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Message from
the President
Professor Rose Anne Kenny

Welcome to another
edition of the e-zine.
It was with great sadness that our
members learned of the death of
a pioneer of geriatric medicine Dr. Jacques Noël. Prof Bernard
Walsh, a long standing friend and
colleague, has written a fitting
obituary on behalf of the society.
We had a wonderful Willie
Bermingham celebratory event in
partnership with ALONE on October
21st. The guest speaker was
Professor Brian Lawlor, Professor of
Old age Psychiatry at Trinity College
Dublin, and Deputy Executive
Director of the Global Brain Health
Institute. Prof Lawlor has been a
national and international champion
for brain health in ageing for almost
40 years. He has led a national
research initiative on loneliness
and enhanced our understanding
of the impact on brain health and
interventions.
This impactful lecture was followed
by our AGM. Thank you to the many
members who contributed to the
AGM. We would like to acknowledge
Dr Mary Walsh (University College,
Dublin), Dr Elizabeth Moloney
(National University of Ireland)
Dr Colm Byrne (Royal College
of Surgeons) who have stepped
down having so ably served on

the Executive for the past number
of years and given so much of
their time to our membership and
organization. Welcome to our
newly elected executive members:
Dr Amanda Lavan (Trinity College,
Dublin), Dr Adam Dyer (Trinity
College, Dublin) and Ms Edel McDaid
(Royal Hospital, Donnybrook).
The current executive members are:
Professor Rose Anne Kenny
(Trinity College, Dublin),
Dr Rose Galvin (Royal College
of Surgeons), Ms Elaine O’Connor
(Connolly Hospital), Mr Jonathan
O’Keefe (St Vincent’s University
Hospital), Ms Aisling O’Halloran
(Trinity College, Dublin and TILDA)
Dr Derek Hayden (Tallaght University
Hospital) and Ms Bibiana Savin
(Sage Advocacy).
Our Annual Scientific Conference
was staged online this year on
November 18th, with a wide and
varied high quality scientific
programme including two key note
speakers. Professor Joe Verghese
who is the Professor of Neurology
and Medicine and Director of the
Resnick Gerontology Centre at the
Albert Einstein University spoke
on ‘Motor ways to Dementia’ and
Professor Donna Fick who is the
Elouise Ross Eberly Professor in
Penn State University and Director
of the Centre of Geriatric Nursing
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Excellence spoke on ‘Celebrating All
Older Adults: Delirium Detection and
Management in Age-Friendly Care’.
The themes included Integrated
Care, COVID 19, Social Gerontology,
Frailty and Delirium, Stroke and
Neurology, Bone Health, Falls and
Fractures and was chaired by IGS
members from across the country.
Warmest congratulations to Dr
Mike O’Connor who is the new
National Clinical Advisor and Group
Lead, Acute Hospitals, who is a
consultant Geriatrician at Cork
University Hospital. Mike has
diligently provided detailed daily
updated statistics to geriatricians
during the pandemic - packed with
necessary and informative data
which has been of immense value.
He replaces our colleague Siobhan
Kennelly who so ably navigated
challenging unchartered waters
during such uncertain and troubling
times with great professionalism
and measured wisdom. Thank you
to Siobhan on all of our behalf.
Welcome to this edition of the
e-zine edited by Dr Derek Hayden.
Best wishes,
Rose Anne
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Message from
the Editor
Welcome to this edition of the
IGS quarterly e-publication.
With great sadness we mark the
recent death of Dr Jacques Noël,
one of the early Geriatricians in
Ireland On behalf of the editorial
board I would like to extend my
condolences to Dr Noël’s family as
well as our thanks to Prof. J Bernard
Walsh for providing a beautifully
written obituary for Dr Noël.
In our journal club section Dr
Adam Dyer, SpR in Geriatric
Medicine & Irish Clinical Academic
Training Fellow and co-author of
the NH-COVAIR study, provides
an overview of an international
research collaboration investigating
neutralising type I auto-antibodies
in COVID-19 illness and asks
whether it is now ‘Time for Immunogeriatrics’ as a sub-specialty.
In the latest of our IGS members
abroad series - Sarcopenia and
Dietary Protein – Too much of a
good thing?, Dr Mary Ní Lochlainn,
National Institute for Health
Research (NIHR) Doctoral Fellow
provides an overview of sarcopenia
and some insights into her research
at the Department of Twin Research
& Genetic Epidemiology, King’s
College London.
Following the 68th Annual Scientific
conference of the IGS - 70 Years of
Change 1951-2021 we look back
at some of our recent and very
successful Changing Horizon series
from the IGS Scientific Programme
2020-2021.

In the Parkinson’s Disease: providing
better multidisciplinary care webinar
we heard updates from Dr Emma
O’Shea on the Mapping Parkinson’s
(MapPD) project demonstrating
demonstrate substantial underprovision of specialist outpatient
services. Mr Patrick Browne,
Movement Disorders RANP
(Movement Disorders) with the
Neurology Department University
Hospital Galway provided an
excellent overview of Parkinson’s
disease treatments emphasising
the importance of a patient centred
approach to treatment while
Richelle Flanagan, a registered
dietitian, World Parkinson Congress
Ambassador provided insights
into the nutritional considerations
for people living with Parkinson’s
disease.

echo Prof. Kenny’s thanks to Dr
Kennelly for her tireless work and
professionalism in her role in what
have truly been extra-ordinary times
during her time as NCAG Lead for
Older Persons.
Some 20 months on since the first
case of COVID-19 in Ireland we find
ourselves now at a very different
phase in the pandemic with over
90% of the over 12’s population
vaccinated but with case numbers
rising again following the easing
of restrictions. In Restoring our
individual and collective confidence
- Where are we now as we exit this
phase of the COVID 19 pandemic?,
Dr Diarmuid O’Shea explores how
we may draw on our individual and
shared experiences of the pandemic
in the challenges of emerging into a
‘changed world’.

Following on from the Primary and
Secondary Prevention in Stroke
Webinar, Dr Paul Cotter provides
a wonderful overview of Loop
Recorder Monitoring in Older
People and shares his experience of
developing such a specialist service
for stroke patients in St. Lukes
Hospital, Kilkenny .

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

In this edition Dr Siobhan Kennelly,
Consultant Geriatrician and
previous HSE National Clinical
Advisory Gro up Lead for Older
Persons outlines the incredible
developments in Integrated Care
for Older People over the past 2
years including the creation of
specialist hubs for integrated care
for older people with investment in
some 500 posts across community
and acute services. I would like to
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Dr. Jacques Noël
18.12.1936 - 4.11.2021
Written by Prof. J. Bernard Walsh

It is a cause of great sadness
to learn of the death of Dr
Jacques Noël, a pioneer in
the field of Geriatric Medicine
in Ireland.
Jacques was born in Mauritius
and attended medical school
in University College Dublin. He
subsequently trained as a Senior
Registrar in Geriatric Medicine under
Dr Leo Wollner in Oxford.
Jacques was appointed to a
consultant position in North Dublin
in 1972 in what would become an
integrated service for Medicine
of the Elderly encompassing The
Mater, Jervis Street, The Richmond
(subsequently Beaumont), James
Connolly and St Mary’s Hospital in
Phoenix Park.
He was the 3rd Geriatrician to be
appointed in Ireland.
His close friend Dr John Lavan
joined him as a Consultant in 1975
having also worked as a Senior
Registrar with Leo Wollner in Oxford.
His close working relationship with
his colleague John Lavan set the
foundation for the superb service
in geriatric medicine that is present
today in North Dublin.
Jacques was a brilliant physician
and diagnostician and cared deeply
for patients especially those who
were most vulnerable.

He was a wonderful colleague in the
field of medicine for the elderly and
a great friend to so many of us over
the years. His diplomatic skills were
huge - his manner was intrinsically
gentle, affable but highly persuasive.
He was a man who, in his own
undemonstrative way, got
things done.
He brought best practice in a new
specialty to so many hospitals
in Dublin, leaving sceptics with a
different attitude about what could
be achieved for older people by
well-trained, positive geriatricians
and their teams.
He was immensely charming and
together with his perfect English
spoken with a delightful Mauritian
French lilt he had a huge presence
at ward level and at meetings.
He was a brilliant teacher and his
famous bedside teaching clinics
which he ran for Membership Exam
candidates were attended by young
doctors from all over the country.
He also ran numerous teaching
sessions for GP’s, nurses and
therapy staff both in hospital and
community settings.
Jacques inspired young doctors
and professionals to follow him into
the speciality and today there are
over 130 Consultants in Geriatric
Medicine in the Republic of Ireland
as well as a huge expansion in
hospital and community facilities
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thanks to Jacques Noël and his
early pioneers colleagues in the
field.
Jacques was blessed with being
married to a wonderful wife Kay
who shared so many of Jacques
attributes. Kay was also trained
as a physician and specialised in
Public Health. Jacques and Kay had
three children all who followed them
into health care - Jacques, Sonia
and Suzanne and nine beloved
grandchildren Emma, Kate, James,
Daniel, Leah, Jacques, Amélie,
Mireille and Max.
Jacques enriched the lives of so
many people during his lifetime
His wonderful gentle presence and
fabulous sense of fun and humour
will be greatly missed.
Jacques etait unique, qu’il
repose en paix.

Suaimhneass síoraí na bhﬂaitheas
dá anam dílis agus leaba i measc
na n-aingeal go raibh aige.
JBW.
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What Geriatricians can
bring to Immunology Time for Immuno-geriatrics?
Dr Adam Dyer, SpR in Geriatric Medicine & Irish Clinical Academic
Training Fellow Tallaght University Hospital & Trinity College Dublin

Undoubtedly one of the
most fascinating aspects
of geriatric medicine is the
incredible inter- and intraindividual variability we
witness in older adults.1
This is reflective of an immense
variation in underlying physiology,
which only increases with age.
Nowhere has this variability been so
strikingly evident as in the current
pandemic. As geriatricians, we have
seen starkly different outcomes in
patients with similar levels of age,
frailty and medical comorbidity.
Whilst age and frailty as risk factors
for morbidity and mortality from
COVID-19 illness have repeatedly
highlighted in academic and lay
literature2, comparatively less
attention has focussed on the
unexplained variability between
older individuals in the susceptibility
to and outcomes of COVID-19
illness. Recently, a landmark
collaborative paper published
in Science Immunology has
reported on a novel immunological
mechanism which may explain
part of this variability.3 Importantly,
this mechanism (the presence of
pre-existing auto-antibodies to
type I interferons), may well have
been overlooked if investigators did
strive to include older adults in this
collaborative effort.

Led by immunologists Prof
Jean-Laurent Casanova and Dr
Paul Bastard, a landmark study
published in Science last October,
demonstrated the presence of
neutralising type I auto-antibodies
in 101 of 987 patients with critical
COVID-19 pneumonia.4 The type I
interferon response is a key innate
anti-viral immune mechanism
important in the immune response
to viral infection. The presence of
these antibodies (which are also
found in pre-pandemic serum
samples) impairs innate and cellintrinsic antiviral immunity. Initially,
Prof Casanova was drawn to
investigating these auto-antibodies
after noticing three patients with
Auto-immune Polyglandular
Syndrome (APS-1) who had known
pre-existing anti-type I interferon
autoantibodies and experienced
life-threatening pneumonia.5 Whilst
investigating these autoantibodies
in a broader COVID-19 cohort, they
noticed a key fact - individuals with
auto-antibodies were predominantly
male and older than those without.
With this in mind, Bastard and
Casanova began to recruit a
massive cohort of individuals with
and without previous COVID-19
illness in order to estimate the true
prevalence of these autoantibodies
and their contribution to severe
COVID-19. The findings of the study,
published in Science Immunology
in August 2021, were striking.
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Auto-antibodies neutralising Type
I interferons sharply increased
with age and were present in 4%
of individuals aged 70 and older,
potentially accounting for 20%
of COVID-19 deaths. What is so
remarkable about this study is that
if older adults had not been
included, the observation would
have been missed.
One of the smaller studies
participating as part of this larger
global effort was NH-COVAIR. The
NH-COVAIR study is a longitudinal
study, based in Tallaght University
Hospital (TUH), led by Professor
Sean Kennelly (Clinical Associate
Professor, Medical Gerontology, TCD
& Consultant Geriatrician, TUH), Dr
Nollaig Bourke (Ussher Assistant
Professor in Inflammaging, TCD)
and Dr Adam Dyer (ICAT Fellow
& SpR in Geriatric Medicine, TCD
& TUH) which seeks to examine
the predictors and prevalence of
COVID-19 illness in older nursing
home residents and determinants of
vaccine responses in this vulnerable
cohort. Importantly, serum samples
from NH-COVAIR were incorporated
into the larger consortium by
Bastard & Casanova, demonstrating
that having translational research
infrastructure in place to include
older adults, and particularly those
with advanced levels of frailty, in
scientific research, can result in
important basic scientific insight

Irish Gerontological Society

that would otherwise be missed.
For too long, immunology research
has excluded older people or those
with advanced levels of frailty. In
the first instance, this begs the
question: what other important
observations have we missed?
More broadly, the key finding by
Bastard et al. demonstrates that
we must embrace the physiological
and immunological variability that
we observe as geriatricians and
advocate to include older people
and those with advanced frailty in
basic translational research. Whilst

Quarterly Publication Volume 4

we are comfortable in our day-today clinical environment of inter and
intra-individual variability, we must
recognise that this is not the norm
in parts of translational science.
Traditionally, scientific research has
tried to analyse individuals as part
of groups, by smoothing out withingroup variability and amplifying
between-group variability. Whilst
such a model is pragmatic in the
study of disease states (diseased
vs. disease-free), a more nuanced
approach is required when including
older adults and those with

advanced frailty in research. This
approach is old-hat to geriatricians,
and leaves us with the question not
what immunology can offer geriatric
medicine but what geriatricians
bring to immunology?
It is time for us to work with our
immunology colleagues and develop
better ways of characterising and
expressing the variability we see in
older adults - which may reveal key
scientific insight and may potentially
lead to the establishment of a new
field - “Immuno-Geriatrics”

References
1. O’Neill D. A piece of my mind. To live (and die) as an original. JAMA 2012; 308(7): 679-80.
2. Geriatric Medicine Research Collaborative. Age and frailty are independently associated with increased COVID-19 mortality and increased care needs in survivors: results of an international multi-centre study. Age and Ageing 2021; 50(3): 617-30
3. Bastard P et al. Autoantibodies neutralizing type I IFNs are present in -4% of uninfected individuals over 70 years and account for -20% of COVID-19 deaths.
Science Immunology 2021; 6(62): eabl4340
4. Bastard et al. Autoantibodies against type I IFNs in patients with life-threatening COVID-19. Science 2020; 370(6515):eabd4585
5. Bastard P et al. Pre-existing autoantibodies to type I IFNs underlie critical COVId-19 pneumonia in patients with APS-1. J Exp Med 2021; 18(7):e20210554

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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WOULD YOU CONSIDER

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
systemic embolism in adult patients with NVAF, with one or more risk factors (NVAF): Common: anaemia; haemorrhage*; haematoma*; hypotension (including procedural hypotension); epistaxis*; nausea; gingival bleeding*; gamma-glutamyltransferase increased; haematuria*; contusion; specific
haemorrhage such as eye (including conjunctival)*, gastrointestinal*, rectal*. Uncommon: thrombocytopenia*; hypersensitivity*; anaphylaxis*; haemoptysis*; haematochezia*; liver function test abnormal (including blood bilirubin increased*); specific haemorrhage such as brain (encompassing intracranial,
intraspinal)*, intra-abdominal*, haemorrhoidal*, mouth*, abnormal vaginal*, urogenital*, post procedural*, wound secretion*, incision site*, operative*, traumatic*. Rare: specific haemorrhage such as respiratory tract*, retroperitoneal*, muscle*. Very Rare: erythema multiforme*. Not known: angioedema*.
Treatment of DVT and PE, and prevention of recurrent DVT and PE (VTEt): Common: anaemia; thrombocytopenia*; haemorrhage*; haematoma*; epistaxis*; nausea; gingival bleeding*; gamma-glutamyltransferase increased; alanine aminotransferase increased; skin rash; haematuria*; contusion; specific
haemorrhage such as gastrointestinal*, mouth*, rectal*, abnormal vaginal*, urogenital*. Uncommon: hypersensitivity*; anaphylaxis*; haemoptysis*; haematochezia*; liver function test abnormal (including blood bilirubin increased*); specific haemorrhage such as eye (including conjunctival)*, haemorrhoidal*,
muscle*, post procedural*, wound secretion*, incision site*, operative*, traumatic*. Rare: specific haemorrhage such as brain (encompassing intracranial, intraspinal)*, respiratory tract*. Not Known: angioedema*; specific haemorrhage such as intra-abdominal* and retroperitoneal*, erythema multiforme*.
*Denotes serious adverse reaction Refer to SmPC for all other adverse events LEGAL CATEGORY: POM. MARKETING AUTHORISATION NUMBER (SPC section 8): EU/1/11/691/002-3, EU/1/11/691/008, EU/1/11/691/014 PACKAGE QUANTITIES: Carton of 20 film-coated tablets 2.5 mg, 60 film-coated
tablets 2.5 mg, 56 film-coated tablets 5 mg, 28 film- coated tablets 5 mg. MARKETING AUTHORISATION HOLDER (SPC section 7): Bristol-Myers Squibb/Pfizer EEIG, Plaza 254, Blanchardstown Corporate Park 2, Dublin 15, D15 T867, Ireland FOR
FURTHER INFORMATION CONTACT: medical.information@bms.com or 1 800 749 749 (Ireland) DATE OF PREPARATION: April 2021 ADDITIONAL INFORMATION AVAILABLE ON REQUEST Approval Code: 432-IE-2100041

Adverse events should be reported. Reporting forms and information can be found at:
Ireland - via HPRA Pharmacovigilance at www.hpra.ie
Adverse events should also be reported to Bristol-Myers Squibb via medical.information@bms.com or
1 800 749 749 (Ireland)

*with one or more risk factors, such as prior stroke or transient ischaemic attack (TIA);
age≥ 75 years; hypertension; diabetes mellitus; symptomatic heart failure (NYHA Class ≥ II)
AF = Atrial Fibrillation. Reference: 1. Granger CB et al. N Engl J Med 2011; 365: 981–992.
Date of approval: May 2021
Job code: PP-ELI-IRL-0497
www.eliquis.ie
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Sarcopenia and Dietary
Protein – Too much of
a good thing?
Sarcopenia is defined as
age-related decline in muscle
mass and strength and is
considered by many to be the
bedrock of physical frailty.
Due to a number of working
definitions and sets of criteria,
the reported prevalence is wide
ranging, from 5 - 31%. The most
recent guidance from the European
Working Group on Sarcopenia in
Older Persons 2 (EWGSOP2) in
2019 highlights the importance
of muscle strength as the primary
identifier of sarcopenia, where
previous definitions emphasised
muscle mass. In addition, they
recommend using measures of
poor physical performance (for
example gait speed) to diagnosis
severe sarcopenia. In terms of
what causes sarcopenia, in some
cases it is thought to be due
to the aging process alone, but
physical inactivity, malnutritition,
and systemic diseases are all
contributing factors.
Despite its increasing prevalence
as populations age, sarcopenia is
not routinely diagnosed in clinical
practice, despite being formally
recognised as a muscle disease
with an ICD diagnosis code. One
may suspect this is largely because
therapeutic options for sarcopenia
are so limited, with existing research
focused mainly on the benefits
of dietary protein and resistance
exercise, and with no licensed
pharmacotherapy available.
It has been shown that older

people’s muscles do not mount the
same response to anabolic stimuli
(for example a dietary protein bolus)
as younger people, a phenomenon
termed ‘anabolic resistance’,
thought to contribute to muscle
loss with age and subsequent
sarcopenia. In light of this, the
European Society for Clinical
Nutrition and Metabolism (ESPEN)
issued recommendations that older
adults increase the recommended
daily intake of protein to 1-1.3g/kg/
day. This is not widely known, and
many older adults to not meet this
requirement. With this in mind, much
of the existing literature has focused
on insufficient protein intake as a
contributor to the pathophysiology
of sarcopenia.
Notably the reference nutrient intake
of protein for an adult in Ireland
and the UK is 0.75g/kg/day, with
no upper limit specified. So, many
research studies treat protein intake
in a binary manner, addressing
whether a participant meets or
doesn’t meet this cut off. As such
the effects of high protein intake
have received scant attention in this
field of enquiry.
As we all know, you can have too
much of a good thing. Recent
analysis from my doctoral project
entitled ‘Dietary Protein and Skeletal
Muscle in Older Twins - Targeting
the Gut Microbiome to Overcome
Anabolic Resistance’ has found that
higher protein intake is associated
with sarcopenia with an impressive
odds ratio of 2.04 (95% Confidence
interval 1.21-3.44; p=0.008)[In
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press]. This study analysed data
from a cohort of 3326 british twins
(from the TwinsUK cohort) aged
60 and above, and utilised the
EWGSOP2 cut-offs for grip strength,
chair rise time and muscle mass
(from DXA scans) to identify those
with sarcopenia. Protein intake
was derived from food frequency
questionnaires and the ESPEN
cut-offs were used. The association
between sarcopenia and high
protein intake remained robust
after adjusting the model for age,
sex, smoking, income, education,
height, frailty index, physical activity,
energy intake, diet, appetite, and gut
microbiome diversity.
Much of the existing sarcopenia
literature has focused on inpatients
and multi-morbid older adults.
The cohort studied here are
made up of healthy volunteers
recruited for their twin status.
While this novel association
requires further investigation,
particularly longitudinal studies,
if confirmed this could have
significant implications for current
guidelines recommending increased
protein intake for all older adults
irrespective of their intake. Many
have called for more personalised
approach for nutritional guidance
and this may bolster such a move.
While this finding not been shown
before, many will not be surpised
that too much of something may be
just as harmful to too little; to quote
Hippocrates ‘everything in excess is
opposed to nature’.
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Changing Horizons in Gerontology Parkinson’s Disease: providing better
multidisciplinary care
This symposium provided
an overview of the care
provided for people living with
Parkinson’s Disease (PD)
in Ireland, with a particular
focus on the multidisciplinary
team role.
Dr. Emma O’ Shea presented some
of the findings of the HRB-funded
Mapping Parkinson’s (MapPD)
project, led by principal investigator
Professor Suzanne Timmons
at the Centre for Gerontology &
Rehabilitation (CGR), University
College Cork. From the outset,
this research has been patientand impact-focused, and has
had a strong Public and Patient
Involvement component. The project
aims have been three-fold: 1) to
better estimate Parkinson’s disease
(PD) prevalence, 2) to map specialist
PD service provision and determine
care quality, and to understand
health service access and use from
the perspectives of people living
with PD. In this talk, Dr. O’ Shea
presents preliminary specialist PD
service mapping findings, which
demonstrate substantial underprovision of specialist outpatient
services. She also presents
quantitative findings from a recent,
national survey of people with PD,
which captured 1400+ complete
responses; and qualitative findings
based on 25 in-depth interviews with

people with PD. The synthesized
perspectives of people living with
PD about their experiences of
current care, and their perspectives
on ‘the ideal’ in terms of improving
PD care are outlined and discussed,
e.g. that all PD patients should have
access to a PD nurse specialist.
She concludes by asking us to
consider the continued effects
of population ageing, the two-tier
public/private system, and the need
for a shift from a biomedical, monodisciplinary approach to PD care, to
a biopsychosocial, interdisciplinary
approach. For more information
about MapPD, you can visit the
CGR website, or contact
emma.oshea@ucc.ie.
Mr Patrick Browne, Movement
Disorders RANP (Movement
Disorders) with the Neurology
Department University Hospital
Galway presented a brief overview
of Parkinson’s disease (PD) and
its treatments, natural evolution
of the disease and then focused
on the device aided treatment
options in PD. These treatments are
apomorphine injection or infusion,
levodopa-carbidopa jejunal infusion
gel and deep brain stimulation.
This presentation highlighted the
significant importance surrounding
choosing the appropriate patient for
the appropriate treatment, patient
suitability and also individual choice
of the variety of options available.
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The advantages and disadvantages
were presented, including practical
logistics, treatment complications
and suitability considerations,
to achieve optimum symptom
control and maximising quality
of life for this patient cohort. He
presented the crucially important
clinical situations when managing
co-morbidities and critical care
safety considerations. The safety
considerations are especially
important regarding deep brain
stimulation and its implications
for MRI, imaging interference,
diathermy/electrocautery and
cardiac monitor interference.
This presentation highlighted the
importance of clinical planning and
the need for expertise and further
education/awareness surrounding
these devises in the non-specialist
areas.
Richelle Flanagan, a registered
dietitian, World Parkinson Congress
Ambassador and committee
member of the Dublin branch of the
Parkinson’s Association of Ireland,
spoke about essential diet and
nutrition considerations for people
living with PD. Richelle is a PD
Advocate and is passionate about
the importance of diet and nutrition
for the management of people living
with PD.
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Loop Recorder Monitoring in Older People:
Bringing High-Tech Solutions to our Patients
Dr Paul Cotter, Consultant Geriatrician and Stroke Physician, St. Lukes Hospital, Kilkenny.

As health care professionals
involved in managing older
people, we often focus on
the simple things, and know
well how we can make a
difference by looking beyond
illness alone.
We also see how technological
advances may not benefit older
people, with complex medical
interventions involving a different
approach and mind-set to the
comprehensive assessment of
geriatric medicine. It is despite this
caution that I have found a complex
technology to be particularly well
suited to older people following
stroke.
Abnormalities of heart rhythm are
common in older people, and as
they are often intermittent, diagnosis
involves recording the heart rhythm
over a period, of time. The Holter
monitor is a standard investigation
available from cardiac departments.
It was a major advance on the ECG
when initially developed. And while
it has allowed diagnosis in many,
the short duration of monitoring is
insufficient to diagnose infrequent
arrhythmias (including Atrial
Fibrillation (AF)). Over the past
30 years many options have been
developed to allow longer duration
of monitoring. The goal-standard
(due to longest duration) however is
the implantable loop recorder (ILR).
This is a device implanted beneath
the skin, which records and analyses
the heart rhythm on a ‘loop’, either
discarding if normal, or storing if
abnormal.
The devices were very much in the
realm of cardiology, implanted in
cath-labs, and followed by cardiac

departments. However, this was
to change, with evolution of the
devices to a smaller version.
with changes making it more
user-friendly for the implanter,
for the patient and for followup. This allowed a simplified
implantation procedure, which
could be performed in a cleanroom. It therefore facilitated what
were considered ‘non-traditional
implanters’ to take on the implant,
explant and follow up.
Whether or not it was the intention,
these advances have also made
ILR monitoring more suitable and
accessible to older people. And the
conditions where ILRs are most
used are of such importance in
this group: Syncope, and stroke. I
describe a services developed in
stroke, but similar advances have
been made in Ireland in syncope.
Cardiac Monitoring in Stroke
There is a particular relationship
between AF, age and stroke, with
increasing prevalence of AF with
age, and increasing risk of stroke
with AF with age. The consequence
is a seemingly disproportionate
number of AF related strokes in
older people, and a predicted major
increase in strokes in those over 80
in the years ahead. There is a lot
of important work to prevent this
with better AF detection and better
primary stroke prevention.
Similarly after a stroke, where it
is unexplained, it is older people
who again are most likely to have
AF detected if we look for it (and
missed if we do not!). How should
we look for it? There is ongoing
debate regarding how we best
investigate for AF after stroke, but
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centrally It is those with embolic
stroke of undetermined source, or
ESUS who are generally considered
in need for longer heart monitoring,
and although the guidance varies,
generally at least 30 days of
monitoring should be considered.
The longer we look, the more we
AF find, and the ILR (such as the
Reveal LINQ, Medtronic) allows
very prolonged monitoring, and will
detect more AF if it is used.
St. Lukes Hospital, Kilkenny
Having worked with an early cohort
of ILR use following stroke in
Cambridge, it was difficult to return
to using short-duration monitoring in
those with ESUS, in the knowledge
that we would not detect all AF.
Referral to tertiary cardiology
services didn’t seem appropriate for
either our patients or those services.
The development of the Reveal LINQ
seemed the best option to change
this. We designed a service where
the device implant and monitoring
was taken on by the local stroke
service, with the support of the
cardiac investigation department.
In 2017 we implanted our first
device and the service has grown
from then. As the patient doesn’t
need a bed, there is less of a
demand on hospital resources, and
an outpatient implant and explant
list is run as needed based on
referrals. We have a nurse specialist,
the implanter (me) and the cardiac
physiologists at the implant. It takes
20-30 mins in total, and following
education the patient is free to go.
The service started small, and
now we consider an implant in all
those with ESUS where prolonged
monitoring is appropriate. We
don’t consider an age cut-off,
but rather use a CGA approach
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(including frailty and post stroke
disability) to see if prolonged rhythm
monitoring is appropriate. We find
that using this approach about 10%
of all infects go on to have an ILR
implanted.
A major benefit is the remote
monitoring. A bed-side device
is provided, which automatic
uploads events from device to the
cloud, and these can be followed
either by the cardiac department
(or out-sourced), allowing early
identification and review of events.
If AF (or rarely an alternative such
as heart block) is identified, we
arrange a review and management
plan. Of course with the pandemic
restriction, we really saw the
benefits of the remote technology.
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Experience
What have we found? As expected
about 1 in 3 have AF detected, and
all these people are started on
anticoagulation. The delay from
implant to AF detection is hugely
variable, but on average beyond
the 30 days of other monitoring
approaches. As anticipated, we also
found that those with AF are older.
In the Cambridge group, where
many more implants have been
performed, we found those from the
8th decade had a 50% AF detection
rate.
Beyond the reportable numbers
of cases, demographics and
outcomes, the experience has been
really positive. Firstly, I had started
with a cardiology approach, and

1st Implant Procedure in St Lukes Hospital, Kilkenny

investigated younger people. Now
I find that not only are older people
more like to benefit, the technology
is particularly suited to those
who may find repeated hospital
attendance difficult. I follow all
those with an ILR for the duration
of monitoring (intermittently and
virtually unless AF detected), and
there is satisfaction with the device
and the technology.
Finally, developing a service such as
this in a model 3 hospital has had
benefits in training, in professional
development for doctors, nurses and
physiologist. It has and continues to
be a service with benefits for all, and
in particular for older people.

ILR Implant service team in St. Lukes Hospital, Kilkenny
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NCAGL Role for
Older Persons, HSE
Dr Siobhan Kennelly, Consultant Geriatrician, Connolly Hospital Blanchardstown

The role of HSE National
Clinical Advisory Group
Lead for Older Persons was
developed in 2019.
It sits within the governance of
the Chief Clinical Officer Dr Colm
Henry and was devised to primarily
inform the strategic direction of
healthcare delivery for older persons
within the HSE. In the context of
the Slaintecare programme it also
provides clinical leadership for the
roll-out and delivery of the National
Integrated Care Programme for
Older People (NICPOP) along
with supporting the clinical leads
in aligned clinical programmes
in Stroke, Palliative Care and
Rehabilitation Medicine. It is
based in Dr Steevens Hospital with
secondment on a 4 day per week
basis, supported by NICPOP team.
The role works closely with other
key HSE organisational roles that
support older persons healthcare
delivery including the National Lead
for Older persons services in the
Office for Nursing and Midwifery,
HSE (Deirdre Lang) and the recently
appointed National Lead for Allied
Health Professionals. The role
provides a national platform through
which clinical leadership can advise
and steer key decision-making that
shapes the delivery of services
within the HSE. I am most grateful
to the IGS and its members for the
support shown to me during my
tenure as NCAGL for older persons
which concluded in May 2021.
As a society the voice of the IGS
carries significant weight through
its advocacy and championing of
older people across many facets
of society which is very helpful to
those of us in clinical leadership
roles and was clearly exemplified in

the extraordinary work undertaken
by the IGS in the course of the
pandemic.
Developments in Integrated
Care for Older People 2020-2021
The past 12 months have seen
significant investment in the roll out
of services to support integrated
care. This national investment
secured under the auspices of
Sláintecare and the National
Integrated Care Programme for
Older people will result in the
development of specialist hubs
for integrated care for older
people located in local community
healthcare networks and linked to
acute hospital services for older
people. The hubs are comprised of
a lead consultant geriatrician (with
split sessional commitment across
acute hospital and community
health organisation) and aligned
multidisciplinary team. With almost
500 posts across community and
acute services this represents
a substantial investment in
specialist older persons healthcare
delivery. It is expected that the
implementation of these hubs
which has commenced in most
areas will be completed by June
2022 with operational leads in
place to support recruitment and
the running of the teams. This
builds on the work commenced
through the original National Clinical
programme for Older People in
2011 led by Dr Diarmuid O’Shea
and the subsequent work in the
pilot sites for the integrated care
programme for older people which
featured prominently at recent IGS
meetings. It is a great credit to the
clinical leadership shown by many
in their work at these sites that
this investment has been realised
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and represents a step-change for
care delivery for those older people
with more complex needs in the
community.
Along with the developments
in clinical services for older
people there is aligned significant
investment in the development
of primary care services, chronic
disease management in the
community and home care as
healthcare services try to maximise
the potential for delivery of care
closest to the patient. There are
ongoing outstanding challenges that
remain to be addressed that many
IGS members will be familiar with
as our healthcare system sets out
to implement these teams. Critical
shortages in recruitment and those
with appropriate skillsets in the care
of older persons to name but two.
However we can be optimistic that
the recent developments in NICPOP
will increase the attractiveness
of working in healthcare for older
people in the community with
an aligned specialist team and
governance structure. It is still
an opening chapter and no doubt
there will be much room for further
developments as the population of
older people and their healthcare
needs increase. However at time of
writing I am hopeful that many of
the IGS membership will be aware
of what is happening in respect of
the development of these teams in
their locality.
Should you wish to find out more
I know the national team will be
very happy to help with any queries
and can be contacted through the
national office for NICPOP at
ncagl.olderpersons@hse.ie.
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The ABC of
stroke prevention,
what’s new?
#Protection4Patients

As of November 1st, the PCRS online reimbursement form has been removed for ALL NOACs

The only NOAC to show a
significant reduction in CV
death in diabetic AF patients
vs VKA1,2,3,4

Over 70 million patients
treated globally5
demonstrating a consistent
significant reduction in
critical bleeding* vs VKA6

NOW simple to prescribe and
with once daily dosing, simple
for your diabetic AF patients
to take7

To see: Prof Keith Fox present the
updated 2020 ESC AF Guidelines
on the ABC of stroke prevention8
Please scan the QR code
or visit: https://tinyurl.com/ESCABC
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- 49 ml/min) (Xarelto 2.5 mg/10 mg) concomitantly receiving other medicinal products which increase
rivaroxaban plasma concentrations; in patients treated concomitantly with medicinal products affecting
haemostasis; when neuraxial anaesthesia or spinal/epidural puncture is employed. In patients at risk of
ulcerative gastrointestinal disease prophylactic treatment may be considered. Although treatment with
rivaroxaban does not require routine monitoring of exposure, rivaroxaban levels measured with a calibrated
quantitative anti-Factor Xa assay may be useful in exceptional situations. Contains lactose. 2.5 mg only: Use
with caution in patients ≥75 years of age or with lower body weight (<60 kg); in CAD patients with severe
symptomatic heart failure. Patients on treatment with Xarelto and ASA or Xarelto and ASA plus clopidogrel/
ticlopidine should only receive concomitant treatment with NSAIDs if the benefit outweighs the bleeding
risk. Interactions: Use of Xarelto is not recommended in patients receiving concomitant systemic treatment
with azole-antimycotics (such as ketoconazole, itraconazole, voriconazole and posaconazole) or HIV
protease inhibitors (e.g. ritonavir). These active substances are strong inhibitors of both CYP3A4 and P-gp.
The interaction with clarithromycin, erythromycin or fluconazole is likely not clinically relevant in most
patients but can be potentially significant in high-risk patients. Co-administration of Xarelto with
dronedarone should be avoided. Care is to be taken if patients are treated concomitantly with any other
anticoagulants. Care is to be taken if patients are treated concomitantly with NSAIDs (including ASA) and
platelet aggregation inhibitors because these medicinal products typically increase the bleeding risk. The
possibility may exist that patients are at increased bleeding risk in case of concomitant use with SSRIs or
SNRIs. Concomitant use of strong CYP3A4 inducers (such as rifampicin, phenytoin, carbamazepine,
phenobarbital or St. John’s Wort) should be avoided as they may lead to reduced rivaroxaban plasma
concentration unless the patient is closely observed for signs and symptoms of thrombosis. Clotting
parameters (e.g. PT, aPTT, HepTest) are affected as expected by the mode of action of rivaroxaban. Fertility,
Pregnancy and Lactation: Pregnancy: Xarelto is contraindicated during pregnancy. Breast-feeding: Xarelto
is contraindicated during breast-feeding; a decision must be made to discontinue breast-feeding or
discontinue/abstain from therapy. Fertility: No specific studies with rivaroxaban in humans have been
conducted to evaluate effects on fertility. In a study on male and female fertility in rats, no effects were seen.
Driving and using machines: Xarelto has minor influence on the ability to drive and use machines. Patients
experiencing adverse reactions like syncope and dizziness should not drive or use machines. Undesirable
effects: Common: anaemia, dizziness, headache, eye haemorrhage, hypotension, haematoma, epistaxis,
haemoptysis, gingival bleeding, gastrointestinal tract haemorrhage, gastrointestinal and abdominal pains,
dyspepsia, nausea, constipation, diarrhoea, vomiting, increase in transaminases, pruritus, rash, ecchymosis,
cutaneous and subcutaneous haemorrhage, pain in extremity, urogenital tract haemorrhage (menorrhagia
very common in women < 55 years treated for DVT, PE or prevention of recurrence), renal impairment, fever,
peripheral oedema, decreased general strength and energy, post-procedural haemorrhage, contusion,
wound secretion. Uncommon: thrombocytosis, thrombocytopenia, allergic reaction, dermatitis allergic,
angioedema, allergic oedema, cerebral and intracranial haemorrhage, syncope, tachycardia, dry mouth,
hepatic impairment, urticaria, haemarthrosis, feeling unwell, increases in: bilirubin, blood alkaline
phosphate, GGT, LDH, lipase, amylase. Rare: jaundice, bilirubin conjugated increased, cholestasis, hepatitis
(including hepatocellular injury), muscle haemorrhage, localised oedema, vascular pseudoaneurysm
(uncommon in prevention therapy in ACS following percutaneous coronary intervention). Very Rare:
Anaphylactic reactions including anaphylactic shock, Stevens-Johnson syndrome/ toxic epidermal necrolysis,
DRESS syndrome. Frequency not known: compartment syndrome secondary to a bleeding, renal failure/
acute renal failure secondary to a bleeding. Prescription only. Marketing Authorisation Holder: Bayer
AG, 51368 Leverkusen, Germany. MA numbers: EU/1/08/472/001-024. Further information available
from: Bayer Ltd., The Atrium, Blackthorn Road, Dublin 18. Tel: 01 2163300. Date of Preparation: 07/2019

References: 1. Bansilal S, et al. Am Heart J. 2015;170:675-682.e8. 2. Ezekowitz JA et al. Eur Heart J Cardiovasc Pharmacother 2015;1:86–94. 3. Brambatti M. Int J Cardiol 2015;196:127-31. 4. Int J Cardiol . 2020 Apr 1;304:185-191. 5. Bayer estimate based on calculations on IQVIA data (source used: IQVIA MIDAS, Database
Quarterly Sales Q2 2020). 6. Patel MR, et al. N Engl J Med. 2011;365:883–891. 7. Xarelto® (rivaroxaban) Summary of Product Characteristics as approved by the European Commission. 8. Hendricks et al. European Heart Journal, ehaa612,https://doi.org/10.1093/eurheartj/ehaa612.
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Restoring our individual and
collective confidence - Where
are we now as we exit this phase
of the COVID 19 pandemic?
Dr. Diarmuid O’Shea

“Come forth into the light of things,
Let nature be your teacher.”
The Tables Turned, By William Wordsworth

Admiration and Heroism
What a 20 months! From “A
St Patrick’s Day like no other”,
to a “meaningful Christmas”,
to 2 km limits, viruses, variants
and vaccines, it has been a real
rollercoaster of emotions and
experiences.
We have all watched, and held
our breadth as we begin to emerge
from these truly extraordinary times.
We are all changed from these
individual and shared experiences.
The tables are turning, life as we
knew it for the past twenty months
is changing again, and for the better.
The experiences, lessons learnt,
new skills and interests acquired
will shape our futures, and how
we shape that future is down to
each of us.
The appropriately and much
heralded leadership, heroism and
achievements in the sporting world
of people like Kellie Harrington,
Leona Maguire, Ellen Keane, Finbar
McCarthy, Paul O’Donovan, Vicky
Wall and the Meath team, the
Limerick Hurlers, Jack Whooley,
Aifric Keogh, Fiona Murtagh,

Emily Hegarty, Eimear Lambe, and
the Tyrone Football team on the
national and international stage
over recent months have been a
real tonic. It has been mirrored in an
equally impressive fashion by the
quiet, understated leadership and
heroism of healthcare workers and
others right across our communities
and hospitals over the last eighteen
months. This is seeing us emerge
from such uncertainty with
renewed hope.

will you act with the professionalism
you do in every other area of your
work and contact your GP or
occupational health team, and make
the, at times, difficult decision to be
absent from work for the required
number of days. “Presentee-ism”
in this setting is good for no one
- for you, your family, your friends,
your colleagues or the patients and
people you interact with every day.

Those who are in the near 90%
vaccinated group of our population
(and what a success story Ireland’s
vaccination programme has been,
are adding more confidence, hope
and protection to our phased
reopening. However it is important
we do not become complacent.
Continued adherence to the public
health guidance measures will stand
each and everyone of us in good
stead in the months to come.

The HSE report of COVID-19 cases
in health care workers in Ireland
is regularly updated on the HSE
website. Their latest report showed
28719 out of 250414 cases (11.4%)
were in Health care workers. Of
these 786 (2.7%) were hospitalized,
101 (0.4%) were admitted to
ICU and 17 (0.06%) died. These
figures highlight much, but hide
the tragedy behind each individual
story. We have explored these
stories and challenges in previous
IGS webinars and our IGS ezine
and will in time, revisit them. For
now a sincere thank you to you all,
for your dedication, courage and
professionalism.

Personal responsibility is playing a
very important role in our phased
reopening also. When you get what
you consider to be your “usual
cough or cold”, what will you do?
Will you ignore it, go to work, say it
to no one and hope you are OK. Or
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The COVID pandemic experience
has been very different for each of
us. The term “in person work day”
reflects the new blended type of
work patterns that have emerged
for those who worked mainly from
home over the pandemic. Working
from home has been a challenge too
and created stresses and challenges
of its own. On the other hand health
care workers have travelled into
work throughout the pandemic.
This and the working environment
has created stresses, strains and
challenges of a different kind. It
is fair to say that the confidence
gained with vaccination was almost
palpable within the health care
workforce, relieving some of
that strain.
Reengaging with the outside world
Staying on track while remaining
socially distant during the
“pandemic years” just gone has
been a challenge for each of us
individually and for society. We all
saw our social circle reduce and our
opportunities to socialize curtailed.
Reengaging with life in the “outside”
world has been easier for some
than for others.
At the outset of this pandemic
certain cohorts of people were
strongly advised to “cocoon”. This
was something that, at the time,
was felt necessary, in the
absence of a vaccine and any real
understanding of the consequences
we were facing from the COVID
pandemic. We are now, boosted by
an available vaccine, learning how
to live side by side with the virus.
During the “restricted times” staying within our own 2km zone,
subsequently extended to and
greeted with excitement to a 5km
zone - many turned to books,
puzzles, jigsaws, baking, music and
exercise of many types, including
walking, cycling, swimming and
running. We searched for happiness
and pleasure in our everyday
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restricted world. We looked for
ways of restoring balance, calm
and perspective around us as the
world in which we worked, rested
and played was thrown into chaos.
As we emerge gradually into our
changed world what good habits
and learnings from the past 20
months will we blend into the
changed world we now live in.
“The Tables Turned”
As the leaving cert class of 2021
settle into life after secondary
school, and what a few years they
have had completing their education
and exams, it is of interest that
English was one of the subjects
most choose to take their predicted
grade from their school and not sit
the written exam.
“The Tables Turned”, written by
William Wordsworth, has a title
that is apt for the times we live in.
The poem highlights, what I think
many of us have rediscovered
during life with “lockdown cycles”
while living within our 2 and 5km
limits. Wordsworth speaks about
the importance of books, but his
core message is how much we
can learn and benefit from nature.
The lines "Come forth into the
light of things, Let Nature be your
teacher" emphasize something I
have been reminded of in the past
few years - that there is much to
be learned by watching, taking
in our surroundings and actually
listening to those around us. I am
also reminded of the importance
of nature, the effects we have on it
and the positive impact nature can
have on us. For all we have been
through, and the unique journey that
health care workers have shared
across communities and hospitals
with older people in the past 20
months Wordsworth’s poem “The
Tables Turned” helps me stop and
reflect on times past and times to
come. It reminds me that one of the
constants we have is nature and the
natural world. We will need nature
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and the outdoors in the years to
come perhaps even more than in the
years gone by. His poem may even
hint at why the “Climate Change”
agenda should be one we are all
interested in. Perhaps nature as the
ultimate “positive influencer” in the
times in which we live is even more
important now than ever before.
We must continue to protect, value,
enjoy, learn from it, but most of all
be happy being part of it.
Experiences shape the person we
become. Shared experiences grow
a bond that forever change how
we interact with each other and
the world around us. We all share
the responsibility of turning the
experiences of the past 20 months
into a positive one. Are we up to
that challenge as we get back on
track after this phase of the COVID
19 Pandemic? I am confident
we can.
Finally I would like to offer my
condolences to Dr Jacques Noël’s
family on his recent death. He
was one the ‘lead group’ of Irish
Physicians in Geriatric Medicine
when the specialty of Geriatric
Medicine was in its infancy in the
1970’s and 1980’s. He brought
best practice in a new and
developing specialty to a number
of hospitals in Dublin, leaving
sceptics with a different attitude
about what could be achieved
for older people by motivated,
interested, well-trained and positive
health care professionals and the
multidisciplinary teams that work
together with improved patient care
and outcomes as their focus. Those
of us who knew him or of him and
those who did not know him owe
him a debt of gratitude for his high
standards, collegiality and graceful
approach to medicine and life in
general, ar dheis Dé go
raibh a anam.
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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

Reference: 1. Vimovo Summary of Product Characteristics. Legal classification: POM. Marketing
Authorisation number, pack sizes: PA 2242/014/001, 60 packs. Marketing Authorisation Holder:
Grünenthal Pharma Ltd, 4045 Kingswood Road, Citywest Business Park, Citywest, Co. Dublin, Ireland.
Further information ais available upon request from Grünenthal Pharma Ltd, 4045 Kingswood Road,
Citywest Business Park, Citywest, Co Dublin. M-VMO-IE-09-21-0005 – September 2021
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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:
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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? Visit www.irishgerontology.com/membership for more information.
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