsening
• hyperkalaemia
• symptomatic hypotension,
• Cough (if an ACE inhibitor causes a troublesome cough,
switch to an angiotensin II antagonist, such as valsartan.)
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Beta blockers
Three key trials (Cibis ii, Copernicus, and Ment-Hf) have shown
that beta blocker treatment reduced mortality and hospital
admissions for worsening heart failure within one year of
starting treatment. Indications for treatment with beta blockers
are:
• Ejection fraction of less than or equal to 40%
• Mild to severe symptoms, (NYHA functional class II-IV)
• Patients should be clinically stable, as some people
experience a temporary increase in heart failure symptoms
during the first few weeks of beta blocker treatment.
Starting dose of beta blockers, e.g. bisoprolol 1.25mg daily,
or carvedilol 3.125mg- 6.25mg B.D.
Ongoing assessment and monitoring required
1. Monitoring every 2-4 weeks to titrate up the dose of beta
blocker.
2. Observe for worsening signs of heart failure.
3. Observe for symptomatic hypotension.
4. Observe for bradycardia, pulse rate less than 50 beats/min.
ECG should be recorded to out rule heart block.
5. Other side effects include:
a) Bronchospasm
b) Cold extremities,
c) Sleep disturbances,
d) Unexplained dry eyes, or rash.
If asymptomatic, the dose of beta blocker should be
doubled at each visit until evidence based dose is reached. i.e.,
bisoprolol 10mg daily, or carvedilol 25mg-50mg B.D.
Diuretics
Recommended in patients with heart failure, and with clinical
signs and symptoms of congestion (ESC guidelines)
Patient should be commenced on low dose, and increased
until clinical improvement of symptoms evident. The aim is to
maintain ‘dry weight’ with lowest achievable dose.
Ongoing assessment and monitoring required
• Check renal function and electrolytes
• Most patients are prescribed loop diuretics rather than
thiazides due to higher efficiency of induced diuresis
• If an ace inhibitor is used with a diuretic, potassium
replacement is usually not required.
• ‘Self adjustment of diuretic dose based on daily weight
measurements and other clinical signs of fluid retention
should be encouraged in heart failure outpatient care.
Patient education is required’. (ESC guidelines, 2008)
Antiplatelet drugs
Aspirin 75mg prophylactic dose to reduce platelet adhesion
and aggregation, thus preventing clot formation.
The patient should be informed of the side effects such as
bleeding problems, haematoma, GI upsets, headache, flushes.
Statins
‘After allowance for noncompliance, 40mg daily simvastatin
safely reduces the risk of heart attack, of stroke, and of
revascularization by about one third’ (Heart Protection Study
Collaborative Group, 2002).
Statins are used for patients with primary
hypercholesterolaemia that is resistant to treatment with a lipid
lowering diet. As this patient has a history of high cholesterol
he has been prescribed simvastatin 20mg nocte.
Possible side effects include:
• abdominal pain
• alopecia

•
•
•
•
•

muscle pains,
elevated liver function tests
dyspepsia
fatigue
headache.
The patient should be monitored for possible side effects, his
liver function tests should also be monitored six monthly.
Fasting lipids are monitored six monthly.
Muscle CPK levels are also monitored yearly, as statins can
cause a breakdown in muscle. If elevated the dose of statin
needs to be reviewed, or change to an alternate statin.
This patient is been treated with an antidepressant
Venlafaxine XL 150mg daily, as he has a history of depression.
He will be monitored via outpatient psychiatric services for this
condition.
Q7. What are the indications for device therapy in the treatment
in the treatment of heart failure? Does this patient meet the
criteria for this therapy? Give a reason for your answer.
The NICE recommendations for device therapy implantation
are:
• Moderate to severe symptoms of heart failure that
are affecting their daily life – class III or IV in the NYHA
classification system.
• Ejection fraction of less than 35%.
• Left bundle branch block, or intraventricular conduction
delay.
• Abnormally long QRS waves
• Symptoms persist despite optimum medication.
• Studies have shown that an ICD with bi ventricular pacing
may reduce mortality by up to 40% in patients with heart
failure, as well as improve quality of life (US food and drug
administration, May 2002)
Yes this patient does meet the criteria for device therapy
As per the ESC guidelines 2008, ‘ ICD therapy for primary
prevention is recommended to reduce mortality in patients
with non-ischaemic cardiomyopathy with an ejection fraction
of less than, or equal to, 35%, in NYHA functional class II or III,
receiving optimal medical therapy, and who have a reasonable
expectation of survival with good functional status for greater
than one year’.
His ejection fraction is 25%, and also his ECG confirms left
bundle branch block.
As per the above guidelines optimum pharmacological
management should be achieved first. My suggestion for his
management care of plan would be to optimise his medication,
and on his review in 3 months reassess his status by repeat ECG,
echo, and symptom control status on optimum medication.

Q8. Management of heart failure requires a multidisciplinary
approach. List the members of the multidisciplinary
team and what is the role of the practice nurse in the non
pharmacological management of this patient?
The multidisciplinary team which would be involved in this
patient’s care consist of, cardiologist, GP, community nurse
specialist, practice nurse, physiotherapist, occupational
therapist, social worker, dietitian, counsellor, physiatrist,
pharmacist, public health nurse, smoking cessation officer.
Role of the practice nurse
Clinical assessment
• Initial assessment of the patient, obtaining baseline
observations
• Bloods should include FBC, LFTs, renal function, fasting
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lipids, glucose fasting, thyroid function, CPK, PSA. Monitoring
all bloods six monthly once optimum titration of medication
is achieved.
• Blood pressure, weight, height, waist circumstance, BMI
• Urinalysis
• Baseline ECG, and annual once symptom control achieved.
• Assessing risk factors of cardiovascular disease including
exercise regime, smoking, alcohol habits, and family history
of cardiovascular disease.
• Dietary history.
• Symptom assessment.
• Social history.
Annual administration of the influenza vaccine and ensure
patient has had the pneumococcal vaccine administered.
Ongoing role of practice nurse includes
‘Encourage self care management. Self care management
is a part of successful heart failure treatment and can have
a significant impact on symptoms, functional capacity, well
being, morbidity and prognosis. Self care can be defined as
actions aimed at maintaining physical stability, avoidance of
behaviour that can worsen his condition, and detection of early
symptoms of detoriation’. European Journal of Heart Failure,
2003
• Regular monitoring of weight, blood pressure, renal function
during titration of medication, and 3- 6 monthly post
optimising same.
• Ongoing patient education to include self management,
recognising signs and symptoms of worsening heart failure,
and risk factor management.
• Smoking cessation.
• Ongoing support both psychological and emotional,
assisting in empowering the patient to make successful
adaptations to modification of his lifestyle.
• Provide reassurance for the patient’s family, and be a link
within the multidisciplinary team for educational and
emotional support for family members.
Q9. What essential topics should be addressed when educating
this patient which will empower him to take an active part in
his own care and management?
‘The goals of education and counselling are to assist patients
in compliance with the therapeutic regimen, to maintain
clinical stability and function, and to improve quality of life.
These goals are best achieved when the patient and family
are knowledgeable about every aspect of the condition and
treatment, and are active participants in the plan of care’.
(American Heart Association, 2000)
The key points in patient education are:
• Weight management
• Smoking cessation
• Alcohol control
• Physical activity
• Dietary, including lowering cholesterol and monitoring salt
intake
• Medication compliance
• Recognization of worsening condition. Both patient and his
family should recognise the signs of decompensation such
as;
• increased fatigue
• weight gain
• increasing oedema
• increasing shortness of breath
• nausea
• palpitation.
• Stress management
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It is important not to overwhelm the patient at the initial
assessment appointment. Offer booklets to take home and
read in his own time. Each meeting with him is an opportunity
to drip feed him information.
Medications
• Encourage compliance with medication
• Education regarding name, dose, timing and route of
administration. Desired effects and potential side effects
should be discussed.
• Medication should be taken daily as prescribed, never stop
any of his medication unless consulting with his GP, or
cardiologist.
• Diuretic advised to be taken in the mornings.
• No herbal, or over-the-counter medication should be
administered without consultation with GP/practice nurse.
• Encourage patient to report any side effects of his
medication
• Encourage reordering prescriptions ahead of time, to avoid
running out of any of his medication.
• Inform family members about the medication regime.
Fluid restriction management
‘A goal of self management is to have patients understand the
role of fluid restriction in worsening symptoms and to be able
to seek care early, therefore avoiding hospitalisation’ (American
Heart Association, 2000)
Patient requires an accurate bathroom scales.
Weigh him daily (before eating and after urination).
A weight increase of greater than 2lbs-3 lbs daily; he should
contact his GP.
Diet
Heart healthy diet low in saturated fats, trans fats, and
cholesterol.
5-6 portions of fruit and vegetables daily, oily fish 2-3
times weekly, lean meat, wholegrain and high fibre foods
encouraged. Discuss food pyramid — encouraging avoidance
of sweets and cakes.
Sodium restriction. Encourage cooking fresh meals daily,
avoiding pre-prepared ready meals and processed foods.
Advise against adding table salt to food.
Referral to community dietitian.
Physical activity
American Heart Association recommends heart failure patients
take 20-30 minutes physical activity 3-5 times weekly. Benefits
include improved muscle function, and blood flow as well as
physiological benefits.
Regular exerise also;
• reduces blood pressure
• raises HDL cholesterol
• improves functional capacity
• aids weight management
• stress reduction
Promote physical activity; he is more likely to continue
activity he enjoys. Encourage the patient to build up exercise
tolerance slowly — aiming at 30 minutes of moderate physical
activity 4-5 times weekly. Many leisure centres now provide
personal trainers, which provide constant encouragement and
reassurance.
Smoking Cessation
Smoking should be discouraged, and each visit to the practice
nurse is an opportunity to encourage cessation.
Smoking cessation programmes, including nicotine
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replacement therapy should be offered if necessary.
Alcohol
This patient consumes approx. 40 units weekly. He needs to
be encouraged to reduce this amount significantly.
His alcohol intake should not exceed 21 units weekly — ten
pints weekly. But as this patient has a history of non ischaemic
cardiomyopathy, alcohol would be discouraged.
Stress Management
As this patient has a history of depression and recently is
going through stress in his life, physiological support is vital to
maintain his well being.
Encourage attendance at support groups.
Referral to a counsellor.
Encourage him to develop hobbies — join community
groups such active retirement.
Discuss relaxation techniques that will suit the patient, such
as relaxation music, complimentary therapies, meditation,
reflexology and yoga.
Encourage physical activity.
Offer encouragement and reassurance at each visit.
Q10. Can you identify any potential barriers to managing this
patient in primary care and what recommendations would you
suggest to overcome perceived problems?
In my opinion there are barriers in managing this patient in
primary care.
This patient will need ongoing regular support to help him
in his changing lifestyle, and ensure compliance. In a busy GP
practice it would be very difficult to provide the time needed
for this patient, to give all the emotional and pyschological
support he requires.
Weekly visits to GP/practice nurse would prove very
expensive if the patient hasn’t a medical card.
Assess to a Heart Failure nurse is necessary to provide the
support he will require for regular home and clinic visits, and
for ongoing phone contact. Home care visits provide a more
accurate assessment of patient needs, and to assess if he is
adhering to treatment in his own home environment. As all
heart failure nurses are hospital based, patients requiring heart
failure intervention must be fit and willing to attend outpatient
clinics.
Access to a local gym or leisure centre for exercise and
activity programmes would prove expensive for the patient.
As this patient requires weekly monitoring initially of renal
function while titration of medication, a courier service to the
biochemistry laboratory will be required to ensure prompt,
accurate results.
Involvement with the multi disciplinary team is vital for the
continuous well being of this patient. Weekly appointments
with a community dietitian, counsellor and physiotherapist
would be beneficial, but difficult to obtain. The patient may
have to travel a long distance to a general hospital to obtain
these services.
This patient is very fortunate that he is living in an area
that has a community heart failure programme established.
But programmes such as CHaMP are patchy throughout the
country.
I would suggest the following recommendations to overcome
perceived problems
• A structured national programme such as ‘Heartwatch’
would be very beneficial in the ongoing management, and

•

•
•
•
•

prevention of complications of heart failure. It would also
provide protected time within the GP practice, to care for this
patient.
‘Cardiac rehabilitation, as multifaceted and multidisciplinary
interventions, have been proven to improve functional
capacity, recovery and emotional well being, and to reduce
hospital admissions’ (European Journal of Cardiovascular
Prevention Rehabilitation, 2005) Cardiac rehabilitation
programmes should include heart failure patients, and be
available nationwide. A cardiac rehabilitation programme
for this gentleman would also provide regular ongoing
emotional and psychological support as well as a structured
supervised exercise programme. It would also provide
regular contact with the multidisciplinary team.
Heart failure management programmes need to be set up all
over the country.
More cardiologists for integrated shared care will help to cut
down on waiting lists for hospital specialist appointments.
More community based echo services required nationwide
Post graduate education should be available nationwide
including continuous professional development on all
aspects of heart failure for GPs and practice nurses.
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Ann McGill
IPNA Practice Nurse

of the Year 2009
Donegal-based practice nurse and Professional Development
Co-coordinator, Ms Ann McGill was a very worthy winner of the
2009 IPNA Practice Nurse of the Year award at the association’s
recent AGM in Westport, Co Mayo.
June Shannon

A

ccording to the
award citation,
Ann maintains
a strong focus
on patient care
and “has continued her
professional development in
a wide range of areas so as to
ensure her patients’ evidencebased care. She is also highly
supportive of her colleagues
and has demonstrated
leadership in practice nursing
at local and national levels.”
Coming to Ireland
Originally from Croydon,
South London, Ann qualified
at Farnborough Hospital in the
UK and has worked in practice
nursing for the past 19 years.
She moved to Donegal in 1997
and has worked in a busy rural
practice in Gweedore with Dr
Anthony Delap since 1998.
The practice also employs
three other GPs and two
additional practice nurses.
The holistic approach to
nursing and being involved
in the care of the complete
family unit, was what
attracted Ann to practice
nursing in the first place. She
was also very interested in
health promotion and disease
prevention — an integral part
of primary care.
A highly qualified practice
nurse, Ann has undergone
training in women’s health,
family planning, breast and
cervical screening and chronic
disease management. She also
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has a special clinical interest in
diabetes and runs a diabetes
clinic in her current practice
where she works one day a
week. In 2006, she successfully
completed an MSc in Primary
Healthcare Sciences at NUI
Galway.
Role of the PDC
Ann was appointed
Professional Development
Co-coordinator for Practice
Nurses (PDC) in the Donegal
region by the HSE in
November 2006 — a job
that takes up three days a
week. The role of the PDC is a
facilitative and collaborative
one, having regard to the
independent contractor status
of GPs and the GP’s position
as the employer of the nurse.
Nationally, PDCs promote the
expertise and contribution of
practice nurses within primary
care.
Selling the benefits of
practice nursing
The North West was the last
region to appoint PDCs and,
according to Ann: “There
was a real need to have a
coordinated approach to the
support of practice nursing in
the North West.” While Ann
covers the Donegal region,
her colleague Kathy Taaffe
is responsible for the Sligo
region.
“Along with looking after
our separate areas, we try to
have a regional approach and

collaborate closely with each
other and our PDC colleagues
nationally,” Ann explained.
As PDC for the Donegal
area, Ann supports 70
practice nurses spread over
40 GP practices. Coupled with
promoting practice nursing
and the role of the practice
nurse, Ann is also responsible
for promoting the benefits of
having a practice nurse to GP
practices in the area. Every GP
practice, bar two, employs a
practice nurse.
“Donegal has always been
very progressive and the
fact that there are only two
practices that don’t have
practice nurses at the moment
shows that GPs [here] value
the role of the practice nurse
and are aware of the benefits
the role brings to the practice.
Patients can self refer and
practice nurses often act as
patient advocates. Along
with health prevention and
promotion, the practice
nurse has a huge role in
the implementation of the
national immunisation and
cancer screening programmes
in addition to treatment room
duties.”
Managing chronic disease
Chronic disease management
is another very important
element of practice nursing
and, while it is well developed
in many practices around the
country, Ann believes that it is
under-resourced by the HSE.

It is estimated that threequarters of the healthcare
expenditure is allocated to
the management of chronic
diseases. Healthcare costs
and the risk of avoidable
inpatient admission increases
dramatically with the
number of co-morbidities.
Approximately 80 per cent
of GP consultation days are
related to chronic diseases
and their complications.
Despite this, the current GP
contract does not provide
for the provision of chronic
disease management
and therefore GPs are not
remunerated for their roles in
this area.
“Chronic disease
management is undertaken in
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many practices because GPs
and practice nurses believe in
the benefits of screening and
offering lifestyle management
and intervention for diseases
such as diabetes, coronary
heart disease and asthma.
Obviously it has benefits for
the patients and the practice.
In the UK, there are structures
that allow GPs to receive
payment for undertaking
chronic disease management
but at the moment that does
not exist in Ireland,” Ann
stated.
Special interest
With her special interest
in diabetes, Ann has been
involved in the establishment
of a pilot programme to study
the long-term management of
diabetes in primary care. The
project, which will be based in
one primary care team area in
Donegal, has received funding
of €600,000 over three years
from the National Nursing
Council.
It is a multi-professional
project involving GPs,
dietitians, chiropodists and
practice and community
nurses. Hopefully, the
lessons learned in relation to
developing best practice in
the care pathway for diabetic
patients will be rolled out to
other primary care teams in
the future, Ann explained.
HSE committees
Coupled with her overall role
of supporting practice nursing
in the Donegal region, as a
PDC Ann is also involved in a
number of HSE committees in
relation to primary care.
“It is really important that
the voice of practice nursing
is heard on these committees.
In the past, we were relying on
someone to attend on their
days off, with no payment
for time or expenses. The
benefit of my role is that I
am employed by the HSE
but I am also supporting and
advocating for the role of the
practice nurse. I can bring the
practice nurses’ points of view
on issues regarding nursing
in primary care to these
committees.”

Increasing demands on
practice nurses
While Ann is clearly passionate
about her job, both as a
working nurse and a PDC, she
is not blind to the challenges
the profession faces. One
of these, she said, was the
increasing demands being
placed on the primary care
and, in turn, the nursing
service.
“Primary care is increasingly
cited as the best place to
have care delivered …
there is talk at the moment
of having earlier hospital
discharges and reviews of
outpatients appointments

“Protocols have been
developed for nurses to give
the vaccination in the HSE
mass vaccination clinics.
Nurses in these clinics give the
vaccine under a medication
protocol. The medication
protocols have not been
adapted for primary care so
nurses still have to get an
individual prescription for
each vaccine they give. The GP
still has to issue an individual
prescription for each patient
which puts added pressure
on the GPs and also makes it
very difficult for the practice
nurse,” she stated.

“I was touched that
the practice nurses
in Donegal value the
support that I give in
my role as a PDC.”
being transferred from acute
care to primary care. A lot
of these roles will be taken
on by practice nurses. The
challenges are to meet the
competencies required for
the ever-increasing services
that are expected to be
provided in primary care in
terms of accessing training
and negotiating study time to
maintain the professionalism
of nursing in primary care.”
The current H1N1 flu
pandemic and mass
vaccination programme
is one example of how
GPs and practice nurses
are being called on to
provide vital services to the
community. Ann said she was
disappointed with the lack of
support for practice nursing in
the roll out of the vaccination
programme, particularly
in relation to the lack of
medication protocols.

Medication protocols
Ann has been instrumental
in developing medication
protocols in primary care
and is part of a medication
management subgroup of
PDCs which liaise with An
Bord Altranais in relation
to the development of
medication protocols in
primary care.
Medication protocols
would safeguard practice for
both nurses and patients,
as they would bring with
them minimum standards
and competencies the nurse
would have to attain before
being able to administer
vaccinations including
basic life support skills and
management of anaphylaxis.
Medication protocol allows
the authorised nurse to
supply and administer a
medication to groups of
patients in a defined situation

who meet specific criteria.
An individually-named
prescription is not required
when a medication protocol is
in effect.
Medication protocols
would also support a more
timely delivery of quality
healthcare and optimally
use the skills of healthcare
professionals. The subgroup
will continue to progress the
issue through collaboration
with key stakeholders,
including the Irish College of
General Practitioners and the
Department of Health.
Strong advocate
Commenting on winning the
IPNA 2009 Practice Nurse of
the Year award, Ann said: “I
was absolutely delighted to
get the award…I was touched
that the practice nurses in
Donegal value the support
that I give in my role as a
Professional Development Cocoordinator.”
As a member of the IPNA
since 1997 and Chair of the
Donegal branch from 1999
to 2002, Ann has long been
a strong advocate for the
Association.
“It is really important for
nurses, particularly those
working in isolation, to have
a local association that they
can turn to on a regular
basis for support. The IPNA
also provides an essential
educational role for nursing.”
Keeping it real
In conclusion, Ann said that, in
her opinion, the attributes of a
good practice nurse included
“a good sense of humour”
and versatility to face new
challenges. She added that
she would like to thank
Dr Anthony Delap for his
support over the years and, in
particular, for allowing her to
maintain a clinical role.
“I enjoy my PDC role and
it is very important to me to
maintain my clinical skills.
Remaining in clinical practice
for me makes my PDC role
real and means that I am
aware on a weekly basis of the
challenges and difficulties in a
practice.”
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Cork Branch
Summer Day Out
Words: Ann Casey
Photos: Bernie Downing

Do you have an interest or hobby
outside of work which you think
would be of interest to your fellow
nurses?
If you can encapsulate it in 600
words approximately please forward
to maura@greencrosspublishng.ie

As the song says, “Didn’t we have a lovely
day, the day we went to Bangor”, except
in the case of members of IPNA Cork
branch, it was the day we went to Bantry
and indeed we did have a lovely day!

W

e met at 12 midday in a soft mist in Glengariff,
West Cork. Having been entertained by a
large group of friendly bikers, we declined the
offer of a spin and headed to the ferry, taking
us to Garnish Island via Seal Island. The seals
were obviously well accustomed to human admiration as they
basked in the mist and ignored us but for a short steely glance.
Garnish gardens
We landed on Garnish as the sun broke through the clouds.
Having donned our rain gear and boots, looking more like
the seals with every passing minute, we explored the island.
Garnish Island for those who are not in the know, OE IIlnaculin
as it is also known, is a small island of 15 hectares (37 acres)
known to horticulturists and lovers of trees and shrubs all
around the world as an island garden of rare beauty.
The gardens of IIlnaculin owe their existence to the creative
partnership, some seventy years ago, of Anna Bryce, then
owner of the island and Harold Peto, architect and garden
designer. The island was bequeathed to the Irish people
in 1953, and was subsequently entrusted to the care of the
Commissioners of Public Works. Today management of the
island is in the hands of the Office of Public Works.

In keeping with the policy of inclusion, several nurses in the
local area of many disciplines joined us for the evening. The
presentation was given by a colour and image consultant and
lifestyle coach, the vibrant Mety Zantingh. She emphasised the
importance of our own personal wellbeing in order that we can
help our patients to improve their own lives. There was much
interaction and questions from the floor. This was followed by
a delightful meal, many spot prizes, some light entertainment
and lots of chat. We retired in the early hours of the morning.

Break for the border
We later left the island again by ferry, and headed over
the border to our near neighbours in the Kingdom, to a
little hamlet called Bonane, where we visited the exquisite
Lorge Chocolatier, sampled his wares and shared our many
chocolate treasures amongst ourselves. Then we headed to
the Westlodge Hotel, where we readied ourselves for the
educational segment of our outing, sponsored kindly by Paula
Duggan of Pfizer.

The IPNA Cork branch summer day out has become
a great opportunity to meet old friends and make new
connections among our practice nurse colleagues. There
is time for some shop talk on matters of current interest,
education on important issues but also fun and relaxation in
some of the many beauty spots in our large and lovely county.
Thanks again are due to Margaret Mary for her many hours
of research and organisation, which resulted in another very
enjoyable day for all.
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Irish Association of Cardiac Rehabilitation Conference

Pictured at the recent conference held in Dublin were: Mr Robert Smyth (Past President IACR), Ms Wendy Yell (OT, Portlaoise and
Tullamore General Hospital), Ms Caroline Finn (CR coordinator, AMNCH), Dr Mark Laher (Consultant Cardiologist, St. Michael’s Hospital
& Blackrock Clinic), Ms Marian Claffy (Physiotherapist, Connolly Hospital), Ms Catherine Chambers (Dietitian, St. Vincent’s and St.
Michael’s Hospital), Ms Marie Minogue (CR coordinator, St. Vincent’s Hospital), Ms Sophie Charles (President IACR & CR Co-ord SCH,
Loughlinstown), Ms Anne Raleigh (CR Co-coordinator, Tullamore General Hospital), Ms Rosin Duffy (CNS, SCH Loughlinstown),
Barbra Dalton (IACR National Co-ordinator)
Ms Noreen McSweeney,
(Cardiac Rehabilitation
Nurse), Ms Anne Raleigh
(IACR & Cardiac Rehabilitation
Coordinator), Mr Keith
Thompson (MSD)

Ms Barbra Dalton (IACR Committee),
Ms Roisin Duffy (IACR Committee)

Ms Vivienne Reid (Dietitian), Professor
Risteárd Mulcahy (Chairperson), Ms
Veronica O'Neill (Rehabilitation Nurse).

Ms Sophie Charles (President
IACR & Cardiac Rehabilitation
coordinator), Professor Risteárd
Mulcahy (Chairperson),
Professor Ian Graham (Speaker,
Consultant Cardiologist Adelaide
& Meath Hospital)

Pictured from
L to R were:
Ms Karen Downey
(MSD), Dr Mark
Laher (Consultant
Cardiologist,
Blackrock Clinic)

This page of photos was sponsored by MSD Ireland (Human Health) Ltd.

Ms Barbra Dalton (IACR Committee),
Ms Roisin Duffy (IACR Committee),
Mr David Jones (MSD)

Ms Catherine
Chambers (Senior
Dietician & IACR
Committee),
Mr Keith
Thompson (MSD),
Ms Phil Pyne
(Psychotherapist)
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Advanced and Specialist Nursing
in Ireland (Primary Care):
an exploration of professional and organisational issues.
Abstract
This study explored the organisational and professional issues affecting Advanced Nurse
Practitioners (Primary Care) and Clinical Nurse Specialists (General Practice) within the Republic of
Ireland and considers the implications for management, education and clinical practice.
The data collection method chosen was a semi-structured interview with analysis undertaken
using a qualitative thematic approach. The sample was obtained from the data base of accredited
Advanced Nurse Practitioners (Primary Care) and Clinical Nurse Specialists (General Practice) held by
The National Council for the Professional Development of Nursing and Midwifery.
The phenomenological approach adopted explored the ‘lived experiences’ of ANPs and CNSs
within the primary care sector and following data analysis, major organisational and professional
issues were identified.
Major organisational themes identified included;
•
the importance of supportive professional relationships within primary care
•
nursing aspects and influence on service development and
•
enabling factors and barriers affecting advanced and specialist practice.
Major professional themes identified include;
•
role development for advanced and specialist practice
•
competency attainment and maintenance
•
underpinned by professional value systems.
Findings indicated that organisational and professional issues are interlinked and suggested
that advanced and specialist nurses possess intuitive organisational knowledge and use their
social network and professional value systems to maximise patient and service outcomes within
primary care. The study identified issues relating to workload pressures, professional isolation and
educational deficits that inhibit development of clinical career pathways for advanced and specialist
nurses within this sector.
The commonality and divergent themes between CNS (General Practice) and ANP (Primary Care)
were identified.
•
•

•
•

Issues relating to attainment of core clinical and professional competencies due to workload
pressures and lack of time.
Continuing education requirements indicated that ANP required clinical updates at advanced
practice level, with CNS requiring access to specialist Higher Diplomas and education that
accredits prior learning.
Both cohorts identified a need for professional peer support frameworks; CNS required a
Professional and Service Development forum while ANP a Practice Development Forum.
Divergent themes centered on ongoing role development, for ANPs the ongoing need to
promote the role and CNSs requested further development of negotiation skills.

Policy makers, managers, clinicians and educationalists can further enable effective fulfilment
of advanced and specialist nursing practice roles through recognising the unique personal and
professional skills set required to work within this sector and addressing the deficits that have been
identified within this study.
For further information Contact: Marie Courtney, MSc, BSc (Hons), RGN.
Contact: marie.courtney@hse.ie or 021 4927468
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The role of education

in caring for a person with asthma
Ruth Morrow, MSc, BNS, RGN
Advanced Nurse Practitioner (Primary Care)
Asthma affects 470,000 people in Ireland. It is a chronic
inflammatory disease of the airways which is reversible.
Despite it being 2009, almost 80 people die in Ireland every
year from asthma. This equates to more than one death per
week. Some 30% of these deaths are in people under 40 years
of age (www.asthmasociety.ie accessed 14 August 2009).

F

or asthma management to be effective, a multi-factorial
approach is required which is illustrated in Figure 1. This
article seeks to address the education component of this
approach.

Education is an integral part of all interactions with the
patient irrespective of age or ability. With younger children,
the focus of education will be with the parents, caregivers or
guardians. However, children as young as three can be taught

Figure 1 Multi-factorial approach to asthma management

Trigger factor

Regular review

Regular
review
and monitoring
& monitoring

Trigger
Factor
avoidance
Avoidance

Empowerment

Pharmacological
management
Pharmacological

Empowerment

Management

Education
Education

34

clinical review
simple asthma management skills (GINA, 2008). Adolescents
will have different needs and present their own specific
challenges regarding adherence to medications and lifestyle
behaviours such as smoking. A peer support group, in addition
to health professional advice, may be helpful to meet their
needs.
The Global Initiative for Asthma (GINA) 2008 states the goals
for successful asthma management are to:
• Achieve and maintain control of symptoms.
• Maintain normal activity levels, including exercise.
• Maintain pulmonary function as close to normal as
possible.
• Prevent asthma exacerbations.
• Avoid adverse events from asthma medications.
• Prevent asthma mortality.
Education plays a major role in achieving these goals.
Education should be provided in small amounts at each
consultation. The patient’s understanding of what they are
being taught should be assessed and re-assessed at regular
reviews. Figure 2 outlines the components of an education
programme as recommended by GINA (2008).
Good communication is essential in education; key factors
that facilitate good communication include:
• A congenial demeanour (friendliness, humour, and
attentiveness).

Figure 2: Education and patient/health professional
relationship (GINA, 2008)
Goal: To provide the person with asthma, their family, and
other caregivers with suitable information and training so
that they can keep well and adjust treatment according
to a medication plan developed with the healthcare
professional.
Key components:
Focus on the development of the partnership.
Acceptance that this is a continuing process.
A sharing of information.
Full discussion of expectations.
Expression of fears and concerns.
Provide specific information, training, and advice
about:
Diagnosis.
Difference between ‘relievers’ and ‘controllers’.
Potential side effects of medications.
Use of inhaler devices.
Prevention of symptoms and attacks.
Signs that suggest asthma is worsening and actions to take.
Monitoring control of asthma.
How and when to seek medical attention.
The person then requires:
A guided self-management plan.
Regular supervision, revision, reward and reinforcement.

• Engaging in interactive dialogue.
• Giving encouragement and praise.
• Empathy, reassurance, and prompt handling of any
concerns.
• Giving of appropriate (personalised) information.
• Eliciting shared goals.
• Feedback and review.
(GINA, 2008)
We will now explore how education can be used to assist
people with asthma in achieving the goals of successful asthma
management:
• Achieve and maintain control of symptoms — this will be
through avoidance of trigger factors and pharmacological
management. People with asthma need to be educated
about how and why they get their symptoms and how
their medications work to reduce such symptoms.
Education, in simple terms, about the anatomy and
physiology of the airways, the changes that happen
to the airways and how the medications work to treat
these changes are important here. Using visual aids such
as pictures and model airways are very useful when
explaining this to people.
• Many people with asthma may not be able to identify
their trigger symptoms at the time of diagnosis and
therefore need to be educated about potential trigger
factors and how to recognise them. This will be an
ongoing process for many as their lifestyle continues
to change. Written information should be provided to
reinforce what the health professional has said as only one
third of what is said to people may be retained
• Maintain normal activity levels, including exercise —
people with asthma should be encouraged to maintain
a physical active lifestyle the same as the general
population — thirty minutes on most days of the week.
People with asthma should be educated about the effects
of exercise on the lungs and how their asthma may or may
not be affected by exercise. It is recommended that 15
minutes warm-up is taken prior to exercise and 15 minute
cool-down taken after exercise. Patients should also be
encouraged to use their reliever medication at least 20
minutes prior to exercise.

‘Education is a key
component of asthma
management and
must be tailored to
the individual needs
of the person and
their family.’

(GINA, 2008)
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Figure 3: Sample education programme
Visit 1 (at diagnosis)
Education: what asthma is, the changes taking place in the lungs, trigger factors.
Educate: re PEFR monitoring.
Treatment options — inhaler technique, medication regimes
What to do if symptoms get worse
Visit 2
Assess knowledge from Visit 1, reinforce same.
Review PEFR diary and continue education re PEFR readings.
Identify trigger factors and advise how to manage these e.g .management of exercise symptoms
— warm-ups and cool-downs.
Review inhaler technique and adherence to medication regime.
Introduce personalised action plan.
Visit 3 and every visit thereafter
Assess knowledge from previous visits and reinforce same.
Review inhaler technique and adherence to medication regime.
Review personalised action plan and patient’s ability to use same.
* Written information should be provided to enforce what the health professional has said:
consider literacy levels of the patient.
* Education should be tailored to the age and ability of the patient.
* Ongoing patient education is integral to successful asthma management.

• Maintain pulmonary function as close to normal as
possible — education regarding adherence to ‘controller’
medication is important here. The reasons for taking
‘controller’ medication on a regular basis should be
explained to the person with asthma. Also, it is important
to ensure that the patient is using their inhaler device
correctly to optimise deposition in the lungs of the
prescribed drug. Education around this may be required
at regular reviews as for some patients, their inhaler
technique may lapse.
• Prevent asthma exacerbations — patients need to be
educated in the prevention of asthma exacerbations. The
avoidance of trigger factors, adherence to medication
regimes, influenza and pneumoccocal immunisation are
some of the factors which patients require education.
The use of personalised action plans can be very useful
— people can be taught how to recognise worsening
of symptoms very early, put an appropriate action plan
into place and therefore prevent an exacerbation of their
asthma
• Avoid adverse events from asthma medications —
education about correct inhaler technique is paramount
in the prevention of side effects of medication. Patients
need to be informed about potential side effects such as
dysphonia and oral candidiasis which are common side
effects of inhaled corticosteroids. These can be avoided
by good inhaler technique, brushing the teeth and mouth
rinsing with water after use. Overuse of bronchodilator
therapy may result in side effects of tremor, tachycardia
and headache. Should these side effects occur as a result
of overuse of treatment, then the patient’s condition
should be reviewed.
• Prevents asthma mortality — all people with asthma
should be educated in the recognition of worsening
asthma and have a personal action plan tailored to their
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level. Patients are educated to make changes to their
treatment as indicated by their symptoms and their peak
flow readings.
Conclusion
In conclusion, education is a key component of asthma
management and must be tailored to the individual needs
of the person and their family. Regular reviews are essential
to re-iterate education and to assess the patient’s level of
knowledge. In order for people to become empowered in
the management of their condition, they require ongoing
education and support to do so. The practice nurse is in an
ideal position to provide this education and support as we
have an ongoing therapeutic relationship with people and are
accessible if and when problems arise.
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T

he restructuring of the primary healthcare sector
in Ireland and the emphasis on the development
of community care throughout various health
policies nationally (Department of Health and
Children, 2001; Health Service Executive, 2007) has
led to a critical period in the development of the role of the
practice nurse. In the United Kingdom health promotion,
chronic disease management, immunisation and women’s
health are the most common areas defining the role of the
practice nurse (Crossman, 2008). In Australia, the role of the
practice nurse focuses on clinical care, clinical organisation,
practice administration and integration of services (Royal
Australian College of General Practitioners and College of
Nursing Australia, 2004). However, a review of the role of the
practice nurse over a 35 year period in Australia concluded that
practice nursing is ‘broad and diverse….and generally limited
to traditional nursing tasks to assist general practitioners’
(Halcomb, Patterson, and Davidson, 2006 p. 378).
Background
In 2006 the Irish College of General Practitioners described
the clinical duties of the practice nurse as direct and indirect
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clinical care, with tasks ranging from phlebotomy to the
management of chronic disease clinics and the development
of practice policies. Educator, manager, communicator, auditor
and researcher were also heavily weighted within the scope of
the detailed role. However, only one study in 1994 sought to
investigate the role of the practice nurse in Southern Ireland
(Harrington, Williams, Conroy and Shannon, 1994). Dressings,
removal of sutures and BP measurement featured largely as
part of the nurses’ role (97%) and over 90% of Irish practice
nurses were undertaking duties such as stock ordering and
receptionist duties despite the presence of a receptionist
in most practices. ‘Extended tasks’ where it was deemed
necessary to undertake additional training showed the
expansion of the nurses’ role in areas such as chronic disease
management and health promotion. Albeit 15 years old, the
study provides us with data to compare the development of
the role in light of major changes that have occurred in the
primary health care sector.
In this regard, this paper presents research that describes
the current role of the practice nurse in Ireland and also serves
to highlight the changing direction of the role over the past
decade.
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Methodology
A descriptive quantitative design was employed. The postal
questionnaire and information leaflet was distributed to
1517 practice nurses by the 11 Professional Development
Coordinators for practice nurses nationally. A total of 466
completed questionnaires were returned (response rate 31%).
Quantitative data were analysed using SPSS. Qualitative data
was thematically analysed.

Table 2: Occasional role dimensions
Occasional Role Dimension

Health Promotion
Mental health

266

Chronic Disease Management

Key Findings

COPD
Role Dimensions
As can be seen from Table 1, activities most regularly
conducted were immunisation, direct clinical care activities
of phlebotomy, management of lab results, wound care and
ECG taking. Cervical screening and health promotion activities
relating to dietary advice and health screening were also
indicated by over 85% of practice nurses as a regular role
dimension. Chronic disease management, namely diabetes and
hypertension, was cited by over 78% of practice nurses.

Women’s Health

Table 1: Most frequently cited regular role dimensions
Regular Role Dimension

Number of practice
nurses that undertake
this role less than once a
week

Number of practice
nurses that undertake
this role more than once
a week

Health Promotion

221

Advice on menopause

243

Pre-conceptual advice

178

Continence promotion

262

Management Duties
Health and safety

170

Policy development

191

Managing other staff

127

Direct Clinical Care
Continence management

192

Audit and Research
Implementing change

194

Dietary advice

397

Audit of practice

185

Health screening

382

Research

173

343

Nurse Prescribing

Exercise

Prescribing

Chronic Disease Management

41

Diabetes

350

Counselling

Hypertension

376

Parenting problems

174

Crisis pregnancy

208

Relationship

164

Addiction

152

Women’s Health
Cervical screening

338

Management Duties
Ordering stocks and supplies

398

Direct Clinical Care
Phlebotomy

424

Wound care

360

Management of lab results

354

ECG

356

24hr BP monitoring

346

Immunisation
Flu/pneumonia, vaccination

439

Child

415

Occasional role dimensions related to supporting people
with mental health issues, audit and research, counselling and
continence management (Data — see Table 2.)
When compared to the only other Irish study by Harrington
et al. (1994) on the role dimensions of practice nurses, it is clear
that in the intervening 15 years, direct clinical activities such as
wound care and BP monitoring remain regular role activities.
However, areas such as cervical screening and childhood
immunisations have increased two-fold. Given the emphasis
on chronic disease management and the availability of courses,
it is unsurprising that areas such as diabetes and hypertension

management have increased from being a regular role for less
than 40% of practice nurses in 1994 to a regular role activity
for over 80% of practice nurses today. In addition, the role of
the practice nurse in Ireland appears to be developing parallel
to the UK and Australia where chronic disease management,
immunisation and women’s health are the defining duties of
the role.
It is evident that the role of the practice nurse is challenging
and encompasses a wide range of activities. However, the
role of the practice nurse in primary care needs to be further
developed towards specialist practice. Comments from the
open-ended questions contained in the questionnaire revealed
that some practice nurses are working without recognition
for the role they play in primary healthcare and in turn feel
undervalued and forgotten about.
One comment of interest:
‘Practice nurses have made a very valuable contribution to
general practice and have enhanced the service to patients in the
community, taking some of the burden off the hospitals and the
public health nurses. We contribute hugely to primary care yet we
are hardly mentioned in any HSE or GP literature. We are ghosts —
not recognised’.
39
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Figure 1: Additional qualifications
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Figure 2: Educational programmes that practice nurses have found most beneficial to their role
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Educational preparation for the role
All practice nurses have registered as a general nurse. In
addition 33% (n=153) of respondents were registered
midwives, 7% (n=31) had obtained a professional qualification
in public health nursing, 15% (n=67) had a BSc in nursing and
3% held the qualification of Mental Health Nurse or Intellectual
Disability Nurse. When practice nurses were asked if they had
any additional formal qualification (i.e. accredited by a higher
institutional authority) 211 indicated that they had. The five
most common courses are listed in Figure 1.
The educational programmes that respondents found
most beneficial to their role are reflected in Figure 2. Short
professional development courses which were considered
most valuable included cervical screening, diabetes and heart
disease.

‘We contribute hugely
to primary care yet we
are hardly mentioned in
any HSE or GP literature.
We are ghosts — not
recognised’.

Obstacles to role development
Despite the apparent impetus by practice nurses to expand
and enhance their role, concerns were expressed about the
lack of infrastructure to set up nurse led clinics and funding
was cited as a major barrier to role development.
Frustration at wasted opportunities was vented: ‘While I have
had access to continuing professional opportunities I am not using
the courses I have done in the practice because there is no funding
for the respiratory/diabetic clinics’.
The challenges in terms of role development are seen as
trying to harmonise the professional interests of the practice
nurse with the needs of the practice and the needs of the
patients. The results of this study show that over 86% of
respondents perceive their role to be determined by the needs
of the practice (n=389). More than 50% (n=235) indicated that
the development of their role was not attributed to their own
professional development needs.
This view is also reflected in a comment made by one
practice nurse:
‘the role depends on the needs of the practice/patient so
depending on your location i.e. rural or urban your needs for
professional development are different.’
Awareness from the GP regarding the extent and limitations
of the role of the practice nurse was also seen as vital and
would negate the need for practice nurses to conduct activities
that they felt less than competent doing.

Regardless of the obvious obstacles to role development,
most respondents displayed a desire to undertake further
professional courses. Chronic disease management, in
particular, diabetes and respiratory care is at the forefront of
practice nurse’s professional development agendas see Figure
3.
Seeking advice and support
Overall positive results were found in relation to the
professional support for role development. Seventy four
percent (n=332) of participants indicated that they received
help and support in achieving professional development goals
and the majority (n=386) had access to continuing professional
development opportunities. Seventy nine percent (n=358)
of respondents were given study days by their employer to
undertake courses.
When nurses were asked from whom did they seek advice
regarding their role as a practice nurse, the majority (n=156)
stated nursing colleagues, closely followed by the Professional
Development Coordinators, see Figure 4. The crucial role of
the Professional Development Coordinator is epitomised in the
following comment by one practice nurse:
‘The professional development coordinators are just brilliant.
They are vital to practice nurse’s development as it can be an
isolating role but I feel I belong to a group and know that if I need
any help/support/advise I can call the PDC’

Figure 3: Further education required by PNs
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Figure 4: Sources of advice used by PNs
Who do you seek advice from regarding nursing practice
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Discussion
The diversity of the role of the practice nurse is confirmed
in this study. Role activities regularly reported, ranged from
direct clinical tasks such as cervical screening, phlebotomy
and immunisation to health screening and the management
of hypertension. Although there is evidence to suggest that
the role of the practice nurse is becoming more specialised
and focused on areas such as chronic disease management,
extensive efforts are needed to guide, develop and refine the
role into the future.
Practice nurses acknowledged the need for further education
to fulfil their role, however, concerns about the lack of financial,
and in some cases professional support to undertake further
education, were raised.
However, a serious cause for concern were the comments
from some practice nurses who indicated that they had
undertaken continuing professional development but were
unable to use their skills or knowledge due to lack of resources
to set up nurse-led clinics. This issue needs to be challenged
as the benefits of nurse led clinics in primary care are well
documented. For example, the introduction of a nurse led clinic
in the area of cardiovascular disease significantly improved
survival rates, self-care behaviour and reduced hospital
admissions (Strömberg, Mårtensson, Fridlund, Levin, Karlsson,
and Dahlström, 2003). Nurse-led clinics in the area of diabetes
have reported similar outcomes (Carey and Courtney, 2007).
Conclusion
The findings of this research have provided information on
the current role of the practice nurse and have demonstrated
the areas in which the role has evolved over the past decade.
It is clear that in order for practice nursing to develop
within the new structure of primary healthcare, role clarity
and recognition needs to be addressed nationally and the
contribution of practice nurses and the potential for future
developments recognized.
Furthermore the educational needs of the practice nurse
must be provided for with respect to specialist areas of practice.
Future research on the GP perspective of the role dimensions,
educational preparation and professional development needs
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of the practice nurse is currently underway, as they are largely
responsible in determining the direction of the role.
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host’s capacity to respond to infections and the development
of long-term immune memory, especially by vaccination.

How can Actimel help?
Actimel is a food product scientifically proven in 24 published
clinical trials to help strengthen your natural defences. New
research suggests that probiotics can also exert a beneficial
effect not only within the gastrointestinal tract but more
widely within the immune system.
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Effect after seasonal flu vaccination
Emerging evidence suggests that Actimel (2x100ml) improves the immune response to seasonal flu
vaccination in the elderly. Placebo controlled studies showed1;
Higher antibody titres to seasonal flu strains
H1N1**, H3N2 and B in the Actimel group
compared to the control and remained higher
at 9 weeks after vaccination.

Effect maintained on seroconversion for
B strain over time under Actimel consumption
at 3, 6 and 9 weeks post vaccination.

Antibody titre at 3, 6 and 9 weeks after vaccination. Boge T. et al 2009.
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These results are further evidence that Actimel has a measurable impact on the immune system. Further research is needed to
understand the benefits of probiotic for different applications, in particular for how probiotics could help improve the immune response
to vaccination.

For more information on probiotics and Actimel, please visit www.probioticsinpractice.co.uk
* Actimel is scientifically proven to help strengthen the natural defences when consumed daily as part of a healthy diet & lifestyle. Studies on Actimel collectively
demonstrate that L. casei Imunitass survives in the gastrointestinal tract and exerts a beneficial effect on each of the 3 lines of “natural defence” (1)The intestinal flora,
(2)The intestinal mucosa and (3)The intestinal immune system or gut-associated lymphoid tissue (GALT) when consumed daily as part of a healthy diet & lifestyle.
** This is a seasonal H1N1 strain not the swine flu strain.
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Boge T, et al. A probiotic fermented dairy drink improves antibody response to influenza vaccination in the elderly in two randomised controlled trials. Vaccine (2009),doi:10.1016/j.vaccine.2009.06.094
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Psoriasis
in general
practice
Julienne Curran, RGN, BSc. MA
Psoriasis is a non-contagious, lifelong skin
disease of genetic origin. It is an immune
related disease manifesting in the skin
and/or the joints. It affects about 1 in 50
of the Irish population.

I

n plaque psoriasis — the most common type — patches of
skin called 'lesions' become inflamed and are covered by
silvery white scale. Psoriasis can be limited to a few lesions
or can involve moderate to large areas of skin. The severity
of psoriasis can vary from person to person; however, for
most people, psoriasis tends to be mild.
Causes
The exact cause of psoriasis is unknown but it is believed to
have a genetic component. Most researchers agree that the
immune system is somehow mistakenly triggered, which
speeds up the growth cycle of skin cells. A normal skin cell
matures and falls off the body's surface in 28 to 30 days. But a
psoriatic skin cell takes only three to four days to mature and
move to the surface. Instead of falling off (shedding), the cells
pile up and form the lesions. The condition is relapsing and
remitting. It is a life long disease which typically involves the
limbs, nails, back and scalp. It can also effect the hands and
feet. Ten per cent of people with psoriasis have associated
arthritis.
No special blood tests or diagnostic tools exist to diagnose
psoriasis. After careful examination of the affected areas the GP
or consultant dermatologist may diagnose psoriasis. Less often,
the physician examines a skin biopsy under the microscope to
determine if it is psoriatic. There is no cure, but many different
treatments, both topical and systemic can clear psoriasis for
periods of time. However patient due to the relapsing nature
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of this skin disease often need to try out different treatments
before they find one that works for them.
Types of psoriasis
There are various forms of psoriasis. Plaque psoriasis is the most
common but other forms include:
• Guttate characterised by small dot-like lesions.
• Pustular characterised by weeping lesions and intense
scaling.
• Inverse, characterised by intense inflammation.
• Erythrodermic characterised by intense shedding and
redness of the skin.
• Psoriasis can range from mild to moderate to very severe
and disabling.
Occurrence
Psoriasis most commonly appears on the scalp, knees, elbows
and torso. But psoriasis can develop anywhere, including the
nails, palms, soles, genitals and face (rare). Often the lesions
appear symmetrically — on the same place on the right and
left sides of the body.
Psoriasis often appears between the ages of 15 and 35 but
it can develop at any age. Approximately 10 per cent to 15 per
cent of those with psoriasis get it before age 10. Some infants
have psoriasis although this is considered rare. Psoriasis occurs
equally in men and women across all socio-economic groups. It
is also present in all racial groups, but in varying rates.
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Symptoms
Itching that is associated with psoriasis arises when certain
chemicals stimulate nerve fibres just below the outer layer
of the skin. Itch messages travel to the brain along the same
pathways in the nervous system that carry pain messages. Itch
messages trigger the urge to scratch.
One of the simplest ways for people with psoriasis to
control itch is by keeping the skin moisturised. Dry skin can
induce and aggravate itch. Other treatments for itch include
antihistamines, steroids, capsaicin, topical anaesthetics, topical
immunomodulators, antidepressants and aspirin.
For the most part, people with psoriasis function normally.
Sometimes people experience low self-esteem because of
the psoriasis. Psoriasis is often misunderstood by the public,
which can make social interactions difficult. This may lead to
emotional reactions such as anxiety, anger, embarrassment and
depression. Psoriasis can affect the type of work people do if it
is visible.
Psoriatic arthritis
Psoriatic arthritis is a specific type of arthritis that has been
diagnosed in approximately 23 per cent of people who have
psoriasis. Psoriatic arthritis is similar to rheumatoid arthritis
but generally milder. In psoriatic arthritis, the joints and the
soft tissue around them become inflamed and stiff. Psoriatic
arthritis can affect the fingers and toes and may involve the
neck, lower back, knees and ankles. In severe cases, psoriatic
arthritis can be disabling and cause irreversible damage to
joints.
Approximately 10 to 30 per cent of people with psoriasis
will develop psoriatic arthritis, although it often may go
undiagnosed, particularly in its milder forms. It can develop at
any time, but for most people it appears between the ages of
30 and 50. Having psoriasis does not guarantee that you will
eventually develop psoriatic arthritis.
Psoriasis can be mild, moderate or severe. When 3 to 10 per
cent of the body affected by psoriasis it is considered to be a
moderate case. More than 10 per cent is considered severe. The
palm of the hand equals 1 per cent of the skin. However, the
severity of psoriasis is also measured by how psoriasis affects a
person's quality of life. Psoriasis can have a serious impact even
if it involves a small area, such as the palms of the hands or
soles of the feet.
Triggers
Triggers include emotional stress, alcohol, injury to the skin,
some types of infection and reactions to certain drugs. Stress
can cause psoriasis to flare for the first time or aggravate
existing psoriasis.
Psoriasis can also be triggered in areas of the skin that have
been injured or traumatised. This is known as the Koebner
phenomenon. Vaccinations, sunburn and scratches can all
trigger a Koebner response. The Koebner response can be
treated if it is caught early enough. Certain medications, like
antimalarial drugs, lithium and certain beta-blockers, are also
known to cause psoriasis to flare. Other triggers may include
weather, diet and allergies. Triggers will vary from person to
person and what may cause one person's psoriasis to flare may
produce no reaction in another individual. Common triggers
include:
• Skin trauma
• Infection
• Some medications
• Alcohol (more than three units per day)
• Smoking (linked with palmoplantar psoriasis)
• Stress

Psychosocial aspects
Nurses in general practice are in a key position to continuously
assist patients with the psychosocial aspects of disease.
Because the skin is visible variations can cause intense
psychological reactions on the part of the patient. Psoriasis
affects skin appearance. This in turn, affects the individual's
sense of self or self image.
The psychosocial aspects of a poor self image caused
by skin problems often lead to social isolation, resulting in
loneliness. Cox et al. (2002) delineates three diagnoses that may
accompany these types of response by patients:
(a) body image, disturbed
(b) risk for social isolation and
(c) alteration in self-esteem: related to the body image
disturbance.
Nurses should be aware of the identifying characteristics of
these diagnoses so that appropriate nursing interventions may
be developed. Nurses continuously assist patients with the
psychosocial aspects of disease. Because the skin is a visible
organ, variations can cause intense psychological reactions on
the part of the patient. Psoriasis affects skin appearance. This in
turn, affects the individual's sense of self or self-concept.
Adjunctive treatment
Bath solutions and moisturisers help soothe affected skin and
reduce the dryness which accompanies the build-up of skin on
psoriatic plaques. Medicated creams and ointments applied
directly to psoriatic plaques can help reduce inflammation,
remove built-up scale, reduce skin turn over, and clear affected
skin of plaques. Ointment and creams containing coal tar,
dithranol (anthralin), corticosteroids like desoximetasone
(Topicort), vitamin D3 analogues (for example, calcipotriol), and
retinoids are routinely used.
The disadvantages of topical agents are lack of consistence:
they can often irritate normal skin, can be time consuming and
awkward to apply, cannot be used for long periods, can stain
clothing or have a strong odour. As a result, it is sometimes
difficult for people to maintain the regular application of these
medications. La Roche-Posay’s Lipikar and Iso Urea ranges
are very effective adjunctive therapy in the management of
psoriasis. With a once to twice daily application they offer high
efficacy and high tolerance. Pleasing textures aid compliance
and these formulas do not stain clothes.

Triggers include
emotional stress, alcohol,
injury to the skin, some
types of infection and
reactions to certain
drugs. Stress can cause
psoriasis to flare for the
first time or aggravate
existing psoriasis.
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Bath oils
There are many types of bath oils available over the counter
from your pharmacy. They can be added to a daily bath to
help soothe the skin, reduce itch and prevent the skin from
becoming even drier. If showering, a bath oil or soap substitute
can be applied directly to the skin and used as a shower
gel. La Roche-Posay’s Lipikar Bath oil is recommended by
dermatologists.
Moisturisers/Emollients
Moisturisers or emollients are substances which help to
lubricate and soothe dry, scaly, and inflamed skin. They work by
reducing dryness, scaling, cracking, soreness and itching. They
also prepare the plaques for active topical therapies, such as
tar, thus enabling them to work more effectively. They can be
used as a soap replacement and to descale at the same time.
It is a good idea to use an emollient on the skin twice a day.
Moisturisers/emollients are the mainstay of psoriasis therapy.
Clinically proven formulas such as La Roche-Posay’s Lipikar
Baume and Iso Urea are recommended by dermatologists and
are available over the counter. The most effective time to apply
an emollient is straight after a bath or shower, because the skin
is warm and absorbs it better. It is important to do this before
applying your psoriasis treatment to increase the absorbency
and effectiveness of the treatment.
Soap substitutes
Soap has a drying effect on the skin and strips it of its natural
oils, therefore it is important to use a soap substitute when
showering or bathing. Soap substitutes act as both a soap and
a moisturiser and help to descale the plaques. It should be
applied generally over the entire skin just before getting into
the shower or bath and then gently wiped off with a stroking
action. La Roche-Posay’s Lipikar Syndet and Lipikar bar are
soap substitutes which are lipid replenishing and help to
descale plaques.
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Scalp treatments
La Roche-Posay’s Kerium Intensive Micro Dandruff Shampoo
Treatment for persistent dandruff containing: LHA Kkeratolytic
micro-exfoliant quickly eliminates plaques and controls
desquamation of the scalp. Piroctone olamine, glycacil, lipacide
purifies the scalp and prevents the creation of scales while
Vitamin PP anti-inflammatory neutralises itching. A frequent
use of kerium dry scalp formula should also be used in between
intensive treatments. The high efficacy and high cosmesticity
of these formulas ensures compliance compared with tar
lotions. These formulas have a high affinity with the scalp and
can even be used on dyed hair without stripping colour.
Camouflage
Camouflage make up can be life changing for patients with
Psoriasis. Dermabled by Vichy is an excellent camouflage
makeup range that can be used by women and men to achieve
the most effective, long-lasting camouflage cover for all facial
imperfections. Dermablend covers skin flaws maintaining
perfect coverage with no mask-like effect or caking. By
providing a natural looking finish which holds all day, the
patient can feel more comfortable with their appearance and
less distressed with their skin condition. It has been clinically
tested and can be used when swimming.
Practical and sympathetic advice together with clinically
proven solutions is key to improving the quality of life of life for
your patients.

For further information contact:
www. psoriasisireland.ie
www.laroche-posay.ie
www.vichy.ie
www.dermablend.ie

ISO-UREA

With La Roche-Posay thermal spa water

Smoothing body milk

Rids dry to very dry skin
of roughness.
Intensely hydrates, restores
comfort and smoothness of skin.
Thanks to a unique
combination of 5% urea
& APF.

Clinical Efficacy*
Proven, 50% more effective
than a product with 10% urea
after 3 weeks of use.

*Double blind clinical study conducted by Pr. Bisonnette (Canada)
on 25 subjects aged between 60-75 with severe xerosis

LA ROCHE-POSAY. COMMITTED TO DERMATOLOGY.
www.laroche-posay.ie
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Minimal Oestrogen Monthly
Just 0.015mg ethinylestradiol daily 1

W W
NuvaRing® provides
a low and steady
delivery of hormones
compared to a COC 2
Neutral effect on weight
- no difference vs. drospirenone 3

96% user satisfaction rate 4

5.5 million women years exposure
to NuvaRing® worldwide 5
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Nuvaring 0.120 mg/0.015mg per 24 hours vaginal delivery system®
(See SPC before Prescribing) Etonogestrel and ethinylestradiol
Presentation: Vaginal ring. Uses: Contraception. Dosage and Administration: A ring
should be inserted into the vagina and left in for 3 weeks. Strictly follow insertion instructions.
Contraindications: Presence/history of venous thrombosis, with/without the involvement
of pulmonary embolism. Presence/history of arterial thrombosis or prodromi of a thrombosis.
Known predisposition for venous/arterial thrombosis, with/without hereditary involvement or
the presence of severe/multiple risk factors. History of migraine with focal neurological symptoms.
Diabetes mellitus with vascular involvement. Pancreatitis or history thereof if associated with
severe hypertriglyceridemia. Presence/history of severe hepatic disease if liver function values
abnormal. Presence/history of liver tumors. Known/suspected sex-hormone dependent tumors.
Undiagnosed vaginal bleeding. Hypersensitivity to any ingredients. Precautions and Warnings:
No epidemiology data available on vaginal administration but the warnings for combined OCs
(COCs) are considered applicable. Risk of breast cancer possibly similar to that associated
with COCs. This may be due to earlier diagnosis in COC users, the biological effects of the COC,
or a combination of both. Use of hormonal contraceptives has been associated with increased
Date of preparation: July 2009

risk of venous thromboembolism (VTE, DVT, PE) and arterial thrombosis. It is unclear whether
NuvaRing carries the same risk. Remove ring in event of a thrombosis and before long-term
immobilisation. Council patients on symptoms of thrombosis. Increased risk of cervical cancer in
long term COC users has been reported, but this may be confounded by other factors. Abnormal
liver function or liver tumors. Increased risk of pancreatitis in women with hypertriglyceridemia
taking hormonal contraceptives. Hypertension. Diabetes. Crohn’s disease/ulcerative colitis.
Chloasma. History during pregnancy/previous use of sex steroids: jaundice and/or pruritis related
to cholestasis, gallstone formation, porphyria, SLE, HUS, Sydenham’s chorea, herpes gestationis,
otosclerosis. Remove ring if there is increased frequency/severity of migraine. Increased risk
of thromboembolism in the puerperium. May not be suitable for women with a prolapse or
severe constipation. Consider incorrect positioning in case of cystitis. Occasional vaginitis. If
ring accidentally expelled follow SPC instructions. Interactions: Possible interactions with
phenytoin, phenobarbital, primidone, carbamazepine, rifampicin, oxcarbazepine, topiramate,
felbamate, ritonavir, griseofulvin, penicillins, tetracyclines, ciclosporin, lamotrigine and St John’s
Wort. Use of antimycotic ovules may increase the chance of ring disconnection. Pregnancy
and Lactation: Not recommended. Common Undesirable effects: Vaginal infection,

depression, decreased libido, headache, migraine, abdominal pain, nausea, acne, pelvic pain,
breast tenderness, genital pruritis, female dysmenorrhoea, vaginal discharge, weight increased,
discomfort, device expulsion. See SPC for full details of other uncommon side effects. Overdose:
No reports of serious effects from overdose. Legal Category: Prescription Medicine Product
Authorisation Number: PA 61/29/1. Price: NuvaRing x 1 € 9.41, NuvaRing x 3 €28.23 Product
Authorisation holder: Organon Ireland Limited, a part of Schering-Plough Corporation,
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Telephone +44 (0)1707 363636.

Please refer to the full SPC text before prescribing this product.
Adverse events should be reported. Reporting forms and information
can be found at www.yellowcard.gov.uk (UK) and www.imb.ie
(Ireland). Adverse events with this product should also be reported
to Schering-Plough Drug Safety Department on +44 (0)1707 363773.
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Sexually transmitted diseases
— the role of condoms
Darina Lane, Nurse Practitioner, Brenner Clinic, Waterford
Sexually transmitted diseases never go
away it seems, human nature being what
it is. That said some of the statistics in the
area are surprising given the general level
of discussion about all things sexual in
the media over the past few decades.

I

t was estimated in 2007 that around a third of the suspected
73,000 adults in the United Kingdom who now have HIV,
remain unaware of their infection (BMJ, 2007). Take the
catergory of gay men alone: despite years of education and
campaigns targeted specifically at them, the incidence of
sexual infections, besides HIV, has risen sharply in the last five
years:
•
•
•
•
•

Syphilis 117%
Chlamydia 97%
Gonorrhoea 25%
Non specific urithritis 24%
Genital warts 21%
(BMJ, 2007)

General ignorance
It has further been estimated that a quarter of the heterosexual
population infected with HIV, and almost half of the gay men
with HIV, leave STI clinics unaware that they are infected,
having visited for other reasons or because they declined the
test. (Cole, 2007).
The implications of this level of ignorance would suggest that
there is a vital — more active role — to be played by general
practice in combating this behaviour. Primary care teams need
to re-focus their efforts when it comes to contraceptive services
and screen where appropriate.
When considering the multidisciplinary team in the primary
healthcare setting, clinical considerations surrounding the
science of sexuality and reproductive health have often come
up against various obstacles
•
•
•
•

Religious bias
Economical interests
Sexual ideology
Ignorance.

Proponents of safe sex or safer sex are often accused
of corrupting young people and fostering amoral values.
However, a fundamental aspect of healthcare is to develop
treatments, programmes and methods of care that maximise
and sustain health — including sexual health.
Role of condoms
Mark Steiner and William Cates believe that condoms have an
important role to play in combating HIV and other sexually
transmitted infections. Indeed, it has been shown that
consistent condom use can reduce the spread of HIV.
However, the message is complicated in that other evidence
indicates that effective population control of non HIV sexually

transmitted infections requires more than condom focused
approaches. (Genuis, S 2008).
Genuis purports that the main problem with condoms is that:
“the average person — particularly the teenagers — do not use
them consistently, regardless of knowledge or education”. The
World Health Organisation estimates that two thirds of sexually
transmitted diseases worldwide occur in teens and young
adults.
Unfortunately, epidemiological research repeatedly shows
us that condom familiarity and risk awareness do not result in
sustained safer sex in real life. So are we wasting our time?
The relentless rise of sexually transmitted disease in the face
of unprecedented education about the promotion of condoms
is testament to the lack of success of this approach.
In countries with advanced sex education programmes,
such as Canada, Sweden, and Switzerland, concerted efforts to
promote the use of condoms have consistently failed to control
the rising tide of sexually transmitted diseases.
Teenagers and STDs
In primary care we need to be aware that when it comes
to sexually transmitted diseases and the young person:
“promoting condoms as the answer fails to tackle the
underlying social and emotional needs of young people,
who are often trapped in high risk sexual behaviours as a
consequence of difficult life circumstances”.
Adolescents, overloaded with information on sexual health
matters, fail to have their fundamental human needs met and
end up contracting sexually transmitted diseases.
Despite all of the above, condom use remains the best
solution in helping to reduce the risk of acquiring sexually
transmitted infections.
‘Condom café’
Susan Myers, a nurse practitioner in Buckinghamshire has had
some success with her mobile clinics, the specific aim of which
is to improve young people’s sexual health. (Nursing Times,
2009) “Increasing the amount of outreach work in sexual health
is the key to tackling the rise of sexually transmitted infections
in the UK.”
Susan’s research describes some of the benefits of outreach
work. Her mobile clinics or ‘condom cafés’ demonstrate
that: “Healthcare should be more flexible and delivered in
more community-based settings in order to reach the target
population and maximise use of resources.” (Myers, 2009).
Ireland must be given credit for developing similar outreach
programmes around the country.
Finally, it is often productive to recall when dealing with
young people that it is not all about education; remember to
ask yourself, ‘What’s going on at home’.
References
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Patient death: nurses’ expericence in general practice.
A hermeneutic phenomenological research study.
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The purpose of this study is to explore and gain a deeper understanding of the phenomenon of nurses’
experience of patient death in general practice. A qualitative approach, using hermeneutic phenomenology
is used for the study.
Ethical approval was obtained from the Research Ethics Committee, National University of Ireland, Galway
in January 2009, following submission of a proposal. Letters of invitation were sent to a population of practice
nurses in the Mid-West of Ireland to participate in the study. Subsequently, a purposeful sample of eight
willing practice nurses working in rural and small urban practices was chosen.
Data was collected using informal semi-structured interviews, after written informed consent was obtained
from the participants. These interviews were tape recorded with consent and subsequently transcribed
verbatim by the researcher. The data collected was analysed using Van Manen’s approach.
Following in depth data analysis, the following themes were identified by the researcher, in an effort to
conceptualise the nurse experience of patient death in general practice.
•
•
•
•
•
•
•

Loss
Grief Issues
Managing bereavement
Professionalism and emotional caring
A respectful environment
Caring for self
Comparing nursing experiences

Conclusion
In conclusion, nurses in the general practice setting in primary care work in a unique environment that is
quite different from the hospital setting, yet there are some commonalities with other nursing disciplines
in the nurse experience of patient death. Because the nurses in general practice often develop long term
relationships with patients and their families — tending to people across the lifespan — their experience
of patient death in general practice is also very much about managing the grief and bereavement of their
patients and families and unlike other nursing disciplines, closure is often not possible. Although most of
the nurses appeared to cope with this issue, the majority considered that further education in grief and
bereavement management would benefit them in dealing with the experience of patient death in general
practice.

The TrueBlue study: is practice nurse-led collaborative care
effective in the management of depression for patients with
heart disease or diabetes?
Morgan M,
Dunbar J,
Reddy P,
Coates M,
Leahy R
BMC Family
Practice 2009
June; 10: 46
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In the presence of type 2 diabetes (T2DM) or coronary heart disease (CHD), depression is underdiagnosed
and undertreated despite being associated with worse clinical outcomes.
An earlier pilot study from the authors who are based at the Greater Green Triangle University Department
of Rural Health, Flinders and Deakin Universities, Victoria, Australia, demonstrated that it was feasible,
acceptable and affordable for practice nurses to extend their role to include screening for and monitoring of
depression alongside biological and lifestyle risk factors. The current study compared the clinical outcomes
of the authors’ model of practice nurse-led collaborative care with usual care for patients with depression
and T2DM or CHD.
This was a cluster-randomised intervention trial. Eighteen general practices from regional and
metropolitan areas agreed to join this study and were allocated randomly to an intervention or control group.
The authors aimed to recruit 50 patients with co-morbid depression and diabetes or heart disease from each
of these practices.
In the intervention group, practice nurses (PNs) were trained for their enhanced roles in this nurse-led
collaborative care study. Patients were invited to attend a practice nurse consultation every three months
prior to seeing their usual GP. The PN assessed psychological, physiological and lifestyle parameters and then
worked with the patient to set management goals. The outcome of this assessment formed the basis of a GP
Management Plan document.
In the control group, the patients continued to receive their usual care for the first six months of the study
before the PNs underwent the training and switched to the intervention protocol. The primary clinical
outcome was a reduction in the depression score. The study also measured the impact on physiological
measures, quality of life and on patient attitude to healthcare delivered by practice nurses. The strength of
this programme is that it provided a sustainable model of chronic disease management with monitoring and
self-management assistance for physiological, lifestyle and psychological risk factors for high-risk patients
with co-morbid depression, diabetes or heart disease.
Once the study has been completed it is hoped it will demonstrate whether nurse-led collaborative care
achieves better outcomes than usual care.

First Irish online reference site devoted to promoting self care

www.yourmedicines.ie
New site lists all leading Irish non-prescription medicines

Site also contains information about illnesses and the proper use of OTC
medicines available for their treatment.
Edited by Dr Martin Henman, the new site not only acts as a reference guide for
pharmacists and other healthcare professionals, it also aims to encourage the
public in the correct approach to self-medication.
www.yourmedicines.ie will be supported by an online advertising campaign
along with promotion in mainstream media.
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rarely seen, but is more likely to happen in volume-depleted patients, those receiving diuretics, or with the first two doses. In patients taking diuretics, stop the diuretic 3 days before starting perindopril arginine/amlodipine. A diuretic
may be given later in combination if necessary. Potassium-sparing diuretics are not recommended. Patients with impaired hepatic function: amlodipine’s half-life is prolonged. Drug should be administered with caution and
with close monitoring of liver enzymes. In one third of patients with heart failure, amlodipine was associated with increased reports of pulmonary edema, although there was no significant difference versus placebo. Patients
should be treated with caution. Precautions should be taken according to concomitant therapy (i.e. drug interactions). Interactions: Diuretics, sympathomimetics, gold, nonsteroidal anti-inflammatory drugs, antidiabetic
agents, dantrolene, CYP3A4 inducers (rifampicin, hypericum perforatum, carbamazepine, phenobarbital, phenytoin, fosphenytoin, primidone), CYP3A4 inhibitors (itraconazole, ketoconazole), beta-blockers in heart
failure, baclofen, corticosteroid, tetracosactide, alpha-blockers, amifostine, tricyclic antidepressants, antipsychotics, anesthetics, immunosuppressive agents. Undesirable effects: Asthenia, dizziness,
headache, mood swings and/or sleep disturbance, cramps, hypotension, allergic reaction, skin rashes, gastrointestinal disorders, dry cough, dry mouth, risk of dehydration in the elderly and in patients
suffering from heart failure, blood test abnormalities. Presentation: Container of 30 tablets. Keep the container tightly closed to protect against moisture. PA 568/018/001-004. PA Holder: Les
Laboratoires Servier, 22 rue Garnier, 92220 Neuilly-sur-Seine, France. Date of First Authorisation: 13th June 2008. Date of Revision of the Text: July 2009. Further information
available from: Servier Laboratories Ireland Ltd, Block 2, West Pier Business Campus, Old Dunleary Road, Dún Laoghaire, Co Dublin. Tel: (01) 6638110 Fax: (01) 6638120.
www.servier.ie. Date of Preparation: October 2009.
References: 1. Acerycal Summary of Product Characteristics July 2009. 2. Bahl V. et al. Am. J. Cardiovasc. Drugs 2009; (3):135-142. 3. Dahlöf B. et al. for the ASCOT Investigators. The Lancet 2005;
366:895-906.

product news
First combined oral contraceptive pill
delivering body-identical oestradiol
launched

Two thirds of hypertensive patients are
controlled in 2 months with the lowest
dose of Acerycal 5mg/5mg

Qlaira (oestradiol
valerate and
dienogest), a highly
effective and welltolerated combined
oral contraceptive
delivering oestradiol,
the same oestrogen
produced naturally
by the body, is now
available in Ireland.
While the progestogen
component of the
combined oral
contraceptive pill has
changed over the last 50 years, the oestrogen component has
always remained the same (ethinyloestradiol). Qlaira therefore
establishes a new class in oral contraception.
Research shows that increasing numbers of women wish to
have a pill that delivers the same oestrogen as that produced
by the female body but, up until now, this option has not been
available to them. Qlaira is a new contraceptive option for
women who want the confidence of reliable contraception and
the reassurance of using a contraceptive delivering oestrogen
identical to that occurring naturally in the female body.
Results of research recently announced reveal that the GP is
the main source of information about contraception, with 86
per cent of Irish women relying on their GP for information,
followed by friends and family at 44 per cent and the internet
at 39 per cent.
In terms of factors that influence the choice of oral
contraceptive pill, again the GP is key here with 93 per cent
of women saying that a doctor’s recommendation is a key
consideration. The next most important consideration is the
efficacy of the pill at 92 per cent, followed by how the pill
impacts the body at 90 per cent.
In the clinical trials involving 2,266 women, Qlaira showed
excellent contraceptive efficacy (99 per cent effective in
providing birth control) and good cycle control in women aged
18-50 years; this is the first time that oral contraceptive pill trials
have included women up to the age of 50 years.
Offering dynamic dosing, Qlaira incorporates an oestrogen
step-down and a progestogen step-up regimen. One Qlaira
pill is taken daily for 28 days, with the first 26 pills delivering
hormones and the last two, placebo.
As well as delivering oestradiol, Qlaira also contains the
progestogen, dienogest, providing a strong endometrial focus
and therefore delivering good cycle control.
Clinical trial results have shown that nearly 80 per cent of
women taking Qlaira
reported a high level
of satisfaction. The
frequency of Qlaira
side effects are similar
to low-dose combined
oral contraceptives
containing 20mcg
ethinyloestradiol.
Continuation rates in
clinical studies with
Qlaira were high.

Recently published, the STRONG study confirms that Acerycal
(perindopril + amlodipine combination) provides powerful
blood pressure lowering in hypertensive patients whatever
their previous treatment regimen. 1,250 patients with moderate
to severe hypertension were enrolled to take a single tablet
of Acerycal 5mg/5mg once a day in the morning. 32.6% of
patients were newly diagnosed and previously untreated,
40.5% had hypertension uncontrolled on monotherapy with
an angiotensin converting enzyme inhibitor (ACE inhibitor),
angiotensin II receptor blocker (ARB) or calcium channel blocker
(CCB) and 26.9% were hypertensive inadequately managed with
other combination therapy.
Results show mean blood pressure decreases significantly
from baseline (167.4/101.4 mmHg) over 2 months by 41.9/23.2
mmHg (p<0.0001). Target blood pressure was achieved in 66.1%
of patients in the total population, 68.3% of untreated patients,
68.4% of patients uncontrolled with monotherapy and 59.9% of
patients inadequately managed with combination therapy.
161 patients had severe hypertension (SBP>180 mmHg at
baseline). 62% of this sub-group of patients achieved blood
pressure target and experienced a significant blood pressure
reduction of 63.2/29.0 mmHg.
It is important to note the early and gradual blood pressure
decrease resulting in high control rates with Acerycal 5mg/5mg
from the second week. These impressive results with the
lowest dose Acerycal 5mg/5mg show the powerful reserve that
Acerycal can provide with the three higher strengths. Acerycal
was well tolerated with 94% of patients adhering to the
treatment and a low incidence of leg oedema (0.7%).
These new results have relevance for Ireland where Slán
2007 revealed that 60% of people aged 45 years or over had
hypertension and 70% of those on medication were not well
controlled.
In addition to powerful blood pressure control, the ASCOTBPLA study confirms the superior cardiovascular protection
of amlodipine/perindopril combination (Acerycal) versus
a ß-Blocker/hydrochlorothiazide regimen with significant
reductions of 24% in cardiovascular mortality and 11% in total
mortality. Consequently, with the evidence from ASCOT, BHS/
NICE guidelines were updated and placed ACE Inhibitor + CCB
combination at Step 2 in the management of hypertension. In
the same way, ESH/ESC guidelines recommend the combination
of ACE Inhibitor and CCB.
Acerycal, one tablet daily, is indicated as a substitution
therapy for treatment of essential hypertension and/or stable
coronary artery disease in patients already controlled with
perindopril and amlodipine given concurrently at the same
dose level.
Acerycal is available in 4 doses, enabling flexible prescribing
in line with the doses tested in ASCOT. The ACE inhibitor dose
comes first followed by the CALcium channel blocker dose,
hence the name Acerycal. Acerycal is produced in Ireland, in
Arklow, Co Wicklow for worldwide distribution.
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product news
Significantly more smokers with mildto-moderate COPD quit smoking using
Champix (varenicline) compared with
placebo
New study results showed that 42.3 percent of smokers with
mild-to-moderate chronic obstructive pulmonary disease
(COPD) who took Champix (varenicline) were able to quit
smoking and remain abstinent during the last four weeks of
treatment (weeks 9-12) compared with 8.8 percent of those
given placebo (p<0.0001).
These findings were presented by investigators at CHEST
2009, the 75th Annual International Scientific Assembly of the
American College of Chest Physicians (ACCP).
Up to one-half of all people who smoke may eventually
develop COPD, a serious illness that includes both chronic
bronchitis and emphysema. COPD is characterised by
progressive airflow limitation that results in symptoms such
as difficulty in breathing, cough, and increased production of
sputum (mucus or phlegm).
Around 80 to 90 percent of COPD cases are caused by
smoking. Approximately 200,000-300,000 people in Europe die
each year as a result of COPD.
According to international treatment guidelines from
the Global Initiative for Chronic Obstructive Lung Disease
(GOLD), quitting smoking is the single most effective--and
cost-effective--intervention to prevent COPD and slow its
progression. The guidelines recommend that all smokers,
including those who may be at risk for COPD and those
who already have the disease, be offered the most intensive
smoking cessation intervention feasible, such as medication
and support.
“We at Pfizer want to help people quit smoking,” said
Dr Briggs W. Morrison, senior vice president, Primary Care
Medicines Development Group at Pfizer. “We sponsored this
trial to offer healthcare providers additional information on
smokers who are at risk for or diagnosed with COPD, who might
especially benefit from quitting. This is just one of several
planned and ongoing studies of varenicline that we hope
will enhance the medical community’s understanding of this
important medicine”

New Enbrel 50mg MYCLIC autoinjector
offers patients convenience and ease-ofuse
Enbrel (etanercept), Wyeth’s biological treatment for
rheumatoid arthritis, ankylosing spondylitis, psoriatic arthritis
and plaque psoriasis, is now available as a new easy-to-use prefilled auto-injector device, known as the Enbrel MYCLIC pen.
The Enbrel MYCLIC pen is a single-use auto-injector,
designed to deliver Enbrel as a 50mg subcutaneous injection. It
has been developed to offer ease-of-use and enhance patient
confidence with the injection process.
The Enbrel MYCLIC pen incorporates a number of features to
help patients including a mechanism to prevent accidental or
premature misfiring of the pen device, and a large window to
display the progress of the injection. The pen also features an
audible click to confirm that the injection has been completed.
The design philosophy has been to minimise the opportunity
for any patient confusion or mistakes.
Wyeth Ireland Medical Director Dr Declan O’Callaghan
commented: “Extensive research has gone into the
development of the Enbrel MYCLIC pen to ensure its ease-ofuse and patient-friendliness. The aim throughout has been to
focus on features that enable the patient to feel comfortable
with, and confident about, the injection process.
“We believe patients with limited dexterity will, in particular,
welcome the new Enbrel MYCLIC pen,” continued Dr
O’Callaghan. ”In addition, patients who suffer from a fear of
needles will appreciate the fact that the Enbrel MYCLIC pen
has a needle safety shield to keep the needle hidden before,
during, and after the injection.”
The Enbrel MYCLIC pen is licensed for use in all Enbrel
adult indications. In addition to the new Enbrel MYCLIC pen
(50mg dose), Enbrel continues to be available as a pre-filled
syringe (25mg and 50mg doses) and as a powder for mixing
with solvent solution (25mg dose adult and paediatric
presentations).
Please note all patients should receive training from a
healthcare professional familiar with the use of the device
before using the Enbrel MYCLIC pen. Wyeth has been delivering
a comprehensive healthcare professional training programme
for the Enbrel MYCLIC pen prior to its launch for healthcare
professionals.

Nutilis website launched
Nutricia Advanced Medical Nutrition has announced
the launch of Nutilis.com, a new website which provides
healthcare professionals and patients/carers with valuable
information on how to help and manage dysphagia.
It is a well laid out website, with a useful video on how to
use Nutilis. It also includes information on the revolutionary
amylase-resistant property. This feature ensures thickened
food and fluid will maintain the prescribed consistency and
not turn back to liquid in the mouth which, unlike other
thickeners, allows for a safer swallow.For further information,
visit: www.nutilis.com
Nutilis has a new packaging design which will filter into
the market over the coming weeks. Please note, there

58

has been no change to the
ingredients. Following extensive
laboratory testing, the storage
life of Nutilis after opening has
been extended from one month
to two months. You will see
this indicated on the new label.
Unopened, the shelf life of Nutilis
remains two years.
For further information,
contact Nutricia on freephone
1800 923 404.

www.your

product news
Instanyl (intranasal fentanyl spray)
now available in Ireland from Nycomed
Products Ltd
A study published in the Current Medical Research and
Opinion demonstrated the efficacy of the new intranasal
formulation of fentanyl, Instanyl in the management of
breakthrough cancer pain (BTCP) compared with oral
transmucosal fentanyl citrate (OTFC). The multinational,
crossover trial concluded that pain relief was significantly
greater for Instanyl compared to OTFC at all time points:
25% of episodes showed clinically significant pain relief,
defined as ≥33% reduction in pain intensity, as early as 5
minutes after treatment with Instanyl, compared to 7% with
OTFC. (p<0.001)
51% of the Instanyl treated episodes showed clinically
significant pain relief, defined as ≥33% reduction in pain
intensity, at 10 minutes, as compared to 24% with OTFC.
(p<0.001)
The study also showed that patients found Instanyl
significantly easier to administer than OTFC, with 90% of
patients finding Instanyl ’easy’ or ’very easy’ to use, compared
to 40% of OTFC patients. Instanyl is the first intranasal
treatment for breakthrough cancer pain to be licensed and
the study showed that 77% of patients preferred Instanyl to
OTFC.
“With a preference for Instanyl more than three-fold higher
compared to OTFC the study confirms that with Instanyl
patients now have a treatment that they feel better matches
their need,” said Professor Mercadante and concluded:
“Instanyl represents a major step forward in the management
of breakthrough cancer pain.”
”Breakthrough cancer pain afflicts a large proportion of
cancer patients yet there is a significant under-treatment and
sub-optimal treatment of these patients. Time has come for a
change in the management of breakthrough cancer pain and
with Instanyl now approved we have an intranasal product
with fast onset of pain relief, short duration and which is
easy to use. This will enable us to improve the care of cancer
patients,” commented President of EFIC, Professor Giustino
Varrassi, Dept. of Anesthesiology and Pain Medicine L’Aquila
University, Italy.
Instanyl is approved for the management of breakthrough
cancer pain in adults already receiving maintenance opioid
therapy for chronic cancer pain. This first-in class drug was
granted marketing authorisation on the 20th July 2009, is now
available in Ireland as of 1st November 2009.

Wyeth Receives Positive Opinion for
its 13-valent pneumococcal candidate
vaccine
Wyeth Pharmaceuticals, has announced that the European
Medicines Agency’s (EMEA) Committee for Medicinal Products
for Human Use (CHMP) has issued a positive opinion for the
company’s pneumococcal conjugate vaccine, PCV13 (Prevenar
13*) (Pneumococcal Polysaccharide Conjugate Vaccine
[13-valent Adsorbed]). The CHMP recommends approval of
PCV13 for active immunisation of children aged 6 weeks to 5
years for the prevention of invasive pneumococcal disease,
as well as pneumonia and otitis media (middle ear infection)
caused by 13 pneumococcal serotypes.
The CHMP positive opinion was welcomed by Prof. Hilary
Humphreys, Professor of Microbiology, RCSI who stated that
“This new vaccine offers enhanced protection to patients
against Pneumococcal disease in that it includes important
common serotypes not previously included in existing
conjugate vaccines”
Both Prevenar and PCV13 use CRM197 – an immunological
carrier protein with a 20-year history of use in paediatric
vaccines. Available in Europe since 2001, Prevenar has a safety
profile with a positive risk/benefit ratio, with more than 265
million6 doses of the vaccine having been distributed in 97
countries worldwide and it is currently included in the National
Immunization Programmes of more than 40 countries.
To date, the company has submitted paediatric license
applications for PCV13 in more than 50 countries spanning six
continents. So far this year, PCV13 has been approved in two
countries with Chile being the first in July. The anticipated
European Commission’s decision is expected to lead to more
approvals in countries across Europe. PCV13 is also being
studied in global Phase 3 clinical trials in adults.

La Roche-Posay launches DERM AOX AntiOxidant and Anti-Glycation range
La Roche-Posay is the first brand to offer both an anti-oxidant
and anti-glycation solution in the one skincare – a groundbreaking approach to combat the first signs of ageing with both a
prevention and correction offering.
La Roche-Posay also celebrates the launch of the first serum in
their range, DERM AOX Intensive Anti-Wrinkle Radiance Serum.
DERM AOX Serum has been specifically formulated
to meet women’s high expectations of serums,
providing an instantaneous boost of radiance and
hydration along with more long-term anti-ageing
biological results.
DERM AOX Intensive Anti-Wrinkle Radiance
Serum retails at €35 for 30ml, DERM AOX MultiCorrective Wrinkle Radiance Daycare (normal/
combination skin) retails at €25 for 40ml, and
DERM AOX Multi-Corrective Wrinkle Radiance
Daycare for Dry Skin retails at €25 for 40ml.
The products are available in pharmacies
nationwide from November 2009.
For further information, visit: www.laroche-posay.com

medicines.ie
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product news
New daily diabetes drug improves
glycaemic control with the potential to aid
weight loss
Novo Nordisk has announced that Victoza (liraglutide), the first
once-dailyhuman Glucagon-like peptide-1 (GLP-1) analogue
which regulates blood sugar in a glucose-dependent manner,
is available for people with type 2 diabetes in Ireland.
Victoza is the only human GLP-1 analogue, with 97%
homology to natural human GLP-1 peptide1. Victoza represents
an important advance in diabetes treatment because it helps
patients lower blood glucose, whilst having a potentially
beneficial effect on weight, systolic blood pressure and betacell function, without increased risk of hypoglycaemia. Victoza
is a once-daily injection that can be taken at anytime of day,
irrespective of meals.
Effect on weight
Victoza can help patients achieve weight loss, by increasing
satiety and delaying gastric emptying, and thus reducing
caloric intake. This is an important factor in treating patients
with type 2 diabetes as many patients are overweight. Weight
gain is a side effect of some common treatment regimens for
type 2 diabetes, which increases the risk of obesity-related
illnesses.
Recent research conducted by Novo Nordisk among the
general population has shown that people are very aware
(88 per cent) that being overweight is a strong risk factor for
diabetes.
“With Victoza, patients with type 2 diabetes have an
important new agent to control their blood sugar, and they
may also have the added benefit of weight loss. his is an
important advance for patients with type 2 diabetes, many
of whom are already overweight.” said Professor John Nolan,
Consultant Endocrinologist at St. James’s Hospital, Dublin.
“Additionally, the once-daily formula, independent of meals,
should improve patient compliance and in turn clinical
outcomes” he added.
Additional benefits
Studies have also shown that two further added benefits of
Victoza are a reduction in systolic blood pressure (SBP) and
improved beta-cell function.
Comparative studies
Comparative studies support claims that Victoza does more
than simply lowering blood glucose levels. Victoza has been
the focus of an extensive clinical development programme,
LEAD (Liraglutide Effect and Action in Diabetes), which
involved approximately 2,500 patients with type 2 diabetes
receiving Victoza in 40 countries, including Ireland. The LEAD
programme included five randomised, controlled, doubleblind phase 3a studies comparing liraglutide with three
widely used classes of antidiabetic drugs – sulphonylurea,
glitazone or metformin. A direct comparison between Victoza
(liraglutide) and exenatide, both GLP-1 receptor agonists,
was recently published in The Lancet. Results showed that
patients treated with Victoza had a statistically greater drop in
HbA1c of 1.12% compared to 0.79% in the group that received
exenatide. Victoza was also significantly better than exenatide
at lowering fasting plasma glucose (–1.61 mmol/L vs –0.60
mmol/L). Both treatments led to a weight reduction of on
average 3 kg during the 26-week study. The study included a
14- week extension, where patients in the exenatide arm were
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switched to treatment with Victoza and patients in the Victoza
arm continued with Victoza. The results presented at the EASD
meeting in Vienna last month showed that by switching from
exenatide to Victoza, patients benefited from further significant
reductions in HbA1c of 0.32 %(p<0.0001) as well as significant
reductions in bodyweight and systolic blood pressure.

New analysis of pooled clinical data shows
MSD’s Januvia provided significant blood
sugar lowering over two years
A post-hoc analysis, presented at the European Association for
the Study of Diabetes (EASD), of data pooled from studies of
104 weeks in duration showed Januvia (sitagliptin), when taken
alone or in combination with metformin, provided significant
blood sugar lowering over two years.
Januvia is a highly selective, once-daily DPP-4 inhibitor that
enhances a natural body system called the incretin system,
to help regulate blood sugar by increasing levels of active
GLP-1 and GIP hormones; it inhibits DPP-4 over 24 hours. The
fixed-dose combination of Janumet (sitagliptin and metformin)
targets all three key defects of diabetes: insulin deficiency from
pancreatic beta cells; insulin resistance; and overproduction of
glucose by the liver.
Januvia is the first approved medicine in the DPP-4 inhibitor
class of oral treatments. It has been approved in over 80
countries and, to date, there have been more than 15 million
prescriptions dispensed worldwide.
In a post-hoc pooled analysis of data from two clinical trials
evaluating Januvia as monotherapy, HbA1c over time was
examined in 147 patients with a baseline HbA1c of 7.5 to 10.0
per cent who were not taking any diabetes medications upon
entry. The mean HbA1c in the patients (n=32) completing two
years of Januvia monotherapy decreased from a baseline of 8.3
to 6.9 per cent — into target guideline ranges.
The studies had established criteria to specify when
patients should start additional antihyperglycaemic therapy
or discontinue from the studies, and these criteria, including
either measurements of fasting plasma glucose (FPG) or
HbA1c, became stricter over time. The analyses excluded data
obtained after patients had started additional medicines.
Overall, 67 out of 147 patients (46 per cent) in the
monotherapy group received glycaemic rescue medication
or discontinued treatment because patients did not meet the
progressively stricter glycaemic criteria and/or did not meet
the investigator’s expectations of glycaemic improvement over
the two years of study.
In the same post-hoc pooled analysis of data from two
clinical trials evaluating the addition of Januvia to metformin
therapy, HbA1c over time was examined in 852 patients with
a baseline HbA1c of 7.0 to 10.0 per cent who were taking
metformin only (>/=1,500mg/day) at the screening visit. The
mean HbA1c decreased from a baseline of 7.7 to 6.9 per cent
in patients (n=347) completing two years of treatment with
Januvia as add-on therapy.
Among those already on metformin, 283 out of 852 patients
(33 per cent) who added Januvia to metformin received
glycaemic rescue medication or discontinued treatment due
to lack of efficacy (i.e. patients not meeting the progressively
stricter, protocol-specified glycaemic criteria and/or not
meeting the investigator’s expectations of glycaemic
improvement) over the two years.
The SPC for Januvia is available on: www.medicines.ie

crossword
THERAPEUTIC HEATWRAPS

Across
1. Hairstyle of American Indian (6)
4. Drink with tipsy wigs perhaps (4)
8. Supply weapons - for a
memeber? (3)
9. 10 X Don = sinews! (7)
10. Part of the foot, sometimes
fallen (4)
11. Laughing scavenger (5)
14. 	Bewildered dopes assumed an
affected attitude (5)
16. 	Bars licensed premises? (4)
18. 	British doctor, murderer and
sailor perhaps (7)
20. Spare bone? (3)
21. Pig-pen, we hear, is an eyesore!
(4)
22. Pick or chews, we hear (choose)
Down
1. Complain about an M.O.? (4)
2. The funny bone? (7)
3. She is good for a spell! (5)
5. T.V. doctor with questionable
name? (3)
6. Anaesthetist, perhaps, who
reads the meter! (6)
7. Small measurement for small
island! (4)
12. Crooked mob gear lends to
suspension of commerce (7)
13. Seizures of MS pass, srangely
enough (6)
15. New mode for vaulted roof (4)
16. 	Box for Judy’s husband? (5)
17. Tangled bale is competent (4)
19. Climber seen in privy (3)
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Answers to last month’s crossword
Across: 6. seaside 7. heals 9. toto 10. eruption 11. oblong 13. tees
15. otic 16. dosage 18. leukemia 21. fast 22. scene 23. antacid
Down: 1. melon 2. ascorbic 3. idle 4. neat 5. almoner 8. fungus 12.
oedema 13. tug-of-war 14. stretch 17. astir 19. king 20. acne

Congratulations to the winner of last month’s crossword,
Siobhán Sidaway, Dunlo Medical Centre, Ballinasloe,
Co Galway.
Please send your answers to the Editor,
Nursing in General Practice,
GreenCross Publishing, Lower Ground Floor,
5 Harrington Street, Dublin 8.
Closing date for entries: 31st December 2010.
Winner will receive v50.
Please note: the winners’ cheques will be sent out
within 45 days.
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HELP PROTECT THE
FRAGILE ELDERLY
Calcium and/or vitamin D deficiency in the elderly can lead to loss
of muscle tone and an increase in falls and osteoporotic fractures.1-5
Calcichew-D3 Forte is indicated for the treatment and
prevention of calcium and vitamin D deficiency.6

®

Their strength is our forte
CALCICHEW-D3 FORTE CHEWABLE TABLETS PRESCRIBING INFORMATION
(Please refer to full Summary of Product Characteristics when prescribing)
Presentation: Chewable tablet containing 1250mg calcium carbonate (equivalent
to 500mg of elemental calcium) plus 400IU colecalciferol (equivalent to 10
micrograms vitamin D3). Uses: Treatment and prevention of vitamin D/calcium
deficiency. Supplementation of vitamin D and calcium as an adjunct to specific
therapy for osteoporosis, in pregnancy, in established vitamin D dependent
osteomalacia and in other situations requiring therapeutic supplementation of
malnutrition. Dosage and administration: Oral (suck or chew). Adults and elderly:
Two tablets daily. Children: Not intended for use in children. Hepatic impairment:
No dose adjustment required. Renal impairment: Should not be used in patients
with severe renal impairment. Contraindications: Diseases and/or conditions
resulting in hypercalcaemia and/or hypercalciuria, renal stones, hypervitaminosis
D, hypersensitivity to ingredient(s) especially soybean oil and peanut. Precautions:
Monitor serum calcium and creatinine levels, particularly in elderly patients on
cardiac glycosides or diuretics and in patients with high tendency to calculus
formation. Use with caution in patients with impaired renal function. Take into
account risk of soft tissue calcification. Avoid in patients with phenylketonuria or
sugar intolerance. Prescribe with caution in patients with sarcoidosis. Use with
caution in immobilised patients. Additional doses of calcium or vitamin D should
only be taken under close medical supervision. Interactions: Tetracyclines (take

2 hours before, or 4 to 6 hours after Calcichew-D3 Forte), bisphosphonates or
sodium fluoride (take 3 hours before Calcichew-D3 Forte), thiazide diuretics,
corticosteroids, cardiac glycosides, ion exchange resins (cholestyramine), laxatives
(paraffin oil). Calcichew-D3 Forte should not be taken within 2 hours of eating
foods high in oxalic acid (e.g. spinach and rhubarb) or phytic acid (e.g. whole
cereals). Side effects: Hypercalcaemia, hypercalciuria, constipation, flatulence,
nausea, abdominal pain, diarrhoea, pruritus, rash, urticaria. Use in pregnancy and
lactation: Can be used in case of calcium and vitamin D deficiency. Daily intake
in pregnancy should not exceed 1500mg calcium and 600IU colecalciferol (15
micrograms vitamin D3). Avoid overdose as permanent hypercalcaemia affects
developing foetus. Calcium and vitamin D3 pass into breast milk so consider this
when giving additional vitamin D to the child. Pharmaceutical precautions: Do
not store above 30°C. Keep container tightly closed. Legal category: Pharmacy
product. Product Authorisation No: 535/1/3. Product Authorisation holder:
Shire Pharmaceuticals Ltd., Hampshire International Business Park, Chineham,
Basingstoke, Hampshire RG24 8EP UK. Distributed in Republic of Ireland by: Cahill
May Roberts, P.O. Box 1090, Chapelizod, Dublin 20, Republic of Ireland. Further
information is available on request. Date of revision: July 2007.
CALCICHEW is a registered trademark of Shire Pharmaceuticals Ltd in the
Republic of Ireland.

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 may also be reported to Shire
Pharmaceuticals Ltd on +44 1256 894000.
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5. Hunter DJ & Sambrook PN. Arthritis Res 2000; 2(6): 441-445. 6. CalcichewD3 Forte. Summary of Product Characteristics. July 2007.
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