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In Ireland, over 9,000 patients receive
care through an Amgen patient
support programme every year

Cardiovascular Disease
Neutropenia
Anaemia
Rheumatology
Gastroenterology
Dermatology
Multiple Myeloma
Osteoporosis
Immune Thrombocytopenia
Amgen’s patient educational website is www.amgencare.ie
Amgen’s patient support programme referral portal is www.amgencarehcp.ie
Amgen offers Patient Support Programmes for patients who have been prescribed an Amgen medicine.
© 2020 Amgen Ltd. All rights reserved.
Amgen Ireland Ltd., 21 Northwood Court, Santry, Dublin 9, Ireland | IE-NPS-0820-00017 | Date of preparation: October 2020
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Message from
the President
Professor Rose Anne Kenny

Dear Members,
Thankfully, the country and
our patients are emerging
from the consequences of
this past turbulent year.
As a society, we have endeavored
to change our model of practice
during the pandemic, affording
members access to frequent,
stimulating webinars in topic areas
which covered a wide number of
relevant domains. Unfortunately,
the recent HSE hacking episode
meant that we had to reschedule
two important webinars.
The topic of ‘Stroke Prevention’
view here took place on Thursday,
17th June moderated by Dr Mary
Walsh (executive committee) and
Dr Paul Cotter (geriatrician) and
supported by an educational grant
from BMS. The webinar examined
important issues such as ESC AF
guidelines, secondary prevention
services and strategies and NOAC
use in older patients.
On the 22nd of June, the IGS in
collaboration with NUIG hosted
another of our series on marginalised
populations: “Championing older
LGBT people in Ireland: an invisible
population” view here. This webinar
was hosted by James O’Hagan
(advocate) and Dr. Isweri Pillay

(geriatrician) and took us on a
journey with personal accounts
and perspectives coupled with
novel social inclusion initiatives.
There have been a number of
excellent webinars for members
since the new year which are
available on the website.
Another new enterprise for the
society was the introduction of a
public lecture series. We have had
two to date- both related to Covid-19
‘Getting Ireland Vaccine Ready’ and
“Re-opening Ireland after Covid”.
There is clearly an appetite for
these public events, for example,
over 18,000 people logged on to
the first webinair.
Our most recent public lecture,
which took place on 24th June
examined a topic of great national
import: “Ageing in Place - the
Danish experience” view here.
When it comes to examining how
different countries and cultures
address ageing, we need look no
further than Denmark. Danes employ
an ‘ageing in place’ policy whereby,
over 30 years ago, they started to
close down nursing homes and
to redeploy funds and human
resources to enable people stay in
their own homes with support for
health needs as necessary. Numbers
of nursing home residents are
therefore less than one tenth of that
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in Ireland although the population
differences are 5.3 versus 4.4 million
respectively. For the small numbers
of people who are in nursing homes,
the care is in the main, although
not exclusively, delivered in houses
with 4 or 5 “apartments” and a
central nursing pod. Couples can be
together and if one dies, their partner
can remain in the nursing home
apartment- it is ‘home’.
Of 128 countries analysed in the
Social Progress Index, Denmark has
most consistently topped Europe’s
happiness rankings for the past 40
years. Danish society makes it easy
to live an interesting, fulfilled life,
where age is respected. Danes spend
more money per capita than almost
any other nation on children and on
older people. Young people get an
excellent education and health care.
Equipped with a strong liberal arts
education, Danes make productive
employees. Adults spend little time
worrying about retirement and focus
more on pursuing the jobs they love
and can enjoy their final years with
the knowledge that the necessities
will be covered. It’s a virtuous circle.
Professor Rudi Westendorp from the
University of Copenhagen will share
with us his experience of the ‘Ageing
in Place’ model and he will be joined
by a panel of experts to discuss
the social, health and economic
implications of the Danish model
for Ireland.
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There has been much activity
on vitamin D insufficiency and
deficiency and its implications for
immune responsiveness, and in
particular, for Covid infection and
severity of response. Although
deficiency is evident across the
life span it is particularly pertinent
to older adults. The society has
therefore commissioned a position
paper lead by Professor Bernard
Walsh and Professor John Faul
together with a panel of expert
task force members to address
the issue of vitamin D and immune
responsiveness in older adults. The
position paper will be shared with
members in the forthcoming weeks
and launched in early autumn.
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The BGS Spring meeting was jointly
hosted with the IGS on 29 and 30
April. This was hugely successful
virtual meeting, coordinated by our
colleagues in Northern Ireland Professor Bernadette McGuinness
and Dr Mark Roberts -together with
the BGS executive committee lead
by their president Dr Jennifer Burns,
Glascow Royal Informary. The
meeting covered diverse topics such
as deconditioning and rehabilitation,
emergency care, perioperative care,
integrated care, telly-healthcare,
mental health and health and social
care policy. Shane O’Hanlon and
Paul Finucane’s forthcoming book of
poetry ‘Emergence 2’ was promoted
and it appears that this will be a joint
initiative by geriatricians in these

islands. We are all looking forward to
this next edition.
Finally I would like to thank Dr Derek
Hayden and his editing team Dr Rose
Galvin, Ms. Elaine O’Connor and Dr
Liz Moloney, - who have produced
this newsletter. It is no small feat
to keep this going. The team are
very committed and worthy of the
growing interest in their productionenjoy the fruits of their hard work!

Life is a health journey,
with ups and downs,
which can be big
or small, lifelong or
momentary.
At Sanofi, we are there for those
challenges as a health journey partner.
Patients are depending on us. We aim
to protect, enable and support people
facing health challenges, so they can
live life to its full potential.
Through our unique and broad set
of expertise, we are committed to
supporting you and your patients on
their health journey.
For more information please visit
www.sanofi.ie

MAT-IE-2100035 (v1.0) | January 2021
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Welcome to the summer
edition of the Irish
Gerontological Society ezine
which we launch during this
year’s Pride month.
The recent HSE malware attack
disrupted the IGS webinar series
temporarily, however the scientific
programme has thankfully resumed
including the highly successful
webinar ‘Championing older LGBT
people in Ireland: an invisible
population’. Moderated by James
O’Hagan, LGBT Champions
Programme Manager and Dr.
Diarmuid O’Shea, Consultant
Geriatrician this webinar explored the
first-hand experiences of older LGBT
people engaging in Health and Social
care services and outlined some
simple and practical strategies for
becoming more inclusive in practice.
The webinar can be accessed here
via the IGS website.
In this edition Dr. Alice O’Donoghue,
SpR in Geriatric Medicine provides
an insightful summary and review
of the latest instalment in the highly
successful IGS public lecture series
– ‘Ageing in Place - the Danish
experience’. We also hear from Bridie
O’Reilly Chairperson of the Fingal
Older People’s Council who gives
a personal account of some of her
experiences of lockdown and gives a
wonderful overview of the Housing
Options for Our Ageing Population
policy statement and her role as an
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older person’s representative on the
implementation group during the
COVID 19 pandemic. Bridie highlights
the need to develop ‘a range of
housing options that are best suited
to the needs of older people’ and
the importance of ‘Rebalancing the
care model away from the reliance
on nursing homes’, a sentiment that
resonates with this editions’ IGS
Presidents’ message in which Prof.
Kenny outlines the Danish policy
of ‘ageing in Place’, stressing the
need “to redeploy funds and human
resources to enable people stay in
their own homes with support for
health needs as necessary”.
In ‘Right care, right place, right time’
Ciara Gillman, Cork City Integrated
Care Team member provides an
overview of the service provided
by their busy team which operates
in an integrated manner with
older persons services including
the hospital-based services such
as the ED based FITT teams in
CUH and the Mercy as well as
community partners. The team
carry out a Comprehensive Geriatric
Assessment (CGA) “within a person’s
own home” and provide a range of
interventions with the objective of
“maintaining clients independence”.
A wonderful example of Sláintecare
in action.
In a Report from the national stroke
programme (NSP) we hear from
Prof. Ronán Collins, Consultant
Geriatrician and Stroke Physician
and National Clinical lead for Stroke,
in which he outlines the pressure
that the COVID-19 pandemic brought
upon Stroke services and the early
recognition of the importance
of maintaining Early Supported
Discharge (ESD) teams to provide
rehabilitation in patients own homes
during the pandemic, a service that
saw an almost 2 fold increase in
patients despite the pandemic. Prof.
Collins estimates that “ESD may
be applicable to 15% of the stroke
population” and stresses that it is a
priority for resourcing in the National
Stroke Strategy 2021-2026.
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The COVID-19 pandemic has seen
an accelerated move towards use of
digital platforms. While some of this
change has been welcomed, Celine
Clarke of Age Action highlights the
risks of Digital exclusion for older
people and outlines how COVID-19
magnified these risks. Celine argues
that for older people who do not
wish to use the internet, this choice
“should not affect access to service”.
Celine concludes by outlining the
importance of “Improving digital
inclusion across the lifecourse” in
order to “improve older people’s
access to social, commercial,
health, and public participation
opportunities.” In his article, Dr.
Colm Byrne, Consultant Geriatrician
reminds us of the growing global
crisis of Climate Change outlining
how the effects of heatwaves, flood
and air pollution ‘disproportionally
affects frail, older people’ and goes
on to highlight a number of specific
policy areas that may mitigate such
effects.
In our IGS members abroad we hear
from Dr. Kit Mun, Tan, Consultant
Geriatrician in the University of
Malaya Medical Centre (UMMC)
in Kuala Lumpur who provides
some wonderful insights into the
links between Geriatric Medicine in
Ireland and Malaysia, from her own
training in Ireland to some of the
“pioneer” Geriatricians in Malaysia
who graduated and trained in Ireland
leading to the development of the
Malaysian Society of Geriatric
Medicine (MSGM) as well as the
annual Malaysian Congress of
Geriatric Medicine (MCGM).
On behalf of the editorial team, I
would like to thank all of our authors
for their contributions to this edition.
Ahead of our next quarterly edition I
would welcome your submissions.
Best wishes,

Dr. Derek Hayden
Editor
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IGS Public Online
Lecture Series 21st April 2021
Re-opening Ireland after Covid-19 Vaccines, Variants, Lifestyle Behaviours
and Communities.
Dr Alice O’Donoghue,
SpR in Geriatric Medicine

Social connections and
interactions have been major
casualties of the pandemic,
particularly amongst older
adults.
This lecture, a follow-on from the
February lecture ‘Getting Ireland’s
Adults Covid-Vaccination Ready’,
explored the themes of social
engagement and cohesion looking
at the challenges and opportunities
that can be discovered while the
vaccine roll-out continues as Ireland
begins to re-open. This was the
second free public lecture in the
IGS series and was co-chaired by
Dr Diarmuid O’Shea, Consultant
Geriatrician and Prof Pete Lunn,
founder and head of the ESRI’s
Behavioural Research Unit.
Prof Rose-Anne Kenny, Professor
of Medical Gerontology, TCD
and President of the IGS, opened
the discussion highlighting how
friendship and social connections
contribute to healthy aging. She
spoke about the town of Roseto,
USA, whose impact of social
activity on medicine and lifestyle
was studied in the 1960’s by Dr

Stephen Wolf. He discovered the
town’s strong social relationships,
which mirrored their counterparts
in Italy, had a significant effect on
physical health. Numerous studies
have since shown that social
integration and frequency of social
engagements lead to improved
physical health. Outcomes from
The Irish Longitudinal Study on
Aging (TILDA) found that increased
social engagement resulted in
higher quality of life, less depressive
symptoms and less physical illness/
co-morbidities.
Prof Kenny discussed how
loneliness has been shown to trigger
inflammation and stress hormones
in human and animal studies. TILDA
research has shown that social
isolation is linked to higher levels of
inflammation (IL-6/CRP/Fibrinogen)
and stress hormones (noradrenaline/
adrenaline /cortisol). A survey of
TILDA participants 4months into the
pandemic showed that loneliness
was 2½ x more common and was
higher in those who lived alone, had
poor physical and mental health.
Finally Prof Kenny posed the
question ‘How can we re-structure
society to enhance social
engagement to ensure a higher
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impact on quality of life’. She
advocated for promotion of social
engagement throughout life as well
as investing in additional resource
to make community-living more
accessible for older adults.
Prof Cliona O’Farrelly, Professor
of Comparative Immunology, TCD,
delivered the second talk with a
discussion about Covid-19 variants
and vaccines. She explained how
nasopharyngeal cells can be taken
over by virus cells and have the
ability to self-replicate into large
numbers. Viral variants occur when
viruses don’t replicate faithfully.
Variants arise in places with no
quarantine, with no control of virus
or vaccines. If the variant is in the
spike protein, antibodies from a
vaccine may not work, resulting in
the need for a different vaccines.
Vaccines stimulate the adaptive
immune system via antibodies and
T-cells. Prof O’Farrelly highlighted
what we should do on top of ongoing
measures:
•
•
•
•

Get vaccinated
Be prepared for re-vaccination
Keep healthy
Help other countries.
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Prof O’Farrelly then answered
questions posed by the audience:
•

•

How long will immunity last?
Evidence thus far shows one
injection has good protection
however, it’s still unclear how
long immunity lasts. Data from
9/12 post-vaccine follow-up
show good antibody response,
however, there is potential for
re-infection. Viral variants need
to be considered, so further
vaccines/boosters may be
required, alongside an annual
Covid-vaccine
Risks of asymptomatic
transmission? Still unknown,
however, there are Irish studies
looking at people who appear
to have a strong innate immune
system but are resistant to viral
infection
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We then heard from the first
panellist, former Minister for Justice
and board member of Safeguarding
Ireland, Nora Owens, who drew on
her experience as a carer for her
husband. She highlighted the gap in
government policy for older adults
with higher care needs at home and
in residential care. She described
the new awareness of nursing
homes post-covid and emphasised
the importance of planning for the
future.
Broadcaster, Marie-Louise O
Donnell echoed the importance of
regeneration of communities. She
advocated for further investment in
the Arts, in particular co-ordinating
and involving older adults in
the community and residential
care, stating that it should be a
fundamental part of any residential

programme similar to that of
physiotherapy.
Catherine McGuigan, Chief Officer
of Age Friendly Ireland, emphasised
the importance of listening to the
voice of older adults. She outlined
the various initiatives the Age friendly
programme created in order to
help older adults ‘get back to life’
including age-friendly parking. She
acknowledged the importance of the
creative Arts within residential care.
This lecture highlighted the cautious
but positive optimism for older
adults as society gradually re-opens.
The feeling of ‘dipping your toes in
the water gradually’ whilst following
current advice and focusing on
social connections in all aspects of
life was a strong theme throughout.

Enabling people with depression to feel, think and do better1
Brintellix is indicated for the treatment of major depressive episodes in adults1
Brintellix® (vortioxetine) film-coated tablets
Prescribing information: Please refer to the full Summary of Product
Characteristics (SPC) before prescribing, particularly in relation to
side effects, precautions and contraindications.Presentation: Tablets
containing 5, 10, 15 or 20mg of vortioxetine (as the hydrobromide).
Indication: Treatment of major depressive episodes in adults.
Dosage: 10mg once daily. Dose may be increased to a maximum of
20mg daily or reduced to 5mg if necessary. After depressive symptoms
resolve, treatment for at least 6 months is recommended. Can be taken
with or without food. Elderly (≥65 years): Initial dosage is 5mg once
daily. Caution advised if using doses above 10mg daily as data are
limited. Children and adolescents (<18 years): Not recommended
as safety and efficacy not established. Cytochrome P450 inhibitors
and inducers: Consider a dose reduction of vortioxetine if a strong
CYP2D6 inhibitor is added. Consider a dose adjustment if a broad
CYP450 inducer is added to treatment. Renal or hepatic impairment:
No dose adjustment is needed, however exercise caution given that
these subpopulations are vulnerable and data on the use of Brintellix is
limited. Contraindications: Hypersensitivity to the active substance or
excipients. Concomitant use with non-selective, monoamine oxidase
inhibitors (MAOIs) or selective MAO-A inhibitors (e.g. moclobemide).
Fertility, pregnancy and lactation: Should only be administered
to pregnant women if the expected benefits outweigh the potential
risk to the foetus. Limited data on the use of vortioxetine in pregnant
women. Animal studies have shown reproductive toxicity. Use of SSRIs
in pregnancy, particularly in late pregnancy, may increase the risk
of persistent pulmonary hypertension in the newborn (PPHN). It is
expected that vortioxetine will be excreted into human milk, and a risk
to the breastfeeding child cannot be excluded. Animal data showed
no effect on fertility, sperm quality or mating performance. Human
case reports with some SSRIs have shown that an effect on sperm
quality is reversible. Impact on human fertility has not been observed
so far. Warnings & Precautions: Closely supervise patients, especially
those at high risk, for suicide-related behaviours during first few weeks
of treatment and during dose changes. Use with caution in patients: at
risk of hyponatraemia; with a history of mania/hypomania; aggression/
agitation; undergoing ECT; with unstable epilepsy (discontinue

if seizures begin for the first time or increase in frequency); with
bleeding tendencies/disorders, taking anticoagulants or medicines
affecting platelet function; in patients on lithium or tryptophan; with
increased intraocular pressure, or those at risk of acute narrow angle
glaucoma. Monitor patients for appearance of serotonin syndrome or
neuroleptic malignant syndrome and discontinue if occurs. Patients
may experience feelings of aggression, anger, agitation and irritability.
Patients/caregivers should seek medical advice if such behaviour
emerges or aggravates. Brintellix tablets contain sodium (<1mmol/
tablet). Drug interactions: Alcoholic drinks not advisable. Vortioxetine
is extensively metabolised in the liver, primarily through oxidation
catalysed by CYP2D6 and to a minor extent CYP3A4/5 and CYP2C9.
Potential for interactions with: MAOIs, MAO-A and MAO-B inhibitors;
serotonergic medicines (e.g. triptans or tramadol); St John’s wort;
products which may lower the seizure threshold, e.g. antidepressants
(tricyclic, SSRIs, SNRIs), neuroleptics (phenothiazines, thioxanthenes
and butyrophenones), mefloquine or bupropion. Depending on
individual patient response, a lower dose of vortioxetine may be
considered if strong CYP2D6 inhibitor (e.g. bupropion, quinidine,
fluoxetine, paroxetine) is added to vortioxetine treatment. Additionally,
these effects may be greater in patients who are poor metabolisers of
CYP2D6. A dose adjustment may be considered if a broad cytochrome
P450 inducer (e.g. rifampicin, carbamazepine, phenytoin) is added
to vortioxetine treatment. There have been reports of false positive
results in urine enzyme immunoassays for methadone in patients
taking vortioxetine. Exercise caution in interpreting positive drug
screen results. Effects on ability to drive and operate machines:
No or negligible influence however, as dizziness has been reported,
use caution at the start of treatment or when the dose is changed.
Adverse events: The most common adverse reaction is nausea,
which is usually mild or moderate, transient and occurs within the
first two weeks of treatment. The following have been reported in
clinical trials and during post-marketing use: Very common (≥1/10
patients); nausea. Common (≥1/100 to <1/10); abnormal dreams,
dizziness, diarrhoea, constipation, vomiting, pruritus, including
generalised pruritus. Uncommon (≥1/1,000 to <1/100); flushing,
night sweats. Rare (≥1/10,000 to <1/1,000); mydriasis (which may
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lead to acute narrow-angle glaucoma). Not known (from postmarketing reports); anaphylactic reaction, hyponatraemia, insomnia,
agitation, aggression, serotonin syndrome, haemorrhage (including
contusion, ecchymosis, epistaxis, gastrointestinal or vaginal bleeding),
angioedema, urticaria, rash. Sexual dysfunction: The 20mg dose of
vortioxetine was associated with an increase in sexual dysfunction.
Class effect: Studies in patients ≥50 years of age, show an increased
risk of bone fractures in patients receiving SSRIs and TCAs. Not known
if relevant to vortioxetine. Prescribers should consult the full SPC in
relation to other side effects. Overdose: Management consisting of
treating clinical symptoms and relevant monitoring. Legal category:
POM, for non-renewable supply. Brintellix Tablets, blisters of: 5mg
(EU/1/13/891/002) 28 tablets. 10mg (EU/1/13/891/010) 28 tablets.
15mg (EU/1/13/891/019) 28 tablets. 20mg (EU/1/13/891/028) 28
tablets. Further information available from: Lundbeck Ireland
Ltd, 4045 Kingswood Road, Citywest Business Park, Co. Dublin.
Tel: 01 468 9800. Date of last revision of PI: July 2020. Reference:
IE-BRIN-0214. Brintellix® is a Registered Trade Mark.
Job number: IE-BRIN-0222
Date of preparation: July 2020
Reference: 1. Brintellix Summary of Product Characteristics. Available
at https://www.medicines.ie/medicines/brintellix-10-mg-film-coatedtablets-34817/smpc (Accessed: July 2020).
Adverse events should be reported. Reporting forms and
information can be found at www.hpra.ie. Adverse events
should also be reported to Lundbeck on:
01 468 9800 Email: SafetyLuIreland@lundbeck.com
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National Older People’s Council
Housing Implementation Group.
Ms. Bridie O'Reilly

Housing Op
tions for
Our Agein
g Po
Policy Statem pulation
ent

Chairperson, Fingal Older People’s Council

For the first couple of weeks
while I was cocooning,
I settled into a comfortable
routine.
My neighbours knocked with cakes
and newspapers and got me whatever
I needed in the shops. Everyone around
was so lovely to me. Then the County
Council set up a Covid Response Unit
so that no one who was cocooning
was left in need.
They arranged for my shopping to
be delivered. I must admit, online
shopping became a bit of an
obsession. I took to it like a duck to
water. All in all, I wanted for nothing.
However, the idea that I had to stay
in my home, away from people, was
difficult. But of course, I, like many
older people, have not lived this long
without some adversity entering our
lives. We are made of strong stuff. I set
about decluttering my home. I enjoyed
it and was happy with the results.
Strangely, there was a certain amount
of guilt attached to my domestic bliss.
The daily death toll and the amount of
people with the virus was shocking,
and to hear on the Six O’clock news of
the unfortunate old people who were
dying of Covid in nursing homes was
heart-breaking.
Sometime before that, in 2019
Catherine McGuigan, Chief Executive,
Age Friendly Ireland was looking
for two people from the National
Older People’s Council to participate
in the Housing Implementation
Group. Rosaleen Smartt and I put
our names forward to represent older
people. Since then, we have had an
input on separate sub-groups. The
Implementation Group was set up as
a response to the Housing Options
for Our Ageing Population, Policy
Statement and has continued its work
remotely. However, the pandemic
slowed things down. The aim is to

develop a range of housing options
that are best suited to the needs of
older people while recognizing the
diversity and uniqueness of individuals.
Rebalancing the care model away
from the reliance on nursing homes
is important. It is a unique project in
that the Department of Health and the
Department of Housing have come
together to work jointly to progress
the issues of housing and health for
our ageing population. It was this and
other volunteering work that kept me
going throughout the lockdown.
The proportion of the world’s
population aged 65 is set to more than
double by 2050. Our ageing population
will represent one of the most
significant societal developments
that Ireland has ever faced. Housing
needs may change, and varying levels
of support will be needed, including
the need for health and social care
interventions through Slaintecare. This
will enable older people to remain in
their community.
Two key actions outlined in
‘Rebuilding Ireland’ are being
progressed together.
2.18: ‘Department of Housing,
Planning and Local Government
(DHPLG) in conjunction with
Department of Health (DOH) is
developing policy options for
supported housing and housing with
care so that older people have a wider
range of residential care choices
available to them.’ Supported housing
is housing with care and support. It
falls between living independently and
residential care. The provision of this
form of housing is in short supply in
Ireland.
5.8: ‘We will explore ways to
promote the availability of stepdown,
specialist housing for older people
and incentivise down-sizing where
appropriate.’
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Prepared by
the Departmen
and the Depa
t of
rtment of Healt Housing, Planning
and Local Gove
housing.go
v.ie; health.gov h
rnment
.ie

Four
research projects have been
undertaken to date.
1. Housing with support for older
people. (An evidence brief)
2. Thinking Ahead - the Financial
Benefits of Investing in Supported
Housing.
3. The Mature Homeowners Survey
4. Rightsizing Options in Social
Housing
Thirty-one Technical Specialists
have been appointed in each of the
thirty-one County Councils. They will
provide information on lifetime homes,
universal design, and accessibility.
Nine people and a National Manager
have been recruited to the Healthy
Homes Programme to help with
information, support packages, access
to grants, etc. on a caseload basis.
They will report to a strategic advisory
Board including Slaintecare and Age
Friendly Ireland. And finally, a home
rating system has been devised to
allow people to assess their homes
from an age friendly perspective and
a dedicated website will be launched
soon.
More recently, the Minister for Housing,
Local Government and Heritage,
Darragh O’Brien, TD announced a €75
million fund for Housing Adaptation
Grants for older people and people
with disabilities.
Rosaleen and I are very happy to be
involved in the Implementation Group.
We both feel that we are respected,
listened to and our point of view taken
on board. It has kept us busy during
Covid 19.
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Climate Change
and Older People
Dr Colm Byrne

Climate change is happening
now and is caused by human
activity. The health effects
are already being felt and
we must plan to mitigate
these, particularly for older
persons. While COVID-19
has reasonably garnered our
attention over the past 18
months, there is a greater
crisis that warrants our
attention.
Climate change will affect Ireland in
many ways (1). Annual temperatures
will increase on average by between
0.9-1.7°C and up to 2.6°C during
summer months, with greater rises
in the east of the island. Despite an
overall projected decrease in rainfall,
there is expected to be a higher
number of heavy rainfall events
during autumn and winter. There
will also be a higher magnitude and
frequency of storms and flooding
along with an overall rise in sea levels.
Climate change disproportionally
affects frail, older people. These
effects are due to both physiological
and socioeconomic factors (2).
Older people are more vulnerable
to extreme weather such as
heatwaves and storms. This arises
due to changes that occur with aging
such as frailty, chronic disease,
medications, reduced thirst sensation
and social isolation (3-5). The 2018
Lancet Report on Climate Change (6)
estimated that 42% of people over
the age of 65 in Europe are vulnerable
to heatwaves. Flooding, especially
during autumn and winter, will

increase and the displacement
of people will have direct
consequences on the well-being
of older persons as well as their
long-term mental health (6).
The consequences of air pollution
are more pronounced in older people
in light of their often-multiple comorbidities, frailty, and vulnerability
to stressors (7). In Ireland this has
been demonstrated through a study
of patients in St. James’ Hospital,
Dublin, which demonstrated an
association between mortality and
exposure to air pollution among those
who are older, have chronic illness,
and are of a lower socioeconomic
status (8). Compounding this, is
the ongoing major issue of fuel
poverty in Ireland (9), with many older
persons living in poorly insulated
homes dependent on fossil fuels for
heating. Not only does this increase
their exposure to pollutants but this
population will be disproportionally
affected by the consequences of
carbon taxation and cost of fuel given
they have limited alternatives to heat
their homes.
Some specific policies that need to
be considered in Ireland include:
1. Housing adaptation such as
retrofitting of housing with insulation
and carbon neutral heating, and
cooling mechanisms during
heatwaves. This will help reduce
exposure to indoor air pollutants,
reduce risk of fuel poverty and
avoid higher electricity bills. Given
that older persons are less likely to
avail of current tax incentives, this
should be addressed through current
social welfare schemes. The pilot
Page 10

scheme for people living with chronic
respiratory illness administered by
the Sustainable Energy Authority of
Ireland (SEAI) in conjunction with the
HSE is a good example of how such
a scheme can be administered and
delivered (10). This should be expanded
in its remit to the delivery of housing
improvements to older people.
2. Climate change mitigation policies
need to consider how older people
often rely on carers to call to them
on a daily basis. During storms and
extreme weather events these calls
may be curtailed and leave the older
person more vulnerable and at risk
of adverse outcomes. Contingency
plans and emergency protocols
should include outreach programmes
for high-risk individuals and public
education should be delivered on this
issue.
3. There is a requirement for the
Department of Health to implement
their climate change adaptation plan
to ensure heatwave and extreme
weather planning for older people is
performed.
4. Evacuation policies during storm
or flooding events must specifically
address and include the needs of
older, vulnerable, and functionally
impaired individuals especially in
relation to accessing healthcare,
heating, food, and water.
5. Health services should be provided
as close as possible to the patient to
enable engagement of patients with
health services. The Integrated Care
Pathway for the Older Person has
this as a core principle and should
be enacted in full to enable with the
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additional benefit of reducing the
carbon footprint associated with
travelling to different health services.
6. Public transport investment will
benefit older people allowing them to
access health and social care needs.
An integrated network of active
transport routes and local transport
links must be made available and
accessible to older persons who
may have cognitive and functional
impairments.
7. Public transport must be
accessible to all. Presently those with
functional impairments requiring
wheelchair use have to plan at least
24 hours in advance to access train
or bus services. This can significantly
impact ability to participate in social
activities and can lead to social
isolation. Universal accessibility is
necessary to enable disabled people
to access public transport options
and consequently reduce their carbon
emissions.
8. Older persons and disabled
people should be a primary priority
while planning for building and
urban environment adaptations to
ensure appropriate accessibility for
those with functional and cognitive
impairment.
9. The use of digital wearables and
technology should be explored as
methods to improve communication
during extreme weather warnings
to older persons to help promote
safety and wellbeing. This will
also have a role to play in ensuring
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appropriate provisions are delivered
and as a method for older persons to
communicate if they are at high risk
or an adverse event has happened to
them.
10. Policies must encourage and
enable active transport for older
people. The provision of safe well-lit
footpaths, cycle paths, and provision
of visibility equipment will encourage
and provide a safe environment for
older people to use active transport.
This will also increase mobility and
community engagement. We propose
enabling free access to bike sharing
schemes (e.g., Dublin bikes) under
the Free Travel Scheme. There should
be the ability to access the bike to
work initiative while availing of social
welfare or state pension and tax
incentives accessible to persons of
all ages should be made available
for electric bikes, adapted cycles,
and mobility scooters to encourage
low-carbon transport. Given the
societal benefit of cycling of 8 cent
per kilometre (11), there is a case to
be made for providing bicycles and
adapted cycles for free to the user.

Older people have been side lined in
the debate around climate change
as much of the focus has been on
younger, more vocal generations.
However, it is this cohort that are
most vulnerable and are at most risk.
By taking action we can easily provide
positive sustainable impact that will
benefit all generations. Reducing
air pollution will reduce disease
incidence in older people immediately.
Improving the housing stock that
older people live in will improve fuel
poverty. Encouraging active transport
will improve the health of older
people, reduce the likelihood of frailty
and other diseases, and encourage
social inclusion. Older people have
the experience, knowledge, and
willingness to volunteer that can be
harnessed by the green movement
(13)
. By ensuring the needs of older
people are prioritised in climate
change policy formation, older people
can be climate change champions.

The above proposals integrate with
the UN Sustainable Development
Goals – Good health and well-being
(Goal 3), Affordable and clean energy
(Goal 7), Sustainable cities and
communities (Goal 11), and Climate
action (Goal 13) – as well as the HSE
Integrated Care Plan for Older People.
The Department of Health Climate
Adaptation Plan goes some of the
way towards these goals and is to be
welcomed (12).
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BOTH EFFICACY AND SAFETY?

Choose both efficacy and safety with ELIQUIS®

ELIQUIS is a factor Xa inhibitor that offers superior risk reduction in stroke and systemic embolism,
with significantly less major bleeding vs. warfarin in non-valvular AF patients.1,*
• Superiority demonstrated on stroke / systemic embolism vs. warfarin 1
• Superiority demonstrated on major bleeding vs. warfarin 1
ELIQUIS® (apixaban) PRESCRIBING INFORMATION Ireland Consult Summary of Product Characteristics (SmPC) before prescribing PRESENTATION: Film-coated tablets; 5 mg and 2.5 mg apixaban. INDICATION (SPC section 4.1): Prevention of stroke and systemic embolism in adults with non-valvular
atrial fibrillation (NVAF) with one or more risk factors, such as prior stroke or transient ischaemic attack (TIA), age ≥ 75 years, hypertension, diabetes mellitus or symptomatic heart failure (NYHA Class ≥ II). Treatment of deep vein thrombosis (DVT) and pulmonary embolism (PE), and prevention of recurrent
DVT and PE in adults (see Special warnings and precautions for information on haemodynamically unstable PE patients). Prevention of venous thromboembolic events (VTE) in adults who have undergone elective hip or knee replacement surgery (2.5 mg only). DOSAGE AND ADMINISTRATION (SPC
section 4.2): Oral. Taken with water, with or without food. Prevention of stroke and systemic embolism in patients with NVAF: The recommended dose is 5 mg twice a day. In patients who meet at least two of the following criteria: serum creatinine ≥ 1.5 mg/dL (133 micromole/L), age ≥ 80 years, or body
weight ≤ 60 kg the recommended dose is Eliquis, 2.5 mg twice daily. Patients with severe renal impairment (creatinine clearance 15-29 ml/min) should receive Eliquis 2.5 mg twice daily. Therapy should be continued long term. Treatment of DVT, treatment of PE and prevention of recurrent DVT and PE
(VTEt): The recommended dose for the treatment of acute DVT and treatment of PE is 10 mg twice daily for the first 7 days followed by 5 mg twice daily. As per available medical guidelines, short duration of treatment (at least 3 months) should be based on transient risk factors (e.g. recent surgery, trauma,
immobilisation). The recommended dose for the prevention of recurrent DVT and PE is 2.5 mg twice daily. When prevention of recurrent DVT and PE is indicated, the 2.5 mg twice daily dose should be initiated following completion of 6 months of treatment with Eliquis 5 mg twice daily or with another
anticoagulant. The duration of overall therapy should be individualised after careful assessment of the treatment benefit against the risk for bleeding. Prevention of VTE (VTEp): elective hip or knee replacement surgery: The recommended dose is 2.5 mg twice a day. The initial dose should be taken 12 to
24 hours after surgery. Hip replacement surgery, the recommended duration of treatment is 32 to 38 days. Knee replacement surgery, the recommended duration of treatment is 10 to 14 days. Missed Dose for All Indications: If a dose is missed, Eliquis should be taken immediately and then continue with
twice daily dose as before. Switching: Switching treatment from parenteral anticoagulants to Eliquis (and vice versa) can be done at the next scheduled dose. These medicinal products should not be administered simultaneously. Switching treatment from VKA therapy to Eliquis: Warfarin or other VKA
therapy should be discontinued and Eliquis started when the international normalized ratio (INR) is < 2. Switching treatment from Eliquis to VKA therapy: Administration of Eliquis should be continued for at least 2 days after beginning VKA therapy. After 2 days of co- administration of Eliquis with
VKA therapy, an INR should be obtained prior to next scheduled dose of Eliquis. Co-administration of Eliquis and VKA therapy should be continued until the INR is ≥2. Renal Impairment - mild or moderate renal impairment: For the prevention of VTE in elective hip or knee replacement surgery (VTEp), for
the treatment of DVT, treatment of PE and prevention of recurrent DVT and PE (VTEt), no dose adjustment is necessary. For the prevention of stroke and systemic embolism in patients with NVAF and serum creatinine ≥ 1.5 mg/dL (133 micromole/L) associated with age ≥ 80 years or body weight ≤ 60 kg,
a dose reduction is necessary. In the absence of other criteria for dose reduction (age, body weight), no dose adjustment is necessary. Severe renal impairment (creatinine clearance 15-29 mL/min): For the prevention of VTE in elective hip or knee replacement surgery (VTEp), for the treatment of DVT,
treatment of PE and prevention of recurrent DVT and PE (VTEt), Eliquis is to be used with caution. For the prevention of stroke and systemic embolism in patients with NVAF, patients should receive the lower dose of Eliquis 2.5mg twice daily. In patients with creatinine clearance < 15 mL/min, or in patients
undergoing dialysis, there is no clinical experience therefore Eliquis is not recommended. See SmPC for further details. Hepatic impairment: Contraindicated in patients with hepatic disease associated with coagulopathy and clinically relevant bleeding risk. Not recommended in patients with severe hepatic
impairment. Use with caution in patients with mild or moderate hepatic impairment (Child Pugh A or B). No dose adjustment is required in patients with mild or moderate hepatic impairment. Use with caution in patients with elevated liver enzymes (ALT/AST >2 x ULN) or total bilirubin ≥ 1.5 x ULN. Prior
to initiating Eliquis, liver function testing should be performed. Catheter ablation (NVAF): Patients can continue Eliquis use while undergoing catheter ablation. Cardioversion (NVAF): Eliquis can be initiated or continued in NVAF patients who may require cardioversion. See SmPC for further details. Patients
with NVAF and acute coronary syndrome (ACS) and/or percutaneous coronary intervention (PCI): There is limited experience of treatment with apixaban at the recommended dose for NVAF patients when used in combination with antiplatelet agents in patients with ACS and/or undergoing PCI after
haemostasis is achieved. See SmPC for further details. Paediatric population: Eliquis is not recommended in children and adolescents below the age of 18. CONTRAINDICATIONS (SPC section 4.3): Hypersensitivity to active substance or to excipients, active clinically significant bleeding, hepatic disease
associated with coagulopathy and clinically relevant bleeding risk, lesion or condition if considered a significant risk factor for major bleeding, see SmPC for further details. Concomitant treatment with any other anticoagulant agent except under specific circumstances of switching anticoagulant therapy
or when unfractionated heparin (UFH) is given at doses necessary to maintain an open central venous or arterial catheter or when UFH is given during catheter ablation for atrial fibrillation, see SmPC for further details. WARNINGS AND PRECAUTIONS (SPC section 4.4): Haemorrhage risk: Carefully observe
for signs of bleeding. Use with caution in conditions with increased risk of haemorrhage. Discontinue administration if severe haemorrhage occurs. An agent to reverse the anti-factor Xa activity of apixaban is available. For information on reversal and managing bleeding, see SmPC for further details.
Interaction with other medicinal products affecting haemostasis: Concomitant treatment with any other anticoagulant is contraindicated (see contraindications). Concomitant use of Eliquis with antiplatelet agents increases the risk of bleeding. Care with concomitant SSRIs, SNRIs or NSAIDs, including
acetylsalicylic acid. Following surgery, other platelet aggregation inhibitors are not recommended concomitantly with Eliquis. In patients with atrial fibrillation and conditions that warrant mono or dual antiplatelet therapy, a careful assessment of the potential benefits against the potential risks should
be made before combining this therapy with Eliquis. A clinical trial enrolled patients with atrial fibrillation with ACS and/or undergoing PCI and a planned treatment period with a P2Y12 inhibitor, with or without ASA, and oral anticoagulant (either apixaban or VKA) for 6 months. Concomitant use of ASA
increased the risk of ISTH (International Society on Thrombosis and Hemostasis) major or CRNM (Clinically Relevant Non-Major) bleeding in apixaban-treated subjects. See SmPC for further details. Use of thrombolytic agents for the treatment of acute ischemic stroke: Limited experience. Patients with
prosthetic heart valves: safety and efficacy of Eliquis have not been studied in patients with prosthetic heart valves, with or without atrial fibrillation. Therefore, the use of Eliquis is not recommended in this setting. Patients with antiphospholipid syndrome: Direct acting Oral Anticoagulants (DOACs), including
Eliquis, are not recommended for patients with a history of thrombosis who are diagnosed with antiphospholipid syndrome (see SmPC for further details). Surgery and invasive procedures: Discontinue at least 48 hours prior to elective surgery or invasive procedures with a moderate or high risk of bleeding.
Discontinue at least 24 hours prior to elective surgery or invasive procedures with a low risk of bleeding. If surgery or invasive procedures cannot be delayed, appropriate caution should be exercised, taking into consideration an increased risk of bleeding. Eliquis should be restarted after the invasive procedure
or surgical intervention as soon as possible provided the clinical situation allows and adequate haemostasis has been established. For patients undergoing catheter ablation for atrial fibrillation, Eliquis treatment does not need to be interrupted. Temporary discontinuation: Discontinuing anticoagulants,
including Eliquis, for active bleeding, elective surgery, or invasive procedures places patients at an increased risk of thrombosis. Lapses in therapy should be avoided and if anticoagulation with Eliquis must be temporarily discontinued for any reason, therapy should be restarted as soon as possible. Spinal/
epidural anaesthesia or puncture: Patients treated with antithrombotic agents for prevention of thromboembolic complications are at risk of developing an epidural or spinal haematoma which can result in long- term or permanent paralysis. The risk of these events may be increased by the post- operative
use of indwelling epidural catheters or the concomitant use of medicinal products affecting haemostasis. Indwelling epidural or intrathecal catheters must be removed at least 5 hours prior to the first dose of Eliquis. The risk may also be increased by traumatic or repeated epidural or spinal puncture.
Patients are to be frequently monitored for signs and symptoms of neurological impairment (e.g., numbness or weakness of the legs, bowel or bladder dysfunction). If neurological compromise is noted, urgent diagnosis and treatment is necessary. Prior to neuraxial intervention the physician should consider
the potential benefit versus the risk in anticoagulated patients or in patients to be anticoagulated for thromboprophylaxis. There is no clinical experience with the use of Eliquis with indwelling intrathecal or epidural catheters. See SmPC for further details. Haemodynamically unstable PE patients or patients
who require thrombolysis or pulmonary embolectomy: Eliquis is not recommended as an alternative to unfractionated heparin in patients with pulmonary embolism who are haemodynamically unstable or may receive thrombolysis or pulmonary embolectomy since the safety and
efficacy of Eliquis have not been established. Patients with active cancer: Patients with active cancer can be at high risk of both venous thromboembolism and bleeding events. When apixaban is considered for DVT or PE treatment in cancer patients, a careful assessment of the benefits against the risks
should be made. Renal impairment: see dosage and administration section. Elderly patients: Increasing age may increase haemorrhagic risk. Also, the co-administration of Eliquis with ASA in elderly patients should be used cautiously because of a potentially higher bleeding risk. Body weight: Low body
weight (< 60 kg) may increase haemorrhagic risk. Hepatic impairment: see dosage and administration section. Interaction with Inhibitors of CYP3A4 and P-gp: Not recommended with strong inhibitors of both CYP3A4 and P-gp. These medicinal products may increase Eliquis exposure by 2-fold or greater
in the presence of additional factors that increase Eliquis exposure (e.g. severe renal impairment) see SmPC for further details. Interaction with Inducers of CYP3A4 and P-gp: Eliquis should not be used for the treatment of DVT and PE in patients receiving concomitant systemic treatment with strong
inducers of both CYP3A4 and P-gp since efficacy may be compromised. Concomitant systemic treatment with strong inducers of both CYP3A4 and P-gp, Eliquis should be used with caution for the prevention of VTE in elective hip or knee replacement surgery, for the prevention of stroke and systemic
embolism in patients with NVAF and for the prevention of recurrent DVT and PE, though no dose adjustment for Eliquis is required during concomitant therapy with such medicinal products. Hip fracture surgery: Eliquis has not been studied in clinical trials in patients undergoing hip fracture surgery.
Therefore, it is not recommended in these patients. Laboratory parameters: Clotting tests (PT, INR, and aPTT) are affected by the mechanism of action of apixaban. Changes observed at the expected therapeutic dose are small and subject to a high degree of variability, see SmPC for further details. Information
about excipients: Eliquis contains lactose. Patients with galactose intolerance, total lactase deficiency or glucose-galactose malabsorption should not take Eliquis. DRUG INTERACTIONS (SPC Section 4.5): Eliquis should be used with caution when co-administered with SSRIs/SNRIs, NSAIDs, ASA and/or
P2Y12 inhibitors because these medicinal products typically increase the bleeding risk. There is limited experience of co-administration with other platelet aggregation inhibitors (such as GPIIb/IIIa receptor antagonists, dipyridamole, dextran or sulfinpyrazone) or thrombolytic agents. As such agents increase
the bleeding risk, co-administration of these products with Eliquis is not recommended. See SmPC for further details.Due to an increased bleeding risk, concomitant treatment with any other anticoagulants is contraindicated, except under specific circumstances of switching anticoagulant therapy, when
UFH is given at doses necessary to maintain an open central venous or arterial catheter or when UFH is given during catheter ablation for atrial fibrillation. Administration of activated charcoal reduces Eliquis exposure. Also see contraindications and special warnings and precautions section; Consult SmPC
(contraindications, special warnings and precautions and drug interactions) for full details on interactions. PREGNANCY AND LACTATION (SPC section 4.6): Pregnancy: As a precautionary measure, it is preferable to avoid the use of apixaban during pregnancy. Breastfeeding: A decision must be made
whether to discontinue breast-feeding or to discontinue/abstain from apixaban therapy taking into account the benefit of breast-feeding for the child and the benefit of therapy for the woman. UNDESIRABLE EFFECTS (SPC section 4.8): Increased risk of occult or overt bleeding from any tissue or organ,
which may result in post haemorrhagic anaemia. The signs, symptoms, and severity will vary according to the location and degree or extent of the bleeding. Frequencies: common (≥ 1/100 to < 1/10); uncommon (≥ 1/1,000 to < 1/100); rare (≥ 1/10,000 to < 1/1,000); very rare (< 1/10,000); not known
(cannot be estimated from the available data). Prevention of VTE in adult patients who have undergone elective hip or knee replacement surgery (VTEp): Common: anaemia; haemorrhage*; haematoma*; nausea; contusion. Uncommon: thrombocytopenia*; epistaxis*; haematochezia*; liver function
test abnormal (including blood bilirubin increased*); haematuria*; specific haemorrhage such as gastrointestinal*, abnormal vaginal*, urogenital*, post procedural*, wound secretion*, incision site*, operative*. Rare: hypersensitivity*; anaphylaxis*; haemoptysis*; gingival bleeding*; specific haemorrhage
such as eye (including conjunctival)*, rectal*, muscle*. Not known: angioedema*; specific haemorrhage such as brain (encompassing intracranial, intraspinal)*, intra-abdominal*, respiratory tract*, haemorrhoidal*, mouth*, retroperitoneal*, traumatic*, erythema multiforme*. Prevention of stroke and
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Right care, right place, right time.
Ciara Gillman
Cork City Integrated Care Team

Right Care, Right Place, Right
Time, is the slogan of the
Sláintecare programme.
This motto is compatible with
the objectives of The Outreach
Team. We provide input to older
adults in their homes. The team is
multi-disciplinary, comprising of
nurses, occupational therapists,
physiotherapists, therapy assistants
and administration support. A Team
Coordinator facilitates referrals,
enables clear communication across
the service, and organises the daily
workings of the team.
We are based in Cork, covering the
city and the surrounding suburbs and
see 40-45 clients per week. Clients
are under the care of a Geriatrician
while on the service. There are
numerous referral pathways into
this service via an Older Person
Coordinator who is the single point
of contact.
This team offers clients an
alternative pathway from the
Emergency Department (ED) if

deemed medically appropriate.
There are two FITT (Frailty
Intervention Therapy Teams)
embedded in Cork University
Hospital (CUH) and the Mercy
University Hospital (MUH). The FITT
identify potential clients for the
Outreach Team and link with their
relevant Older Persons Services to
facilitate discharge. In addition, the
CUH has a Geriatric Emergency
Medicine Service (GEMS) set in
the ED which also identifies and
redirects clients as appropriate.
Clients are referred after acute
admission, to shorten length of stay
or facilitate a complex discharge
home. Geriatricians can refer from
their rapid access MDT assessment
clinics or from referrals received
from GPs to help prevent admission.
This is not an exhaustive list but
gives an essence of the various
pathways clients can be directed to
this service.
We aim to complete a
Comprehensive Geriatric
Assessment (CGA) with older adults
living with mild to moderate frailty,
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as this is associated with better
outcomes for clients. We review
areas such as medication, nutrition,
continence, mobility, cognition, and
functional ability. We communicate
our findings back to the relevant
Geriatricians at weekly MDT
meetings and via the Older Person
Coordinator. Further plans are made
for follow up and ongoing care.
As a team we strive to provide clients
with the right care. Every person
is asked ‘What matters most to
you’ during the initial assessment.
This is utilised to develop client
centred goals. Clients’ responses
are varied and personal, some want
to continue to live independently,
while others want to regain their
confidence after a fall. We aim to
provide an individualised service, not
prescriptive.
We build a rapport with clients and
as trust builds, further information is
shared, and goals re-evaluated. We
offer advice, support, and equipment
as needed. Some clients only require
brief input. However, we also have
capacity to complete rehabilitation
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with clients post fall or illness for up
to six weeks. We link with colleagues
in primary care and tertiary services
to join up services and assist in
information sharing. The overall
objective is maintaining
clients independence.
Completing an assessment within a
person’s own home is very valuable
and informative, especially with
clients who may have mobility or
cognitive issues. Undertaking a
kitchen or stairs assessment in a
person’s home is more constructive
and insightful. We can then assist
clients to develop strategies to
improve or alter functional tasks in
their home environment. Supporting
family and carers to maximise
client’s abilities. Providing care in the
right place.
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I think the ‘Last 1,000 Day’
philosophy, used in the NHS, is very
powerful and pertinent to the older
adult. This philosophy describes time
as the most important currency in
healthcare, focusing on older adults
last 1,000 days. Giving people the
opportunity to have assessments
and treatments in their own home,
encircled by familiar surroundings
and people offers a lot of benefits.
We can respond to referrals within
a day or two. Providing input at the
time the client’s needs it most, at the
right time. The ability to respond to
referrals rapidly is a major benefit
of this MDT. It provides another
timely avenue for assessment and
treatment, rather than possible
admission or deterioration while
waiting for other services that do

not have the capacity to react so
reflexively. Additionally, helping to
prevent admission by providing MDT
input at home and working closely
with Geriatricians, GPs, and other
services.
It has been a difficult year for all,
living with COVID 19. Older adults
have had to curtail their social
interaction and daily activities to
protect themselves. Providing client
centred input in at the heart of this
team. We are happy we were able to
continue to offer this service to those
in need throughout the pandemic.

Despite its high prevalence
among opioid users,
opioid-induced constipation
remains under-recognised
and under-treated.1
Its true impact on patients'
overall wellbeing and quality of
life may be underestimated.1
constipationconcerns.ie
has been developed to provide
support for people with
the condition.

Reference: 1. Andresen V et al. United European Gastroenterology
Journal 2018; Vol. 6(8) 1254–1266. KKI/IRE/MOV/0023 November 2020
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Age Action Ireland
June 2021
Celine Clarke

The United Nations has noted
the barriers that older persons
face related to literacy and
language may have been
magnified during the
COVID-19 pandemic.
A lack of digital inclusion supports
for those with no, or low, digital
skills in the face of a suddenly highly
digital daily life exposed many
older people to a risk of abuse or
exploitation.
Scale of Digital Exclusion
In Ireland, 21% of 60-74 year olds
and 50% of over 75s have never been
on the internet compared to 0% of
people aged 16- 44.
As a result of statutory interventions
such as the Digital Skills for Citizens
Programme which contributes to
digital skills training for older adults
including, Age Action’s Getting
Started Programme , more people
are accessing the internet. We
have seen many more older people
getting online in recent years: in
2018, almost half of 60-74 year olds
had never used the internet and this
has dropped in 3 years down to just
one in five having never been online.
However, data shows us that this
rapid uptake has not been matched
by a comparative level of digital
skills. More people are getting online
but not all have the skills to stay safe
and engage in meaningful consent
to digital practices. The proportion of

65-74 year olds with basic or above
basic digital skills has risen only
slightly from 17% in 2017 to 19% in
2019.
Impact of Digital Exclusion
Older people without adequate
skills or supports may be unable
to access services such as online
shopping and banking during the
time of lockdown and physical
distancing and may be placed in
a position where they consent to
things they do not understand or
hand over management of their
affairs to others who are more
digitally literate. We know that a
lack of understanding of technical
terms may hamper an ability to give
meaningful consent to terms and
conditions. Government response
measures taken during the pandemic
could leave victims of elder abuse
in further isolation without access
to assistance and support services
and may make it even more difficult
for them to seek help and support
or report abuse. Age Action heard
of many older people in nursing
homes who - in the face of restricted
visiting - did not have the device and/
or skills to maintain connection with
family members. As a result they
were left without social interaction
and the support of family members
in making decisions as to their care.
Older people who experience digital
exclusion were unable to access
services and supports on an equal
basis to others including;
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•

Information (latest updates on
Government policy or detail,
updates on consumer and
advice or information e.g., travel,
refunds

•

Health information and services
(information on minor ailments,
access to online booking for
GPs who often could not be
contacted by phone, access to
tele-health supports such as
online physiotherapy classes)
Social/emotional connection
(video calls, online interest
groups)
Commercial transactions
(online shopping for food,
household goods, clothing,
bedding, appliances, health aids)
Physical and mental health
promotion (home exercise
videos/guidance, entertainment
and cultural content, information
on hobbies to learn, ability to
upload content as part of a
community)
Services (e.g., information on
mental health and bereavement
supports, public transport
options, renewal of driving
licences)

•

•

•

•

Age Action continues to hear
from people who are feeling left
behind in accessing healthcare
as some GP practices are taking
a digital first approach requiring
online appointment bookings and
prescription renewal requests.

Irish Gerontological Society

Equality and Rights
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Central to enabling an ageing
population to realise their choice
to age in place is the capacity to
access information, opportunities
and services on an equal basis to the
rest of the population without digital
inclusion as a barrier.

should not affect access to services
or undermines their right to health
and right to autonomy. For people
who wish to acquire or improve
their digital skills, the internet can
offer many opportunities to support
personal rights, needs and interests,
which should be promoted and
facilitated.

Many older people do not wish to
use the internet, and this choice

Age Action is advocating for a rightsbased approach to planning, delivery

and evaluation to be adopted across
the delivery of policy and supports
in order to ensure that people can
realise their rights.
Improving digital inclusion across
the lifecourse will help improve
older people’s access to social,
commercial, health, and public
participation opportunities.
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IGS Members Abroad Geriatric Medicine in Malaysia
Dr Kit Mun, Tan.

Apa khabar dan salam
sejahtera dari Malaysia!
How are you and wishing
you well from Malaysia.
It has been eight years since I have
travelled back from Dublin to my
home country as a young (in relative
terms) geriatrician. I am currently
working in the University of Malaya
Medical Centre (UMMC) in Kuala
Lumpur.
I am grateful to have had the
wonderful opportunity to train as
a geriatrician and general internal
physician in Ireland, having lived
there for 19 years, including medical
school in Trinity. It had been a
marvelous experience working with
senior geriatricians and physicians
in Tallaght University Hospital (then
the AMNCH), St Vincent’s University
Hospital, Galway, St. James’s Dublin,
Our Lady’s Hospital Navan and the
National Rehabilitation Hospital.
Malaysia is a young country having
achieved independence in 1957. We
have a population of 32.8 million, of
which 7% (2.3 million) are aged 65
years and above, spread out between
the Peninsular and the northern part
of the island of Borneo. Currently,
there are 45 geriatricians in our
National Specialist Register of whom
one-third are in private practice.
This is a far cry from the estimated
required 1150 geriatricians with

a conservative target ratio of 0.5
geriatricians to 10,000 older persons.
The link between Ireland and
Malaysia is strong in terms of
geriatric medicine. At present, twelve
(26%) of our geriatricians graduated
from Irish medical schools. Dr
Srinivas Pangal was our pioneer
physician and geriatrician together
with Professor Dr Philip Poi Jun Hua.
Dr Srinivas was in Tullamore General
Hospital in 1989 and subsequently
worked as a registrar in the acute
geriatric assessment unit in Merlin
Park Hospital in Galway with Dr
Desmond O’Moore from 1990 to
1991. From there Dr Srinivas saw
the need for geriatric medicine
in Malaysia and started the first
geriatric medicine consultancy
service in UMMC in 1991. Professor
Poi was a graduate of the Royal
College of Surgeons Ireland (RCSI)
and received his specialist training
in geriatrics in the United Kingdom.
Together, Professor Poi and Dr
Srinivas established the UMMC
geriatric medicine unit in 1999.
Professor Chin Ai-Vyrn (RCSI and
St. James’) is the head of our unit in
UMMC now. The university hospitals
are under the remit of the Ministry of
Higher Education.
In tandem, Dr Yau Weng Keong and
Dato’ Dr Rajbans Singh formed the
first geriatric medicine unit and day
hospital in the Seremban General
Hospital, in the state of Negeri
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Sembilan in 1994. Later, Dr Yau
and Dr Lee Fatt Soon started the
geriatric medicine unit in the Kuala
Lumpur General Hospital, Malaysia’s
largest general hospital. The general
hospitals are under the remit of
the Ministry of Health. From there,
with the energy and enthusiasm
of following geriatricians and the
support of state health directors,
there are now geriatric medicine
services in 11 of 13 states and one
of three Federal Territories. The
geriatricians from both Ministries
are working together in the National
Geriatric Medicine Training Scheme
with 26 trainees presently.
The Malaysian Society of Geriatric
Medicine (MSGM) was formed
in 2012 to address the urgent
healthcare needs of our rapidly
increasing ageing population. The
Malaysian Congress of Geriatric
Medicine (MCGM) is held in August
annually, temporarily moved to an
online platform with the Covid-19
pandemic. International delegates
and submissions are very welcome.
In 2019, the first World Congress
on Falls and Postural Stability
was held in the Kuala Lumpur
Convention Centre (KLCC) organized
by Professor Tan Maw Pin with the
support of the British Geriatrics
Society. Professor Rose Anne Kenny
was very gracious to travel all the
way to be a keynote speaker and
lead many enlightening discussions.

Irish Gerontological Society

The challenges and joys of treating
Malaysian older persons stems from
our multicultural and multiethnic
nature. We need to be fluent or at
least slightly conversant in several
languages including Bahasa Melayu,
Chinese, English and Tamil with
many dialects within. Our national
language is Bahasa Melayu, taught
in all national schools. However,
there are older persons who may
only be fluent in their own dialect.
We frequently seek help to translate
from our colleagues and carers who
accompany the older person. Each
culture also has their own health
beliefs and traditional treatment
which they may seek before
attending hospital or clinics.
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Another major challenge is noncommunicable diseases and healthy
ageing. The success of our public
healthcare system where many can
receive treatment for a nominal
fee at their local health clinics
and hospitals, in addition to the
development of our economy and
education system had increased life
expectancy from 60 to 76 over half a
century. Our diet is rich and delicious
with many spices, herbs, seasonings
and ways of cooking. Escalated
incidence of diabetes, hypertension
and dyslipidaemia had led to an
increase in cardiovascular disease,
chronic kidney disease, stroke, falls
and vascular dementia which is the
bulk of our daily clinical work.

Geriatric medicine is fast gaining
momentum in Malaysia with
increasing knowledge within the
medical field and the public on
the roles of geriatricians and the
multidisciplinary team in maintaining
intrinsic ability and functional
capabilities of the older person.
However, there are still many who
have not heard of geriatric medicine
and are very surprised that such a
specialty exists. We will soldier on in
hope that our future geriatricians can
spread to all corners of Malaysia.

University of Malaya Medical
Centre (UMMC) in Kuala Lumpur.
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IHF Supporting Staff
Health & Wellbing
'How people die remains
in the memory of those
who live on’.

• emotional exhaustion.
• detachment (not caring at all).
• feelings of powerlessness.
• cynicism.

This quote from Dame Cicely
Saunders, the founder of the modern
hospice movement has never been
more true especially as we come
through a global pandemic. It also
applies to staff and how they may have
been affected by the pandemic both
on a personal and professional level.
Working in the area of gerontology
means that the people we support
are generally older and more frail,
and because of this death can be an
expected part of our job. This means
that death is something that we
regularly have to cope with and while
we may have considerable experience
of death, it does not make each death
any easier to cope with. Also the
challenges that COVID brought, the
public health measure, using PPE
meant that we had to care of our
patients or residents in ways that
may have caused us great upset and
difficulty.

None of these feel good and none
of these are good for you as a staff
member or as a person, or for the
people that you are looking after.
If you are working with people who are
facing dying, death and bereavement,
it is useful to remind yourself of the
following:

Caring for people at end of life
can be rewarding but it can also be
very draining. Caring is emotional
work. Healthcare workers tend to
be people who are motivated to care
for others. This predisposition, and the
nature of care work itself, mean that
particular attention is needed if staff
are to avoid compassion fatigue and
burnout. Compassion fatigue has been
likened to over-caring, or caring too
much. It is often characterised by:
•
•
•
•

an inability to switch off.
intrusive thoughts or dreams
about work.
avoidance and withdrawal
irritability.

If we do not attend to compassion
fatigue especially if it is accompanied
by overwork, it can lead to burnout.
Burnout is a defensive mechanism,
which is characterised by:

•
•
•

•
•
•
•

You are not immune to grief.
You need to take care of yourself
in order to be effective and
resilient in this work.
You need to be supported in this
work by the organisation (hospital
or nursing home) that you are
working for.
You need to be aware of your own
approach to loss and to death.
You need to have a sense of what
draws you to this work and what
you get out of it.
You need a safe place to process
your own feelings.
You need to have a sense of what
helps you to stay healthy and
committed to this work

Irish Hospice Foundation (IHF) is a
national charity that addresses dying,
death and bereavement in Ireland.
We run a number of programmes to
support staff in a range of settings
including hospitals, nursing homes,
primary care, etc. on issues related to
end-of-life care, advance care planning
and supporting staff. The following
programmes, resources and training
are aimed at supporting staff in terms
of health and wellbeing and self-care.
•

We have produced a
comprehensive Toolkit for
Compassionate End-of-Life Care
to enable and support healthcare
workers deliver compassionate
end-of-life care during this latest
wave of the pandemic.
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•

•

•

•

•

Supporting Staff Health &
Wellbeing workshop is a half
day workshop for healthcare
staff who encounter death as
a regular part of their regular
work environment for example
those working with people who
are dying, or have died, and their
families.
The aim of the session is to
provide a platform for staff to
reflect on, and understand, the
potential impact this work may
have on them. The learning
module will explore ways of
developing and building resilience
and supporting wellbeing in the
workplace.
The Grief in the Workplace
programme provides support
to organisations, managers and
employees on coping effectively
with grief in the workplace
environment (Contact: breffni.
mcguinness@hospicefoundation.ie)

Our Care & Inform Hub has been
specially developed to support
those facing dying, death and
bereavement during COVID-19.
It has a dedicated section for
healthcare workers. It also
includes information on grieving
in exceptional times, planning
a funeral, supporting children/
young people who are grieving
and other supports for carers.
IHF Bereavement Support Line
Freephone 1800 80 70 77.
Available Monday to Friday, 10am
-1pm. In partnership with the HSE.
Our Bereavement Support Line
is for any adult grieving in these
exceptional times which includes
healthcare staff.

For more information on our
services please contact the IHF
Tel: 01 6793188
Email: info@hospicefoundation.ie
Website: www.hospicefoundation.ie
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IGS meeting report:
IGS Public Lecture: Reopening Ireland after COVID-19
- Vaccines, Variants, Lifestyle Behaviours and Communities.
Dave Shanahan

One of the gifts of ageing
is the opportunity to
gain wisdom. The Irish
Gerontological Society’s
meeting of April 21st helped
us glean new behaviours to
support better lives and more
sustainable communities.
Dr Diarmuid O'Shea, co-convenor
with Prof Peter Lunn ESRI, introduced
speakers and panellists to address
topics arising from societal opening
post vaccination and Covid-19.
Prof. Rose Anne Kenny gave
an inspiring presentation from
Rosetta Pennsylvania. Emigrants to
Pennsylvania USA from Rosetta, a
small Italian town, rebuilt their new
town also called Rosetta, as a mirror
of the original. Dr Stephen Wolf, a
US physician lecturing on stroke and
heart disease in US patients, was
invited by a GP with many Rosetta
families to come and observe how
his Rosetta patients did not exhibit
the cardiovascular and cancer related
diseases common to Dr Wolf. Wolf
noted no differences in diet or risk
factors in Rosetta compared to
surrounding populations. Yet Rosetta
residents were clearly healthier and
lived longer.
Finally, Wolf deduced their strong
health derived from the intense
community they had created, one
with vibrant social connections.
Their shared meals, events, intergenerational family units and
engagement with neighbours and
each other was the key difference
in their community.
Science has proven this landmark
finding - social engagement and
integration provide profound health
benefits, by reducing stress and
lowering inflammation in the body.
This increases longevity, productivity

and mental acumen. Staying socially
connected and active is essential for
healthy ageing. A meta-analysis of
148 clinical studies in over 308,000
patients demonstrated a 50% increase
in longevity for those with strong social
relationships!
Professor Peter Lunn, ESRI and coconvenor asked about the impact
on younger people today who
socialise mostly online? Prof Kenny
explained we humans crave face to
face interaction. Technology should
complement this, not replace it.
Dr Cliodhna O’Farrelly, professor
of comparative immunology TCD,
simplified the vaccine debate with
an engaging explanation of adaptive
immunity, how the vaccines were
engineered, how they work and how
they differ. The best one is the one you
can get soonest…also, we may need
annual boosters. To imagine science
taming Covid-19, much as we have
the common flu, with annual jabs was
really heartening.
Prof Lunn queried what lessons for
people in Authority? Nora Owen,
pointed to our new celebrities - our
public health experts and carers. She
outlined some deficiencies in caring
well for our aged. She spoke movingly
of her husband Brian, for whom
she cared at home. Brian suffered
from dementia. She emphasised the
importance of policy to support people
address important problems early,
such as inheritance, care, advanced
directives, etc., while faculties and time
allows. One individual may need to
advocate and navigate for the other in
a system which can be bureaucratic
and challenging.
Marie Louise O’Donnell addressed
challenges faced by rural communities
- further isolation and decline from
Covid-19. She promoted the arts as
a covid response - arts in our nursing
homes, the promotion of music
and theatre to be celebrated. Why
not a Minister for older people? A
Page 20

responsible person for older people in
every government department?
Catherine McGuigan who leads
Age Friendly Ireland added some
context here. Her team secured
representation directly on all county
councils. They support 65,000 calls
annually to “community call”. They
worked with Creative Ireland delivering
Covid concerts in care homes. They
have improved practice in policy for
older people, such as eligibility to
drive. Some €200 million is being
spent via the National Transport
Authority, improving walk, cycle and
rail programmes and upgrades to
national transport links to benefit older
people. Age Friendly Ireland supports
the transition of older people to age
friendly housing, working with older
people to co-design facilities and
policies for older people.
Dr Diarmuid O’Shea asked how
do we restructure society after
Covid-19? How do we increase social
engagement? Prof Pete Lunn spoke of
“trade-offs” - his own area of research.
We got some great insights - for
instance, Denmark has 10% of the Irish
nursing home capacity for a population
of 5.5million!
The panel agreed the re-opening
strategy needs to be coordinated,
targetted and led by the Taoiseach’s
department. Planning and building
should reflect demographic change.
We need to “right size” development for
young and old, cluster accommodation
to develop better services and access.
Festivals, the arts, the “Forget Me
Not’s” choir beloved by Nora Owen
and the late Brendan Grace, were
referenced as tangible examples
which make a difference.
Dr Diarmuid O’Shea pointed out we
have 750,000 citizens aged over 65
years. An older person’s forum seems
appropriate and something for the
future perhaps?
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Report from the
national stroke
programme (NSP)
Prof. Ronán Collins

The last year has been a
challenging one for the
stroke programme.
The pandemic put immediate
pressure on stroke services and
personnel around the country and
much of our efforts were spent trying
to maintain stroke services safely,
prevent redeployment of specialist
staff, maintain early supported
discharge teams and advocate
for staff and patient protection.
In this regard we sought alliances
with colleagues in the UK and NI
under the auspices of the British
Association of Stroke Physicians
(BASP) in a ‘5 nations’ approach to
a joint consensus statement on our
opinion of swallow assessment and
NG placement as ‘aerosol generating
procedures’, and a joint statement
on the importance of maintaining
ESD services during the COVID-19
crisis. Indeed arising from this an
ESD collaborative with colleagues
in Nottingham, Scotland and Cork
produced a useful repository of
digital apps that could facilitate
remote therapy.
Great credit is due to the Early
Supported Discharge teams across
the country who maintained both
face-to-face and telemedicine
rehabilitation to patients at home
after stroke throughout the
pandemic and in fact the Irish
national audit for stroke (INAS)
reported an increase in patients
being discharged with ESD during
the COVID-19 crisis with over 7%

patients discharged to ESD during
wave one of COVID-19 compared to
4.1% the previous year before COVID.
This represents a large shift towards
ESD and many factors such a critical
review of eligibility criteria by ESD
teams, a focus on discharge first for
bed occupancy and patient safety
considerations and a greater utility
of technology all played apart. We
feel ESD may be applicable to 15%
of the stroke population and so we
have more to achieve, but in addition
to extra resources there is a need, in
my view, for ESD to redefine itself as
it develops and move beyond what
were ‘traditional’ eligibility criteria.
It seems very likely that both milder
and severe strokes would also
benefit for components of the ESD
skillset. Resourcing of ESD remains a
priority in the implementation phase
of the national stroke strategy.
National guidance from the NSP
on stroke during the pandemic can
be found at ‘HSE COVID -19 clinical
guidance and evidence’ view here
which includes links to our joint
statements with BASP on aerosol
generating procedures and ESD.

care and cure, restoration to living
and research & education. Some
stakeholders felt it was not farreaching or comprehensive enough,
especially regarding after care when
considering the ultimate aims of
the European stroke organisation’s
stroke action plan for Europe
(SAP-E) , and this is accepted
as fair comment. However our
national stroke strategy needed to
be achievable over the lifetime of
a government and the view of the
clinical advisory group was that the
2021-2026 document addresses
much of our basic deficits and would
put the country on firm foundations
for the ‘next steps’ strategy to
begin in 2025 with the ambition of
achieving the full aims of the SAP-E
by it’s own deadline of 2031. The
stroke strategy has been presented
to the chief clinical officers’ forum
and well received by the HSE. It is
to be forwarded to the Department
of Health soon for publication.
There is already a commitment in
the programme for government
to implement the national stroke
strategy.

The National Stroke Strategy
2021-2026 was sent in its final draft
to the HSE in January after wide
consultation with all stakeholders.
I want to thank everyone for
their support and input into the
document and I think it represents
a very achievable and ambitious
strategy to put our stroke services
on a firm foundation across the
domains of prevention, acute

I want to pay a special tribute to
Edina O Driscoll our programme
manager in helping us get this
important document over the line
and we wish her well in her new
job. Since her departure in January
we find ourselves unfortunately
without a programme manager
for the second time in two years ,
so progress has been impeded by
this and other factors so I thank
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and we hope to announce a new
appointment shortly.

report and subsequent COVID-19
audit on the effect of wave one
of the pandemic on our stroke
metrics are really well compiled and
presented and congratulations to
Joan McCormack the cardiovascular
audit manager for NOCA and INAS
clinical lead Prof. Joe Harbison
and the whole writing team. The
future relationship between INAS
and the NSP is an important one
as INAS must highlight not only
what is going well but challenge the
programme in areas where things
need to improve and inform where
a QI focus is needed. In this regard
the tedious and often onerous task

The Irish national audit for Stroke
(INAS) published its first audit on the
2019 stroke registry data earlier this
year (https://www.noca.ie/audits/
irish-national-audit-of-strokeinas) and again while many of our
metrics such as door to decision
time (national median under an hour)
and provision of thrombectomy
(9% of ischaemic stroke) are very
encouraging , there are worrying
trends of delayed presentations
to hospital and still inadequate
access to our stroke units. The

New 50 years Clonmel Corporate ad A5 FA.pdf

1

12/10/2020

of data collection undertaken by
our CNS and HSCP colleagues, in
particular, on a day to day basis must
be acknowledged and recognised
for its essential value in monitoring
and improving the quality of our
stroke services on an ongoing basis.
On behalf of the NSP programme
I want to thank them in particular
for maintaining the data collection
despite the most difficult of
circumstances, which often included
redeployment to the general wards.
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Step into my world
A day in the life of an Occupational
Therapist in the Emergency Department
Over two years ago, I joined
the Occupational Therapy
department in University
Hospital Limerick, where
I continued to follow my
passion for advancing
older persons care within
the acute setting.
I commenced my current role as a
senior occupational therapist in the
Emergency Department in late 2018
as part of the OPTIMEND study. This
randomised controlled trial explored
the impact of early assessment and
intervention by a team of Health and
Social Care Professionals (HSCPs)
on the quality, safety and clinical
effectiveness of care for older
persons in the ED. It was a nationally
funded study and such a model of
care was a new venture for the ED at
University Hospital Limerick. Findings
from the study demonstrated that
HSCPs can positively impact patient
outcomes with respect to time spent
in the ED, discharge home and overall
satisfaction with their ED experience.
Two years later and the team are fully
embedded in the ED and engage in
senior decision-making regarding
older persons care and outcomes,
in collaboration with Emergency
Medicine staff.

The interdisciplinary HSCP team
comprises an occupational therapist,
physiotherapist and medical social
worker; together we foster the ethos
of “every hours counts” when older
persons present to the ED. We
endeavour to commence a holistic
assessment of a person’s functional,
cognitive, and psychosocial status in a
timely manner and focus our attention
on patients with a lower illness acuity
and urgency, for example, non-injurious
falls . One of the first questions I tend
to open my assessment with is: “What
would you like to see happen today?”.
Such an open-ended question can
provide rich insights into a patients will
and preferences in broad terms and
gives us a greater appreciation of the
challenges patients may face. Much
time is spent on subjective information
gathering, particularly for older persons
that present with a nonspecific
complaint. The time spent exploring
the reasons and triggers that led to
the ED presentation are invaluable
and assist us arrive at person-centred
solutions for the patient.
Invariably, patients require onward
referral to alternative care pathways
following discharge from the ED to
support well-being and independence
in their homes and communities.
As we emerge from the COVID-19
Page 24

ĺde O’Shaughnessy in conversation with Stephen
White (senior physiotherapist, UHL) and Dr Damien
Ryan (Consultant in Emergency Medicine, UHL)

pandemic, the paradigm shift from
acute, episodic care to longitudinal,
coordinated and integrated care has
never been more imperative. In clinical
practice, we have seen first-hand the
devastating consequences this virus is
having on our older population - from
high levels of mortality and illness
severity to the deconditioning effect
months of cocooning at home has had
on our oldest old. The loss of cognitive
and emotional wellbeing as a result
of social isolation and loneliness is
being felt across the trajectories of
care. Within the ED, we are seeing older
persons present with manifestations
of social isolation, reduced levels
of physical activity and associated
sequelae. Exploring mechanisms
and referral pathways with patients
to support and facilitate an increase
in physical, cognitive, and emotional
activity has been to the forefront of
clinical practice, most especially in
recent months.
If global pandemic has taught
us anything, it is to appreciate
the longevity dividends that our
older population provide to society as
a whole.
Íde O’Shaughnessy

D
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IRISH
ANTICOAGULATION
FORUM

WEBINAR SERIES 2021
Clinical Case Studies; Managing your complex AF patients

Prof Rónán Collins
Consultant in Geriatric and
Stroke medicine, Tallaght
University Hospital and
National Clinical Lead
in Stroke

Prof Manesh R. Patel

Prof Gábor Széplaki

Richard S. Stack Distinguished
Professor. Chief, Division of
Cardiology. Co-Director Duke
Heart Center. Duke University,
Durham N.C.

Consultant Cardiologist, Head of
Cardiac Electrophysiology, Mater
Private Hospital, Hon. Associate
Clinical Professor RCSI

Dr John Keaney
Consultant Cardiologist and
Electrophysiologist, Director of
EP service, Mater Misericordiae
University Hospital, &
Electrophysiologist, MPH Dublin

Time

Presentation

Speaker

18.00

Open

Dr John Keaney

18.05

Oral anticoagulation in older and vulnerable groups
– the EHRA practical guide 2021

Prof Rónán Collins

18.20

Managing Your High-Risk AF Patient in Clinical Practice

Prof Manesh Patel

18.35

The role of catheter ablation in the treatment of complex
and high risk atrial fibrillation patients

Prof Gábor Széplaki

18.50

Panel Discussion

All

19.05

Close

Dr John Keaney

Given the ongoing IT security issues with the HSE, it may be advisable to register with a non HSE email for this event.
CPD points pending. Certificates of attendance will be issued to attendees.

To register for the upcoming webinars please scan
the QR code or use the following link:
https://www.irishanticoagulationforum.ie/
register-for-events

If you would like further
information please email:
travelandeventsireland
@bayer.com

This meeting has been organised and sponsored by Bayer Limited.
Views and opinions expressed by speakers are not necessarily those of Bayer Limited.

AF, atrial fibrillation;
CPD, continuing professional development;
QR, quick response;
EHRA, European Heart Rhythm Association;

Bayer Limited
The Atrium, Blackthorn Road
Sandyford, Dublin 18, Ireland
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The Annual
and Scientific
Meeting 2021

Closing date
for submissions

6pm, Sunday
Aug 15th

Call for Abstracts

The Irish Gerontological Society is delighted to announce
the 70th anniversary since the founding of the society.
The Annual and Scientific
Meeting 2021 will be taking
place virtually in November.
IGS members are invited to
submit abstracts for poster
or platform presentations.
Successful abstracts will be
published in Age and Ageing.
Only members may submit
abstracts but you can become a
member with special membership
fees for 2021 and 2022 - Click here
for details.

A special membership rate is
valid until September 2022
We invite participation from
clinicians, practitioners, academics,
researchers and students working
in all fields of ageing.
Both quantitative and qualitative
research submissions are
encouraged covering all spectrums
of ageing: social, psychology,
biology of ageing, health, and that
address multi-disciplinary and
interdisciplinary perspectives
on ageing.

Details of abstracts submitted
to previous IGS Scientific
Meetings (2005-2019) are
available on the searchable
IGS Database of Abstracts in
Gerontology. This is located
here under the Research menu.
Enquires to Elaine O Connor,
Hon Secretary via email:
secretaryirishgerontology.com
Please circulate this information
to any colleagues to whom it
may be of interest.

Further details are available at https://members.irishgerontology.com/abstracts/
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Irish Gerontological
Society Upcoming Events

Recordings of all past events and further
details on each upcoming event are
available on the IGS website here.

Date

Time

Event

Thursday
Sept 2nd

15.00 - 16.30

Clonmel Healthcare
Parkinson's Update

Thursday
Sept 9th

15.00 - 16.30

Grunenthal
Chronic Pain in Older Adults

Thursday
Sept 16th

15.00 - 16.30

Galen Health
Vitamin D Position Paper Launch

Thursday
Sept 23rd

15.00 - 16.15

Health Service Executive
Active Ageing

Friday
Oct 1st

14.00 - 16.00

Northern Ireland Frailty Network
Joint Irish Frailty Network (IFN) and
Northern Ireland Frailty Network event
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IGS Executive
Committee
	Prof Rose Anne Kenny

President

Dr Rose Galvin

Vice President

Ms Elaine O Connor

Secretary

Mr Jonathon O'Keeffe RANP, FFNMRCSI	

Treasurer

Dr Colm Byrne

Member

Dr Derek Hayden

Member

Ms Deirdre Lang

Member

Dr Elizabeth Moloney

Member

Dr Aisling M. O’Halloran

Member

Ms Bibiana Savin

Member

Combined
to reflect
their potential

In randomised controlled
studies, Vimovo treatment
provided significant
improvement in WOMAC pain2,
WOMAC function2, and PGAscores2, compared to placebo3.
The PGA questionnaire asked
patients “Considering the way
your arthritis affects you, how
„
well are you doing today? and
the WOMAC pain and function
included items such as walking
on a flat surface, climbing
stairs and going shopping.

Vimovo® is indicated in adults
for the symptomatic treatment
of osteoarthritis, rheumatoid
arthritis and ankylosing
spondylitis, in patients who are at
risk for developing non-steroidal
anti-inflammatory drug (NSAID)associated gastric and/or duodenal
ulcers and where treatment with
lower doses of naproxen or of other
NSAIDs is not considered sufficient.1

References: 1. Vimovo Summary of Product Characteristics. 2. Bellamy N.
WOMAC: a 20-year experiential review of a patient-centered self-reported
health status questionnaire. The Journal of Rheumatology. 2002;29(12):24732476. 3. Hochberg MC, Fort JG, Svensson O et al. Fixed-dose combination of
enteric-coated naproxen and immediate-release esomeprazole has comparable
efficacy to celecoxib for knee osteoarthritis: two randomized trials. Curr Med
Res Opin. 2011;27(6):1243-1253. M-VMO-IE-10-20-0008 – October 2020.

VIMOVO 500mg/20mg modified-release tablets (naproxen and esomeprazole). Refer to the Summary of Product Characteristics (SmPC) before prescribing. Presentation: Modified-release
tablet (oval, biconvex, yellow, marked 500/20 in black ink) containing enteric-coated naproxen (500 mg) and film-coated esomeprazole (20 mg). Indication: In adults for the symptomatic
treatment of osteoarthritis, rheumatoid arthritis and ankylosing spondylitis, in patients who are at risk for developing non-steroidal anti-inflammatory drug (NSAID)-associated gastric and/or
duodenal ulcers and where treatment with lower doses of naproxen or of other NSAIDs is not considered sufficient. Dosage and method of administration: Adults: Oral use. Swallowed whole
(not split, chewed or crushed) with water. Recommended to take at least 30 minutes prior to food intake. One tablet twice daily. Use lowest effective dose for shortest duration possible.
Patients not treated with NSAID previously, or when 1000mg/day of naproxen is not considered appropriate, alternative therapeutic treatment with lower strength of naproxen or of other
NSAIDS as non-fixed combination should be utilised. Review at regular intervals and discontinue if no benefit or if worsening. Not intended for relief of acute pain conditions. Flares of
osteoarthritis, rheumatoid arthritis and ankylosing spondylitis may be treated. Renal / Hepatic impairment: Use cautiously in mild to moderate renal/hepatic impairment and monitor closely.
Consider reduction in total daily naproxen dose. Elderly (>65 years): older people are at risk of serious consequences of adverse reactions. Paediatric population: Safety and efficacy not
established in 0 to 18 years. Contra-indications: Hypersensitivity to ingredients, history of asthma, urticaria or allergic-type reactions induced by administration of acetylsalicylic acid or other
NSAIDs, third trimester of pregnancy, severe heart failure, severe renal impairment, active peptic ulceration, gastrointestinal (GI) bleeding, cerebrovascular bleeding or other bleeding disorders,
must not be used concomitantly with atazanavir and nelfinavir. Special Warnings and precautions: Avoid concomitant NSAIDs use. Can be used with low dose acetylsalicylic acid. Undesirable
effects may be minimized by using lowest effective dose for the shortest duration necessary. Assess at meaningful intervals to prevent over-treatment. Risk-factors to develop NSAID related
GI complications include high age, concomitant use of anticoagulants, corticosteroids, other NSAIDs including low-dose acetylsalicylic acid, debilitating cardiovascular disease, Helicobacter
pylori infection, and a history of gastric and/or duodenal ulcers and upper GI bleeding. In Inducible porphyries and systemic lupus erythematosus and mixed connective tissue disease use
only after rigorous benefit-risk ratio. Patients on long-term treatment should be kept under regular surveillance. Contains very low levels of methyl and propyl parahydroxybenzoate. Elderly:
Naproxen: Older people have an increased frequency of adverse reactions especially GI bleeding, and perforation, which may be fatal. Gastrointestinal effects: Naproxen: GI bleeding, ulceration
or perforation, which can be fatal with or without warning symptoms or a previous history of serious GI events. Risk is higher with increasing NSAID doses, patients with history of ulcers and
in older people. Start with low dose and consider combination therapy with protective agents. Caution in patients receiving NSAIDs with concomitant medications which could increase risk
of ulceration or bleeding. Withdraw treatment if GI bleeding or ulceration. Caution in patients with a history of GI disease. Esomeprazole: In the presence of any alarm symptom and when
gastric ulcer is suspected, malignancy should be excluded. Dyspepsia could still occur. May lead to increased risk of GI infections. May reduce absorption of vitamin B12 due to hypo- or
achlorhydria. Cardivascular and cerebrovascular effects: Naproxen: Appropriate monitoring and advice for patients with history of hypertension and/or mild to moderate congestive heart
failure. The use of coxibs and some NSAIDs may be associated with a small increased risk of arterial thrombotic events. Patients with uncontrolled hypertension, congestive heart failure,
established ischaemic heart disease, peripheral arterial disease, and/or cerebrovascular disease should only be treated with naproxen after careful consideration. Consideration should be
made before initiating longer-term treatment of patients with risk factors for cardiovascular events. Renal effects: Naproxen: Long-term administration of NSAIDs has resulted in renal papillary
necrosis and other renal injury. Renal toxicity has been seen in patients in whom renal prostaglandins have a compensatory role in the maintenance of renal perfusion. Patients at greatest risk
of this are those with impaired renal function, hypovolemia, heart failure, liver dysfunction, salt depletion, those taking diuretics, angiotensin converting enzyme (ACE) inhibitors, or angiotensin
II receptor antagonists and older people. Use with great caution in patients with impaired renal function and monitoring of serum creatinine and/or creatinine clearance is advised.
Contraindicated in patients with baseline creatinine clearance less than 30 ml/min. Assess renal function before and during therapy in patients with compromised renal blood flow. Hepatic
effects: Borderline elevations of liver tests may occur, due to hypersensitivity rather than toxicity. Rare cases of severe hepatic reactions, including jaundice and fatal fulminant hepatitis, liver
necrosis and hepatic failure, some with fatal outcomes have been reported. Hepatorenal syndrome: Use of NASAIDs may be associated with acute renal failure in patients with hepato-cirrhosis.
These patients frequently also have concomitant coagulopathy related to inadequate synthesis of clotting factors. Antiplatelet effects associated with naproxen could further increase risk of
severe bleeding. Haematological effects: Naproxen: Careful observation when administered to patients who have coagulation disorders or are receiving drug therapy that interferes with
haemostasis. Increased risk of bleeding if given to patients with high risk of bleeding and those on full anti-coagulation therapy. Naproxen decreases platelet aggregation and prolongs bleeding
time. If active and clinically significant bleeding from any source occurs, withdraw treatment. Eye effects: Naproxen: recommend ophthalmic examination if any change or disturbance in vision
occurs. Dermatological effects: Naproxen: Discontinue at the first appearance of skin rash, mucosal lesions, or any other sign of hypersensitivity. Esomeprazole: associated with very infrequent
cases of subacute cutaneous lupus erythematosus (SCLE). If lesions occurs and if accompanied by arthralgia, seek medical help promptly and consider stopping treatment. SCLE after previous
treatment with a PPI may increase the risk of SCLE with other PPIs. Anaphylactic (anaphylactoid) reactions: Naproxen: anaphylactic (anaphylactoid) reactions may occur in patients with and
without a history of hypersensitivity or exposure to acetylsalicylic acid, other NSAIDs or naproxen-containing products. They may also occur in individuals with a history of angio-oedema,
bronchospastic reactivity, rhinitis and nasal polyps. Pre-existing asthma: Naproxen: Use with caution and should not be administered to patients with aspirin-sensitive asthma. Inflammation:
Naproxen: may reduce fever and other signs of inflammation thereby diminishing their utility as diagnostic signs. Female fertility: not recommended in women attempting to conceive.
Combination with other medicinal products: Must not be used with atazanavir. Esomeprazole is a CYP2C19 inhibitor. When starting or ending treatment, the potential for interactions with drugs
metabolised through CYP2C19 should be considered. Concomitant use with clopidogrel should be discouraged. Hypomagnesaemia: Severe hypomagnesaemia has been reported in patients
treated with Proton Pump Inhibitors (PPIs). Consider measuring magnesium levels before starting PPI treatment and periodically during treatment in patients expected to be on prolonged
treatment or those on concomitant digoxin or drugs that may cause hypomagnesaemia. Bone fracture: PPIs, if used in high doses and over long durations (>1 year), may increase the risk of
hip, wrist and spine fracture, predominantly in older people or in presence of other recognised risk factors. Patients at risk of osteoporosis should receive care according to current clinical
guidelines and have an adequate intake of vitamin D and calcium. Interference with laboratory tests: Increased Chromogranin A (CgA) level may interfere with investigations for neuroendocrine
tumours. To avoid this interference, treatment should be stopped for at least 5 days before CgA measurements. Interactions: Antiretroviral agents: Concomitant use of atazanavir and nelfinavir
with esomeprazole is not recommended and concomitant administration with Vimovo is contraindicated. Concomitant use with precaution: Other analgesics including cyclooxygenase-2
selective inhibitors: Concomitant use with other NSAIDs except for low-dose acetylsalicylic acid (≤ 325 mg/day), is not recommended. Acetylsalicylic acid: Can be administered with low dose
acetylsalicylic acid (≤ 325 mg/day). In clinical trials, Vimovo in combination with low-dose acetylsalicylic acid did not have increased occurrence of gastric ulcers. However, concurrent use may
still increase risk of serious adverse events. Clinical pharmacodynamic data suggests concomitant naproxen usage for more than one day consecutively may inhibit the effect of low-dose
acetylsalicylic acid on platelet activity and this inhibition may persist for up to several days after stopping naproxen. Clinical relevance of this interaction is not known. Tacrolimus: A reinforced
monitoring of tacrolimus concentrations as well as renal function should be performed and dose of tacrolimus adjusted if needed. Ciclosporin: caution when coadministered because of
increased risk of nephrotoxicity. Diuretics: NSAIDs can reduce natriuretic effect of furosemide and thiazides in some patients. Observe patient closely for signs of renal failure as well as to
assure diuretic efficacy. SSRIs: Concomitant use of NSAIDs, including COX-2 selective inhibitors, and SSRIs increases the risk of GI bleeding. Corticosteroids: Increased risk of GI bleeding when
combined with NSADIs including COX-2 selective inhibitors. Caution when NSAIDS are concomitantly administered with corticosteroids. ACE-inhibitors/Angiotensin II receptor antagonists:
caution when combined with NSAIDs in patients who are older, volume-depleted, or with renal impaired renal function as NSAID may diminish antihypertensive effect and increase risk of renal
impairment associated with ACE-inhibitor or angiotensin II receptor antagonists. Digoxin: NSAIDs may increase plasma cardiac glycoside levels when co-administered with cardiac glycosides
such as digoxin. Lithium: NSAIDs have produced an elevation of plasma lithium levels and a reduction in renal lithium clearance. Observe carefully for lithium toxicity. Methotrexate:
esomeprazole and naproxen could enhance the toxicity of methotrexate. Caution when administered concomitantly with methotrexate. In high-dose methotrexate administration a temporary
withdrawal of Vimovo is recommended. Sulphonylureas, Hydantoins: Naproxen is highly bound to plasma albumin; thus a theoretical potential for interaction with other albumin-bound drugs
(sulphonylureas, hydantoins). When coadministered patients should be observed for adjustment of dose. Clopidogrel: Concomitant use should be discouraged due to inconsistent data on
clinical implications of a PK/PD interaction of esomeprazole in terms of major cardiovascular events reported from observational and clinical studies. Anti-coagulants and thrombocyte
aggregation inhibitors: NSAIDs may enhance the effects of oral anti-coagulants, heparins and thrombocyte aggregation inhibitors. Close monitoring when initiating and ending treatment with
warfarin or other coumarine derivatives. Beta receptor-blockers: Naproxen and other NSAIDs can reduce the antihypertensive effect of propranolol and other beta-blockers. Probenecid:
Probenecid given concurrently increases naproxen anion plasma levels and extends its plasma half-life significantly. Drugs with gastric pH-dependent absorption: gastric acid suppression
during treatment with esomeprazole, and other PPIs might decrease or increase the absorption of drugs with a gastric pH dependent absorption. The absorption of drugs such as ketoconazole,
itraconazole, posaconazole and erlotinib can decrease while the absorption of drugs such as digoxin can increase. Concomitant use with posaconazole and erlotinib should be avoided. Other
Information Concerning Drug Interactions: Studies evaluating concomitant administration of esomeprazole and either naproxen or rofecoxib did not identify any clinically relevant interaction.
Concomitant administration of cholestyramine can delay absorption of naproxen. In healthy volunteers, concomitant administration esomeprazole resulted in an increase in area under the
plasma concentration-time curve and prolonged elimination half-life but no significant increase in peak plasma levels of cisapride. Esomeprazole has been shown to have no clinically relevant
effects on the pharmacokinetics of amoxicillin and quinidine. Esomeprazole inhibits CYP2C19, the major esomeprazole metabolising enzyme. Esomeprazole is also metabolised by CYP3A4.
Drugs known to induce CYP2C19 or CYP3A4 or both (such as rifampicin and St. John‘s Wort) may lead to decreased esomeprazole serum levels. Omeprazole and esomeprazole act as inhibitors
of CYP2C19. Animal data indicate that NSAIDs can increase the risk of convulsions associated with quinolone antibiotics. Patients taking quinolones may have an increased risk of developing
convulsions. Drug/Laboratory Test Interaction: Naproxen may decrease platelet aggregation and prolong bleeding time. Naproxen may result in increased urinary values for 17-ketogenic
steroids. Suggested therapy with naproxen be temporarily discontinued 72 hours before adrenal function tests are performed if the Porter-Silber test is to be used. Naproxen may interfere
with some urinary assays of 5-hydroxy indoleacetic acid (5HIAA). Pregnancy and lactation: In women attempting to conceive or in first and second trimester, do not give unless potential benefit
to patient outweighs risk to foetus. Duration of treatment should be as short as possible. Contraindicated during third trimester. Should not be used during breastfeeding. Effects on driving
and using machinery: minor influence on the ability to drive and use machines; based on that some of the adverse effects (e.g. dizziness) reported following the use may reduce the ability to
react. Undesirable effects: Reported from Vimovo clinical trials: Very common (≥1/10): dyspepsia. Common (≥1/100 to <1/10): dizziness, headache, taste disturbance, hypertension, abdominal
pain, constipation, diarrhea, esophagitis, flatulence, gastric/duodenal ulcers, gastritis, nausea, vomiting, skin rashes, arthralgia, oedema. Other important undesirable effects: paraesthesia,
syncope, arrhythmia, GI bleeding, stomatitis, urticaria, (Uncommon (≥ 1/1,000 to < 1/100), diverticulitis, hypersensitivity reactions, myocardial infarction, tachycardia, rectal bleeding, renal
failure, (Rare (≥ 1/10,000 to < 1/1,000). Naproxen: adverse experiences reported during trial and through postmarketing reports: Common (≥1/100 to <1/10): diverticulitis, depression, insomnia,
dizziness, drowsiness, headache, lightheadedness, vertigo, visual disturbances, tinnitus, hearing disturbances, palpitations, dyspnea, dyspepsia, abdominal pain, nausea, vomiting, diarrhea,
constipation, heartburn, pepticulcers, stomatitis, pruritus, ecchymoses, purpura, skin rashes, fatigue, oedema, sweating, thirst. Other important undesirable effects: sepsis, agranulocytosis,
eosinophilia, granulocytopenia, Pancytopenia, thrombocytopenia, anaphylactic reaction, anaphylactoid reactions, hypersensitivity reactions, coma, convulsions, optic neuritis, paresthesia,
syncope, corneal opacity, papilloedema, arrhythmia, myocardial infarction, tachycardia, eosinophilic pneumonitis, pneumonia, respiratory depression, gastric/duodenal ulcers, gastrointestinal
bleeding and/or perforation, pancreatitis, exacerbation of inflammatory bowel disease (ulcerative colitis, Crohn‘s disease), rectal bleeding, cholestasis, hepatitis, jaundice, liver failure,
exanthema, urticaria, bullous reactions including Stevens-Johnson syndrome and toxic epidermal necrolysis, erythema multiforme, systemic lupus erythematosus, pseudoporphyria, nephrotic
syndrome, renal failure, renal papillary necrosis, tubular necrosis, Uncommon (≥ 1/1,000 to < 1/100), Rare (≥ 1/10,000 to < 1/1,000). Esomeprazole: adverse drug reactions identified or suspected
in clinical trial for enteri-coated esomeprazole and/or post marketing. None were found to be dose-related: Common (≥1/100 to <1/10): headache, abdominal pain, diarrhea, flatulence, nausea/
vomiting, constipation, fundic gland polyps (benign). Other important undesirable effects: paraesthesia, pruritus, urticaria, fracture of the hip, wrist or spine (Uncommon (≥ 1/1,000 to < 1/100).
leukopenia, thrombocytopenia, hypersensitivity reactions e.g. fever, angioedema and anaphylactic reaction/shock, depression, paraesthesia, syncope, arrhythmia, gastrointestinal bleeding,
stomatitis, pruritus, urticaria, (Rare (≥ 1/10,000 to < 1/1,000)). agranulocytosis, pancytopenia agranulocytosis, pancytopenia, hepatic failure, hepatic encephalopathy in patients with pre-existing
liver disease, erythema multiforme, Interstitial nephritis, (Very rare (< 1/10,000)). Overdose: Effects of overdose expected to reflect the effects of naproxen overdose. Significant naproxen
overdosage may be characterized by lethargy, dizziness, drowsiness, epigastric pain, abdominal discomfort, heartburn, indigestion, nausea, transient alterations in liver function,
hypoprothrombinemia, renal dysfunction, metabolic acidosis, apnea, disorientation or vomiting. GI bleeding can occur. Hypertension, acute renal failure, respiratory depression, and coma may
occur, but rare. Anaphylactoid reactions have been reported. A few patients have experienced convulsions. It is not known what dose of the drug would be life-threatening. The symptoms in
connection with esomeprazole overdose are transient. Patients should be managed by symptomatic and supportive care following a NSAID overdose, particularly with respect to GI effects
and renal damage. Hemodialysis does not decrease the plasma concentration of naproxen because of the high degree of protein binding. Emesis and/or activated charcoal and/or osmotic
cathartic may be indicated in patients seen within 4 hours of ingestion with symptoms or following a large overdose. Forced diuresis, alkalinization of urine or hemoperfusion may not be useful.
Esomeprazole is not readily dialyzable. There are no specific antidotes for naproxen or esomeprazole. Legal classification: POM. Marketing Authorisation number, pack sizes: PA 1019/024/001,
60 packs. Marketing Authorisation Holder: AstraZeneca AB, SE-151 85 Södertälje, Sweden. Date of preparation: August 2020. M-VMO-IE-08-20-0001.
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Join the IGS
Become a member of the IGS today
and avail of our many member benefits:

• Access to member-only events
• Continuing Professional Development (CPD) accreditation
• Access to the most recent gerontological and geriatric research
• Publication of abstracts and papers in IGS e-journal and blog
• Opportunities to participate in peer-review processes
• Active participation on committees, in special interest group meetings and at events
• Opportunities to develop your facilitation, presentation and adjudication skills
• Participation in gerontological expert working groups
• Opportunities to influence submissions and policy development
• Networking with a broad range of people from numerous disciplines and interests of gerontology
• Improve and enhance your research skills
• Receive regular gerontological news updates
• Participate in international networks through our membership of IAGG
• Learn from international thinkers and practitioners at our events
• Attendance at IGS AGM.

Interested in joining? Click here to become a member.
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