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A changed life on our planet 
Author: Dr Lisa McNamee, postgraduate doctor, Trinity College Dublin GP 

scheme/Military medicine training scheme 

 
“The question is, are we happy to suppose that our grandchildren may never be able to 

see an elephant except in a picture book? 

Many individuals are doing what they can. But real success can only come if there is a 

change in our societies and in our economics and in our politics.” 

David Attenborough 

 

What do a British broadcaster and this friendly looking elephant have to do with Irish 

General Practice? Absolutely everything. David Attenborough’s above quote has more 

resonance for society at this minute than at any stage in our history. The recent release 

of the film A Life on Our Planet has charted the catastrophic decline in biodiversity, the 

relentless increase in world population and the undeniable impact of climate change in 

Attenborough’s long and unique career. A filmmaker in my pre-medicine life, I was struck 



 

 

by the visceral power of this new documentary to lay bare the total crisis unfolding for 

all humanity.  

2020 has heralded a sea-change in the way the world functions, radically challenging our 

preconceived notions about what can be achieved and in what timescale. On a personal 

level, it has caused many of us to re-evaluate daily routines we had always taken for 

granted, our ways of working, commuting, and consuming that had previously seemed 

unchangeable. Coronavirus has changed all of it.  

In the last few months, much of how we practice has changed or at least been 

thoroughly examined to see if it is still fit for purpose in the current COVID era. This has 

been similarly reflected in other areas of society. Office workers, now working from 

home, are reconsidering their long daily commutes and wondering if they could live 

somewhere cheaper, closer to family or completely remote instead.  

As general practitioners, COVID has increased our workloads and required resilience in 

the face of significant uncertainty but it has also done something far more valuable for 

many of us.  It has stripped away the ‘busy work’ that had been occupying much of our 

headspace prior to this year. Throughout the years of increasing paperwork, new 

technology adaptations, rising litigation, increased patient expectations and diminishing 

time available for consultations, we had become less reflective practitioners. We had 

frequently felt forced to accept the various roles thrust upon us by outside forces, 

financial imperatives, and patient preferences for care.  

COVID has forced a rethink of what are our core priorities, both as individual 

practitioners and as a profession and to redirect our efforts to higher importance areas. 

It has required many of us to look at our goals with a more critical eye. It has also 

stripped away the treats or escapes (holidays/team sports/dinners out) that for some 

were making the ‘day job’ bearable. 

It has forced us to ask questions that habit and routine had long buried. Many of our 

colleagues have reconsidered their own personal risks due to age, caring roles at home 

or personal health, and stepped farther back from face to face-patient contact. COVID 

has forced a fundamental reevaluation of what is important. It has made us more aware 

of our own responsibilities in terms of protecting our staff, advocating for the vulnerable, 

increased recognition that some health systems are not fit for purpose, and exposed 

other fault lines that have long been creaking. 

It has sped up the implementation of long sought innovations such as electronic 

prescribing, telemedicine and mass vaccination programmes. It has made us more aware 

of the limitations of telephone consultations, and cautious of the increased uncertainty 

this leaves at the door of general practice. 



  

It has turned our minds to logistics, PPE procurement and supply issues, respiratory 

hubs, car park flu clinics, trial runs for delivery of a potential COVID vaccine which will 

be required on a scale never previously imagined or delivered. We have encountered 

many difficulties of stock shortages and bureaucracy that we have had to overcome. It 

has been a testing year, but not always a trying one.  

Guidelines have been updated, and revised again, in hours and days, rather than months 

and years. Changes that committees and boards have debated for years, have appeared, 

through sheer force of will, necessity and effort, overnight. Self-confessed luddites have 

embraced video consultations and other alternatives to the face-to-face consultation 

where necessary. Thousands of us have tuned into regular webinars and updates to 

ensure we are prepared for what is coming and to ensure that we can serve our patients 

as well as possible. We’ve adapted quickly. COVID has forced us out of our silos, pushed 

our individual concerns into a collective, a united front. We can capitalize on this now.  

This year has shown us, in short, that quick, radical change is possible. That general 

practice is more adaptable than anyone could have thought. It is now clear that GPs can 

be the leaders and drivers of systems change, of change in our communities and of 

benefit for our environment. 

2020 has made me more optimistic. No longer can we be resigned to our fate as 

inheritors of a climate crisis, too unwieldy and intimidating for a single generation to 

tackle. We must take heart and inspiration from the past few months. They have shown 

the power of humanity to change itself completely; its behaviours, its processes, and 

even its priorities, when required.  

There used to be a sense of helplessness when reading headlines and articles about 

Ireland missing its carbon reduction targets, mounting biodiversity loss or the extinction 

of another species. No more. I have been inspired by what a coordinated group of 

thousands of doctors can do when motivated and galvanized to do so. I have been 

impressed by individual colleagues who have pushed through initiatives to protect the 

homeless during this crisis, improved access to domestic violence services and advocated 

for those currently housed in direct provision. 

These goals were not achieved easily. They required intense work, cooperation and 

compromise. We must now apply that same spirit to tackling climate change. Many of us 

have experience treating asylum seekers and refugees and are aware of the unique 

needs and vulnerabilities of this patient cohort. It is also likely that many of us 

throughout our careers will find ourselves best placed to be the advocates for these 

often voiceless people.  



 

 

The UN Refugee Agency (UNHCR) has identified that climate change is a leading threat 

to the food and water security of hundreds of millions of people around the world. [1] 

New displacement patterns and conflict over diminishing natural resources will likely 

vastly increase the future number of refugees seeking protection in Europe. It’s 

estimated that over the past decade 20 million persons per year have been displaced due 

to environmental catastrophe in their home environment. [2] If we are truly advocates 

for the voiceless, we will apply the principles of preventative medicine and ensure that 

we do everything within our power to ensure that the worst effects of climate change 

are averted. 

2020’s extreme weather events such as the large-scale infernos that tore through 

western America and huge swathes of Australia shocked the world by their scale. Initial 

estimates of 1 billion wild animals killed in the Australian infernos were soon revised 

upwards to likely closer to 3 billion terrestrial vertebrates by Professor Chris Dickman of 

the University of Sydney. News reports with emotive photos of burnt koalas played 

alongside reports of missing firefighters across T.V. channels worldwide for weeks. 

These mass destructive events are expected to become more commonplace as global 

temperatures increase. [3] 

Besides the long-term impacts on biodiversity, habitat destruction and casualties for rare 

wildlife, these events have immediate health effects for humans far beyond the initial 

fire casualties. During the height of the Australian bushfires, Rozelle, a western suburb of 

Sydney, recorded an air quality index (AQI) level of 2552, 12 times the ‘hazardous’ level 

on the AQI scale leading to a sharp increase in hospitalizations and exacerbations of 

respiratory illnesses. [4] As these events become more commonplace, the human health 

impact in the medium and long term will become more pronounced. 

When faced with the daunting scale of events like this, we ask what can we do as 

individuals? Firstly, we need to feel the same urgency to contribute as we did when 

Coronavirus cases first began presenting in Ireland. A rigorous combination of prosaic, 

everyday steps to make sure that our own practices are as green as they can be, while 

setting an example in our own community as well as advocating stridently for more 

sustainable practices in all areas of society. This will require significant commitment and 

consistent effort, but it will be done knowing that there will be long-term benefits for all 

of our patients, but particularly for the most vulnerable. We should be asking ourselves 

daily what we are doing to combat climate change.  

This begins with keeping an eye on waste management in our own prescribing practice – 

for example with inhalers, many have a significantly higher carbon footprint than others 

and this is not something which is currently factored into routine prescribing practice. 

NICE has developed a shared patient decision aid tool that factors in greener prescribing 

practice for appropriate patients. [5] Increased medication reviews would facilitate more 



  

deprescribing, particularly through better integration with community/practice 

pharmacists that could aid GPs in identifying potential candidates for deprescribing – 

reducing waste as well as potential harm.  

Taking greater ownership of the buildings and spaces we work in – COVID made us 

more aware of the utility of ventilation and open spaces, now is the time to be insulating 

older buildings thereby reducing our own costs, but also reducing our carbon footprint as 

a business. Ensuring that the waste produced in the practice is separated well, that each 

employee is aware of the recycling and composting policies in the practice and buys into 

the utility of these. Looking at the space around the practice, is there space for increased 

biodiversity? Bee- friendly plants might brighten up a car park or a window box outside.  

In waiting areas, perhaps some of the messaging could be climate focused? Encouraging 

small changes in each patient’s routine which might improve the environment for all? 

Posters promoting commuting on foot or by bicycle rather than by car may be 

appropriate depending on the practice location. If no safe cycleway exists near the 

practice, why not lobby for one at local government level? Your voice as a GP advocating 

for patient health may get more traction in such a debate. 

At a local and national level, GPs should be influencing policy where it pertains to patient 

health. As we are all aware of the social determinants of ill-health and the inverse care 

law’s effects on our more vulnerable patient populations, it is our duty to advocate in 

their interests. These needs frequently align with actions on climate change. Improved 

air quality affects outcomes for those living and working in the inner city more so than 

for those in the countryside. Due to the increased prevalence of COPD in lower socio-

economic groups, these populations are likely to benefit from fewer exacerbations if 

emissions from solid fuels and transport are diminished. 

Becoming an advocate for local biodiversity could work particularly well for those in a 

rural practice. Awareness of unique local environments could be highlighted in the 

practice or given as examples of interesting, manageable walks to keep older patients 

active. The health benefits of getting out in nature have become even more obvious in 

2020 with restrictions frequently forcing people to look locally for amenities. With 

restrictions on our freedom of movement and ability to holiday abroad, many have been 

searching out respite from the pressures of work and family life in nature. The mental 

health benefits of getting out into nature have been well documented, but nature 

prescribing by GPs has started in a more formal way in the UK. GPs in Shetland involved 

in a pilot scheme cite the benefits of outdoor exercise, increased connection with nature, 

reduction in blood pressure and reduced anxiety symptoms as outcomes of their project 

prescribing nature walks to their patients. [6] 



 

 

In Dublin, the massive expansion of cycling infrastructure during lockdown seemed to 

baffle even ardent cycling campaigners. They were amazed at the speed that the 

solutions they had been campaigning for for decades had materialized overnight. 

However, this has yet to be translated nationally and the benefits of cycling where safe 

infrastructure have been instituted has not been apparent to all. As GPs, it is in our 

patients’ interests to have access to safe, extensive cycle networks up and down the 

country and it is our duty to advocate for the continued expansion and retention of 

these programmes beyond the COVID crisis. 

Air pollution reduction following lockdowns, a by-product of reduced commute times for 

huge numbers has been most evident in our cities and towns. For many people it has left 

them with more usable hours in the day, on top of reduced stress from dealing with 

delays and long traffic jams. If this work from home strategy could be sustained, and air 

pollution in our cities and towns reduced permanently, lung health could be transformed 

in Ireland forever. In one step that could be nearly as dramatic as the smoking ban, 

considered radical at the time, we could reduce our high incidence of respiratory disease 

dramatically. 

Progress is being made, seemingly at a glacial pace, but it is picking up speed. The 

Climate Action and Low Carbon Development (Amendment) Bill Ireland 2020 commits 

Ireland to moving to a carbon neutral economy by 2050. [7] Although there are 

significant omissions to this bill, notably in the domains of agriculture and healthcare, it is 

a declaration of intent. The European Parliament instituted a ban on single use plastics 

by 2021 and plans to introduce further legislation in the coming years to further 

promote the circular economy. [8] These are positive steps, but there is much, much 

more still to be done. 

Coronavirus has shown us that there are no real excuses for resisting necessary change. 

Faced with a threat to our very survival, we adapted and met it head on. An even bigger, 

but more insidious existential threat is now facing us down, but never before has the 

path ahead been so clear. There is absolutely no room for complacency, only action. 

In her 2018 TED talk, Swedish teenage climate activist Greta Thunberg said,  

“Once we start to act, hope is everywhere.” 

Now all GPs have to do is lead the charge. 
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The Art of Science: Reflections of a GP Registrar 
Author: Dr Joe Ryan, postgraduate medical doctor Cork GP Training 

scheme 

 
I was nervous starting my GP registrar year. I had looked up various links and advice on 

the ICGP website and also sought out the advice of previous registrars to try and get a 

grasp of what I was facing. I also visited the practice twice before the rotation began to 

introduce myself and get to know the system and day to day running of the practice. 

While all the advice and help I received was useful, I found myself overwhlemed at how 

different it was from my previous hospital rotations. It was an assault on the senses. I 

found myself alone in a room with my name on the door, facing a screen, a newly 

purchased diary, an incredible amount of new pens and a phone. Of course the entire 

landscape of General Practice has been changed due to Covid 19 but it wasn’t until that 

first day I realised this, as I swiveled smugly in my chair, filled with a mix of delight and 

terror that I began asking ‘where are all the patients?’ 

  

The first few months have been very enjoyable. I don’t know of any other profession 

where you get such a deep sense of job satisfaction while at the same time battling 

constant imposter syndrome. Then again, I haven’t tried too many other jobs. As I’m 

learning more about the role of a GP and the potential impact we have on our patients’ 

day to day lives, I’m constantly reminded of the very first sentence of the very first 

lecture we received in medical school. It was given by the Dean of Medicine and he 

began by stating that ‘medicine is the art of science.’ Despite my hangover, I remember 

being instantly engaged and almost forgetting completely the nerves and excitement I 

was feeling understandably anxious at the prospect of starting medical school. He was a 

Paediatrician by trade and told us a story of a challenging case he had where he couldn’t 

get the patient or their family on board with a diagnosis and treatment plan. He had 

followed the guidelines and expertise as best he could but it wasn’t until he got to know 

the patient and their background that he began to see a change in their relationship and 

a ‘buy in’ to a treatment plan he was suggesting. He highlighted to us, even at that early 

stage of our study and potential careers, that what may be important to us, may not be 

what the patient perceives as important. His belief was the ability to find that balance 

was the art of science.  

 

Now, that mantra is easier said than done when you’re three behind by 10 am and 

there’s already two urgent walk-ins on your screen. Perhaps I shouldn’t be revealing this 

at this early impressionable point of my career but I already have ‘heartsink’ patients and 

unfortunately more often than not they are the names that have a habit of popping up 

on your screen at the end of your day. All the communication skills seminars and 



  

reflective practice in the world can’t stop or even lessen that feeling. The best bit of 

advice I’ve been given so far is to ‘not take it home with you.’ Whether it’s a difficult 

consultation, an abnormal blood test or even worry about a patient, try to deal and 

reflect with what’s in front of you.  

 

Initially, one of the biggest challenges I found was the increase in telephone 

consultations that are occurring due to the Covid 19 pandemic. As a first-time registrar 

starting work in a town and area, I wasn’t familiar with I found it hard to get a sense of 

the community and its inhabitants. It was difficult to engage and develop relationships 

with the patents over the phone. There are of course perks to this way of working 

though. The complete anonymity it allowed me when going out for lunch was interesting 

as all anyone knew was my voice. This has led to more than a few strange looks at the 

checkout tills of the local supermarket as I’m being sized up by the cashier who’s trying 

to ‘place the voice.’ I’ve also noticed that you can be a bit more direct on the phone. I 

suppose the fact you don’t have the patient in front of you and therefore can’t pick up 

on non-verbal cues means that the line of questioning needs to be direct. In those first 

few weeks I found myself bringing nearly everybody in for an examination. This was 

mainly due to the fact that I didn’t know the patient or their background but also 

because I found myself becoming frustrated if I couldn’t get a sense of the patient and 

what their expectations were over the phone. The majority of subsequent examinations 

that arose from these consultations were simply to ‘eyeball’ the patient and ensure they 

could walk, talk, sleep, pee and poo. If I didn’t feel the need to bring a patient in then you 

can guarantee they were safety netted to within an inch of their lives, with a delayed 

script for antibiotics thrown in too, just in case.  

 

I realised I was beginning to be accepted in the community when I was being ‘sussed 

out.’ As sure as you could rely on Marty Morrissey’s dulcet tones to lustfully describe 

another summer of hurling, I could predict the onslaught of questions I would get, 

usually directed at me between deep breaths. I found myself having to tailor my clinical 

examination accordingly. The questions seemed innocent but were always more than 

idle chit chat. More probing and far from the open questions we are taught in 

communication skills seminars. Questions ranging from ‘who are you now?’ or my 

favourite ‘who do you belong to?’ left me in no doubt that the patient was sizing me up 

and on many occasions my reply would determine our future encounters. It was finding a 

common ground, a sporting memory, a link to the old days that I have subsequently 

found invaluable, particularly with the increase in phone consultations during this Covid 

19 pandemic. 

 

As with everything with GP life there has to be a degree of compromise, allowing a more 

holistic approach for long term benefits (that’s the hope anyway).   



 

 

There is a delicate balance between what you, the clinician, wants and what the patient’s 

expectations are. It’s made easier if there’s a trust or some degree of a relationship there 

already. You may not agree with the outcome, but a concession in some areas now may 

lead to a gain in other areas in the future. It also goes some way to ensuring that the 

patient actually comes back to you as they sense that you appreciate their point of view. 

It’s something that I’m finding challenging. We are taught about ICE (ideas, concerns and 

expectations) in communication teaching sessions. Phrases like ‘ICE them’ have a very 

different meaning to me now then in college when it essentially meant downing an 

alcoholic beverage of your choice. However, as with a lot of aspects of teaching, things 

are more nuanced in the real world. You need to choose your battles when dropping ICE 

into a consult. Asking an elderly bachelor farmer ‘and have you any idea as to what’s 

going on?’ could be interpreted as I’m asking because I haven’t a clue. I’ve been on the 

receiving end of those death stares and awkward silences which have on more than one 

occasion led me to sheepishly dispensing unnecessary antibiotics just to make both of us 

feel like I’ve done something.  

 

As I’m continually being exposed to more patients and a variety of presentations, I’m 

learning the tricks of the trade. Knowing that if in a sticky diagnostic dilemma, the trusty 

urinalysis can buy you valuable time as you frantically google image the anatomy of the 

intrinsic muscles of the hand or even accepting that you can’t expect to assess, ICE, 

diagnose, initiate management and offer lifestyle, housing, legal, tax, counselling, 

marriage advice to every patient in a ten minute timeframe. Watchful waiting and the 

crazy, new age idea of ‘rest’ are becoming more integral to me in my practice as I’m 

gaining more experience. I recommend that the above be taken with a pinch of salt or 

whatever seasoning you’re partial to (obviously being mindful of your cholesterol) and I 

do appreciate that the demands placed on a GP are representative of broader societal 

issues and attitudes of entitlement that seem to be prevailing currently.    

 

While the practice of medicine and specifically General Practice may have changed 

completely in the last few months, my experience so far in this brave new world is that 

you can’t beat the personal touch. Whether it’s asking after a patient’s relative before 

you try to change a medication or knowing that the local parish Priest says a quick mass 

on a Saturday morning so the regular patrons of the weekend walk in clinic will be earlier 

than usual. These nuggets of local, word of mouth knowledge can be just as important as 

evidence-based medicine in the management of patients in a community setting. While 

the terms ‘evidence based’ and ‘guidelines’ are at the core of our teaching, I think it’s the 

ability to integrate that evidence into what you know about the patient on a personal 

level and recognising their expectations is essential in dealing with patients in a 

community setting. It’s the art of General Practice. 

 



  

Integrating Palliative Care into General Practise 
Author: Brian Li, undergraduate medical student, Royal College of 

Surgeons of Ireland 

Background 
I watched from across the autopsy table as the pathology resident completed the 

evisceration of our recently deceased patient; so recent in fact, that the body was still 

warm when it arrived. In one motion, he slid all the internal organs onto a steel tray. We 

sifted through the tissue, trying to locate the tumors indicated by the patient’s radiology 

reports. As the resident laid out several sections of the liver, he turned to me and asked, 

“So, you knew him?” 

I remember Mr. S sitting in his room, watching his face light up when I informed him that 

he had an opportunity to donate his body to the hospital. He was elated at the idea of 

making a contribution that would directly benefit the study of cancer, a disease that had 

affected both him and several close family members. He signed up immediately. I 

regularly met with Mr. S in his hospital room, usually accompanied by his wife. We often 

swapped book recommendations and stories of memorable vacations. Mr. S, with what 

limited time he had left, always displayed warmth, sincerity, and eagerness for 

conversation.  

I met Mr. S many years ago at the Princess Margaret Cancer Center in Toronto, Canada, 

where I was employed as the coordinator for the Rapid Autopsy Program. It was a 

special program designed to allow terminal cancer patients to donate their tissue to 

research. The “rapid” part of the name was due to the fact that their autopsies would 

typically occur on the same day of their death. This accelerated process minimized tissue 

degradation and maximized quality for laboratory analyses. Though I remember the 

excitement of working in the autopsy suite, most of my time was spent in the palliative 

care department where I had a front row seat watching palliative care in action. I would 

later begin volunteering at Kensington Hospice where my interest in palliative care was 

further cultivated through my interactions with the residents, nurses, and most 

importantly, the general practitioners. 

Introduction 
It is universally accepted and understood that as we grow older, we accumulate more 

advanced chronic conditions. There may come a time when we decide to shift our 

priorities from curing our conditions to managing our symptoms so that we can continue 

to live our lives as fully as possible. In the face of life-threatening illnesses, palliative care 



 

 

focuses on eliminating suffering, improving quality of life, and addressing the physical, 

psychosocial, and spiritual needs of patients and their families. The evidence in support 

of palliative care, thus far, has been promising, particularly investigations on the benefits 

of early palliative care. Studies have suggested that early intervention is associated with 

improved quality of life, better mood, and in some cases, even longer survival (Temel, 

2010; Zimmermann, 2014; Haun, 2017).  

 

During its 134th session on December 20, 2013, the World Health Organization 

released a report advocating for palliative care as a human right and calling for 

governments to further its integration into current national health care systems (World 

Health Organization, 2014). This is especially pertinent considering many nations’ rapidly 

aging population and emerging reports suggesting that the demands for end-of-life and 

hospice care are already strained (Lupu, 2018). Projections in the United States estimate 

that the number of hospice and palliative medicine fellows trained each year 

(approximately 325 fellows) would need to double by the year 2030 in order to satisfy 

future demands (Lupu, 2018).  

 

Ireland is no exception. A study reported that 80% of all deaths occurring in Ireland 

between 2007 to 2011 were due to conditions associated with palliative care needs, 

signalling to policy makers that there is a need for more funding and resource allocation 

(Kane, 2015). In addition to medical advancements extending the average life 

expectancy, this imminent “silver tsunami” will ultimately fall into the hands of primary 

care providers. According to the Irish College of General Practitioners (ICGP) 2017 

survey study, there are approximately 20 million visits to the general practitioner (GP) in 

Ireland each year. Of these visits, 80% are patients suffering from chronic diseases, with 

40% of these patients being over the age of 50 (Jennings, 2014; Mansfield 2017). 

Although palliative care specialists work exclusively with palliative patients, it is likely 

that GPs are exposed to a greater proportion of patients in the community who require 

palliative services. This paper summarizes GPs’ current practises in relation to palliative 

care and examines educational infrastructure that supports palliative care training for 

current and future GPs. 

 

Current Palliative Care Practises within General 

Practise 
The concept of palliative care as a medical specialty and training scheme is relatively 

new, but its practise is not. GPs are not only responsible for diagnosis and treatment, but 

also for health promotion, illness prevention, specialist coordination, and family support. 

Above all, this occurs over a longstanding relationship built over many years of trust and 

familiarity, which allows GPs to care for patients in the context of their unique cultures 



  

and communities. This framework of care closely mirrors the core tenets of palliative 

care which aim to minimize suffering, improve quality of life, and provide holistic 

management based on patients’ specific beliefs and priorities.  

 

Therefore, it is no surprise to find many GPs already practising community palliative care, 

especially since they may be the most ideal health care provider to do so. Approximately 

33% of ten thousand recertifying American GPs in 2013 reported providing palliative 

care in home visits, nursing homes, and hospices (Ankuda, 2017). As it turns out, GPs 

place a great deal of value on this aspect of their practise (Mitchell, 2002). A national 

survey study conducted in the UK, which sought to investigate GPs’ impressions on 

providing community end-of-life care, reported that 97% of 516 total GP responses 

expressed the importance of GP involvement in end-of-life care (Mitchell, 2016). An 

updated study on Dutch GPs found that 60% of participants were personally available 

via phone to their palliative patients outside of office hours and made house calls when 

necessary (Plat, 2018). It is imperative to further empower GPs to continue providing 

this service, as the specialist palliative care field continues to grow. However, this does 

not imply that GP palliative care services can recede once specialist services have 

adequately grown in labour force and infrastructure.  

 

A perspective piece published in the New England Journal of Medicine, proposing a 

sustainable model for palliative services, commented on the importance of both primary 

care and specialist care providers working harmoniously (Quill, 2013). With so many 

patients requiring support for chronic illnesses (Ireland included, as per ICGP’s 2017 

survey data), it is expected that they will require care from both sources. Efforts should 

be made to dispel the idea that general practise and palliative care are two separate 

entities, lest future GPs begin to believe that basic symptom management and 

psychosocial support is better delegated to specialists (Quill, 2013). 

 

Palliative Care Education Prior to and During 

General Practise 
Current medical curriculums must continue to improve, both in theory and in practise, on 

the topic of end-of-life care. Exposure to the management of palliative care patients up 

to the point of their death almost never occurs during medical school (Dowling, 2005). 

Medical students who earn their degree and decide to pursue general practise 

unsurprisingly find themselves lacking in core end-of-life clinical skills. For instance, Irish 

final year GP registrars felt substantially less confident in topics such as stoma 

management, wound care, and syringe drivers, as well as counselling patients on 

bereavement and euthanasia (Dowling, 2005). Fortunately, studies have shown steady 



 

 

improvements in medical education in relation to end-of-life care, by lecturing on 

specific topics such as attitudes to death and dying, communication skills, and pain 

management (Fitzpatrick, 2017). Undergraduate medical curriculums should also 

incorporate more direct end-of-life or hospice clinical experience to foster attitudinal 

learning in addition to clinical knowledge (McMahon, 2019).  

 

GP training schemes, that aim to embolden palliative care engagement, need to be 

cognizant of unintentionally discouraging GP trainees from incorporating palliative care 

into their practise. One study hypothesized that this dissonance may be a result of 

trainees undergoing rotations that are taught primarily by specialists, which may give the 

impression that palliative care is best managed by those specialists (Mahtani, 2015). 

Compounded with inadequate clinical skills and experience, trainees may feel even more 

inclined to simply refer future patients to specialist care. GP registrars would appear to 

benefit much more from palliative care rotations whereby the instructors are also GPs 

who have learned to incorporate palliative care services into their practise. This would 

have the added bonus of trainees gaining valuable insight into the logistical aspects, such 

as funding, on-call systems, and home visits (Mahtani, 2015).  

 

Current Irish GPs consider palliative care to be within the top five most important in a 

list of 35 continuing professional development topics offered to GPs, along with 

management of common chronic conditions, elderly medicine, communication skills, and 

pre-hospital emergency care (Maher, 2017). Palliative care training for GPs not only 

enhances their skillset, but also provides them with the confidence to engage in home 

visits (Mahtani, 2015). This is particularly important since studies have demonstrated 

that most people who are dying wish to do so at home (Gomes, 2008).  

 

In line with the evidence supporting the benefits of early palliative intervention, GPs are 

obliged to initiate end-of-life conversations. Sufficient pain and symptom management, 

knowledge acquisition, and overall patient satisfaction are all contingent on effective 

communication skills. Equally important though, are the range of topics that GPs discuss 

with patients. A retrospective survey study found that although most GPs will review 

diagnosis and physical complaints, other topics such as spiritual, existential, or socal 

problems are neglected. In some countries, pertinent topics such as the incurability of 

disease, life expectancy, and options for palliative treatment were discussed in fewer 

than 50% of patients (Evans, 2014). Even more concerningly, patient factors such as old 

age, those with a non-cancer diagnosis, and those with dementia, were all factors 

contributing to fewer discussions (Evans, 2014).  

 

One study investigated the effects of GP training schemes to help appropriately select 

palliative care candidates (Thoonsen, 2019). A randomized control trial comparing GPs 

with or without training on the use of the “RADboud university medical centre indicators 



  

for Palliative Care needs (RADPAC)” demonstrated significantly improved ability to 

identify patients who required palliative care (p=0.046). Trained GPs were also 

significantly more likely to explore at least 3 or more dimensions of care such as social, 

psychological, financial, or spiritual (p=0.024) (Thoonsen, 2019). The Supportive and 

Palliative Care Indicators Tool (SPICT) has also demonstrated its clinical utility, 

distinguishing itself from other clinical tools as being the most validated, simplistic, and 

comprehensive tool for GPs in identifying palliative care needs (Maas, 2013; Harney, 

2020). Finally, though not specifically designed for GPs, the 8-week, home-study course 

entitled the “European Certificate in Essential Palliative Care” has demonstrated its 

ability to improve any health care providers’ management skills in palliative care (Reed, 

2017). 

Future Directions and Conclusions 
The topic of end-of-life care has grown more and more pervasive in recent years. In the 

face of the COVID-19 pandemic, nursing homes and their palliative measures became a 

serious concern, particularly in countries that were unable to contain the rates of 

infection. All nursing home residents were suddenly faced with the challenge of banned 

visitations, which left the rest of us agonizing over how to comfort our loved ones at the 

final stages of their life without our physical presence. On September 15, 2020, the 

Dying with Dignity Bill completed the Second Stage of the Dáil Éireann by an 81 to 71 

vote (Oireachtas, 2020). This Bill allows individuals over the age of 18 with a terminal 

illness to seek assistance in dying, bringing Ireland closer to the likes of Canada, 

Switzerlands, Belgium, and the Netherlands where assisted dying is legal.  

 

The need for investment in palliative care training, at both the GP level and student level 

is paramount. Current GPs must be comfortable navigating the healthcare system and be 

allocated resources to confidently manage administrative and clinical aspects of 

providing palliative care. Furthermore, medical education would benefit from 

amendments focused on providing medical students and junior registrars with the 

appropriate skills and experiences for managing future end-of-life patients. In the same 

way that medical students study antenatal care and bear witness to the start of a life 

during an obstetrics rotation, so too should our future medical professionals learn about 

palliative care and play a role in the end of a life.  

 

We all have the right to die with dignity. The desire to achieve this right for all is 

ubiquitous in the medical field. The future lies in bringing together primary care 

physicians, palliative care specialists, patients, and policy makers to lay down the 

foundation for standardized, high quality, end-of-life care so that we may all benefit from 

those reforms when our time finally comes. 
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Depersonalised Medicine 
Author: Andrew Walker, undergraduate medical student, Queens 

University Belfast 

 
As medicine has evolved over the past century, medical care has become more patient-

centred, rather than disease-centred. The pressure faced by our healthcare system is 

unlike anything the NHS has seen before, and this is putting our patient-centred care at 

risk. As doctors are being asked to do more, and patient contact is becoming less and 

less, the personalised aspect of medicine is being diminished - we are moving towards a 

new 'depersonalised' type of medicine.  

I recently read an online thread about the future of medicine and diagnostics in the UK 

in relation to Artificial Intelligence. Within the comments section of the article, an 

individual was having a heated discussion with other readers. The individual had a 

particularly despondent view of doctors and their role in healthcare. He claimed that 

doctors provide no benefit to patient care; that they are merely sources of human error 

in the diagnostic and treatment process, constantly making mistakes and disregarding 

patients' thoughts and emotions. He recounted personal stories, and those of family 

members, telling of how badly they had been treated by doctors. His only silver lining 

was the caring and empathetic nature of the nurses looking after him. In short, he 

suggested that the NHS would be a better place if doctors were not in it, replaced 

instead by computers.  

This infuriated me. This stranger was daring to suggest that the role of a doctor was 

obsolete. That the care and support that thousands of doctors provide around UK was, 

in fact, a waste of time. Whilst I expect that this individual must have been driven to this 

cynical outlook from previous failures in care and loss of trust in the medical profession, I 

still felt angry about this mere suggestion. My entire medical education has been based 

upon the belief that the practice of effective, personalised medicine requires not only 

good scientific knowledge, but also human compassion. The relationship that we form 

with the patient and the trust that we are instilled with are as important as the care that 

we deliver and the knowledge that we must maintain. I consoled myself in the remainder 

of the comments section, as a host of others reprimanded the individual and told their 

stories of gratitude - standing up for their NHS and the doctors that faithfully serve it.  

The future of the NHS and Artificial Intelligence provides the scope for an entire 

discussion, but in the end, the human role of the doctor in empathising, supporting, and 

comforting a patient can never be replaced by a machine. What if we lose this human 

perspective? What separates doctors from diagnostic machines, other than our most 



 

 

fallible characteristic of human error? This thought was brought into my mind following a 

conversation with a friend. They had been troubled with UTI symptoms for a few 

months and despite multiple antibiotic treatment regimes, little symptomatic 

improvement was made. My friend was growing ever more anxious and concerned about 

her condition, starting to research alternative diagnoses of a more sinister nature. 

Following several conversations where I reassured her, we decided that she should go to 

the GP again and get a urine sample sent for culture. Knowing the anxiety that this 

problem was causing, I hoped that the reassurance from a doctor would benefit her 

greatly. So, my friend went for her appointment; in the door —surgery running slightly 

behind — into the GP after an anxious wait — 5 minutes — out the doors again. Like an 

efficient, well-oiled machine, the doctor took a history, formulated a diagnosis, and gave 

my friend 3 sample bottles and 3 syringes for urine culture. The doctor asked all the right 

questions, all the red flags, did all the correct procedures - but my friend still felt uneasy, 

anxious and scared. She had not been able to talk about her worries around her 

symptoms. Her ideas, concerns and expectations were left untouched. In a medical 

school OSCE, you would have left your history station kicking yourself for not asking the 

patient the 'ICE' questions - but for some reason, as our medical practice becomes more 

streamlined, the patient's ideas, concerns and expectations have been left behind, 

discarded in our medical room 101, along with the ophthalmoscope and bemused 

attempts at balloting the kidneys. I fear that in the process of advancing the efficiency of 

our service in the face of cutbacks and understaffing, we create a culture of 

depersonalised medicine. 

Why has this happened? Why has the patient-doctor relationship been put under 

pressure, despite medical schools shifting the importance of holistic care into the core of 

their training? Well, as with most problems that exist in modern healthcare, the highly 

strained system is largely to blame. The frequently debated topic of 10-minute GP 

appointments is certainly one aspect of this. The UK has one of the shortest 

appointment times in all of the developed nations. It is difficult to believe that a GP can 

deliver a comprehensive medical assessment, formulate a diagnosis, and create a 

treatment plan in under 10 minutes. As paperwork volumes, waiting times and the 

average age of the population all continue to increase, the flawed nature of a 10-minute 

doctor's appointment is being compounded.  

Helen Salisbury states in her article in the BMJ that for some patients it takes a minute 

to get up and walk into the room, another minute to find the piece of paper explaining all 

their symptoms, another 2 minutes undressing for the doctor to listen to their chest (1). 

By the time all of this is done, where could GPs possibly find the time to provide a fully 

comprehensive appointment? The answer is they cannot. Therefore, one of three things 

happens – the doctor runs overtime, the doctor cuts the consultation short gets it 

finished within the 10 minutes, or, the patient is asked to book another appointment in 

the future.  



  

 

Allowing the clinic to run overtime is not a solution as it puts massive stress onto the 

doctor and also creates long delays for other patients. So, to ensure the consultation is 

finished within the 10 minutes, doctors may have to streamline their care, ensuring that 

the key complaint is covered and that there are no other dangerous symptoms or signs. 

It can become very easy to prioritise this and backbench the patient's thoughts and 

feelings when under time pressures. Finally, the option of booking another appointment. 

Frequently, patients will discuss more than one problem at their appointment, the 

average number being 2.5 (2). So, it makes sense that to adequately address all the issues 

being raised, another appointment may be needed. This option fails when it comes to 

patient concern, however. Patients often feel anxious and scared that they are wasting 

doctor's time; paradoxically, these patients are often the ones who are most anxious and 

worried about their condition. The idea that a patient will book another appointment to 

discuss their ideas, concerns and expectations is absurd, the result being that the 

individual will be left unfulfilled by their consultation.  

The Royal College of General Practitioners published their Fit for the Future report in 

2019 and detailed that by 2030, face-to-face consultations will be at least 15 minutes. 

This is a positive sign that GP's concerns around the 10-minute appointment are being 

listened too and hopefully will provide doctors with adequate time to deliver more 

holistic care and form closer relationships with patients. This is not to say that increasing 

the consultation length will solve the problem, however. If we look at healthcare in other 

countries around the world, it is obvious that contact time with patients is not the only 

significant factor. A systemic review of international primary care consultation times 

found that there was no significant association between patient satisfaction and 

consultation length (3). This supports pre-existing literature within primary care in the 

UK (4). As well as this, by increasing the length of individual appointments, the overall 

number of appointments is reduced, and patients will end up waiting longer to be seen. It 

could be argued that by increasing the length of consultations, patients may be more 

fulfilled with their appointment and so this could reduce the number of follow up 

appointments made. That being said, the true crisis which requires addressing to solve 

this problem is the understaffing of GP's and healthcare staff in primary care.  

If we concede that consultation times only partially contribute to depersonalisation in 

medicine, then what is the cause? One explanation is the ever-evolving patient-doctor 

relationship. The archaic paternalistic role of the physician, characterised by "Doctor in 

the House", is now being left behind – exchanged instead for the patient-centred 

'Deliberative Model', where the doctor gives the patient the information, gives their 

opinion and then helps elicit the patient's feelings. This method, in theory, is highly 

effective and provides the gold standard of how doctors and patients should decide on 



 

 

treatment options. As with most things in life, however, the best way to do something is 

often not the easiest. The patient-centred treatment model is more time consuming - as 

the patient must be given the appropriate information, given time to understand it, their 

thoughts and feelings must be elicited, before finally making a joint decision. Although 

more time consuming, it is agreed that this mutual participation model is most beneficial 

when it is medically feasible. When doctors are expected to work in an understaffed 

environment, with insufficient appointment times, this can be very challenging. Patient-

centred care in a time-pressured environment runs the risk of confusing the patient. 

Many older patients are used to the paternalistic role of a GP, where you were told to 

take your medicine and that is what you did. Younger generations are more used to the 

patient-centred approach where you are involved in treatment decisions. Both require 

trust in your doctor and faith in their information and decisions, and although patient-

centred treatment is far more effective, the most dangerous thing to do is combine them 

to save time; that is confusing the patient with information and making them decide too 

quickly, or make them feel like you are taking the decision out of their own hands 

because they don't understand. This can ruin the trust in a patient-doctor relationship. 

Patients want to be involved in their treatment plan, but most importantly, they want to 

feel informed and listened to. 

The internet has also affected the personal relationship between doctors and patients. 

The advent of the internet has brought a vast array of medical resources and literature 

into the public view. This has a number of advantages in terms of patient understanding 

and empowerment. When used properly, doctors can direct patients to reliable websites 

and online resources, which can help explain illnesses and medications. Unfortunately, 

online health information is poorly regulated, and patients can easily access poor quality 

literature, based on unfounded and unscientific principles. As well as this, the ability for 

social media to spread sensationalised and emotionally charged healthcare stories, 

almost instantaneously, creates fear and uncertainty in patients. Online health 

information is frequently utilised by those who are most anxious or worried about their 

health. When this is combined with a lack of technical knowledge, fuel is added to the 

metaphorical fire of anxiety. Upon presentation to a doctor, it can make the interaction 

more difficult and may create distrust or uncertainty in the doctor's decisions. Online 

diagnoses and treatments suggested by patients, which may have no medical grounding 

and seem ridiculous to the doctor, can frequently be dismissed as such. This can make 

patients feel unheard and cause them to question their doctor's competency. How 

doctors should approach educating patients about the use of online health information is 

still debated, but what is certain is that the topic should be approached. By discussing 

what makes information reliable and where is appropriate to source it, doctors can help 

educate patients and influence their actions. Many doctors worry that online information 

may exacerbate primary care and A&E attendance, however, by appropriately educating 

patients on how to correctly use online resources, it should have the opposite impact 



  

and provide clear guidance on what healthcare service is appropriate to access in order 

to manage their symptoms. Importantly, the internet should not be used as a substitute 

for providing information on a patient’s diagnosis and treatment plan. This would only 

further intensify the depersonalisation of medicine, by referring patients to the internet 

to answer any questions or concerns they may have. The doctor is in the best position to 

give medically sound information, delivered at an appropriate level for the patients 

understanding. This is something which cannot be replaced by a computer and so online 

health resources should only be used to consolidate a patient's understanding.  

All the topics that I have discussed above are already well-known problems in General 

Practice, and across the face of healthcare. But currently, the depersonalisation of 

healthcare has been accelerated by the COVID-19 crisis. An already strained and 

struggling service has been moved onto video and telephone calls. We have lost the 

most personal aspect of a consultation with a patient. Being able to observe them, read 

their body language, assess what is worrying them, and most importantly form a rapport. 

The current situation, of course, has dictated this change and I am in no doubt that it is 

far safer during a global pandemic to reduce the number of vulnerable patients entering 

a doctor's surgery. But I fear that the time saved, and efficiency created, by these virtual 

consultations, will see them become common in a post-COVID time. There is a time and 

a place for telephone consultations, but they cannot replace the personalised service 

that can be delivered from a face-to-face meeting. The influence of technology in 

healthcare has brought many extraordinary changes about and saved many lives, but we 

walk on dangerous ground by allowing virtual consultations to enter our healthcare 

system. How can you see the transition from GPs doing house calls, to patients being 

assessed over the phone and photos being sent using a smartphone, as a form of 

progress? Other than demonstrating how far technology has advanced, this does not 

provide an answer to understaffing and underfunding of primary care. It merely reduces 

the quality of care which can be delivered and further removes the GP from their role in 

the community. 

Patient care is at a pivotal point. We look ahead at a future which sees consultations 

being replaced by phone calls, the patient-doctor relationship being replaced by distrust 

and disagreements, and the physician being replaced by artificial intelligence. The slow, 

but insidious creep of medicine towards depersonalised patient interaction, holds a real 

cause for concern. As our profession continues to evolve, endeavouring to try to keep up 

with technology, and remain efficient under pressured conditions, we risk losing what is 

at the heart of our profession – patient-centred care. Efficiency, precision, and 

information cannot replace reliability, reassurance, and empathy. If this is lost from 

medicine, then not only will patients be impacted, but also doctors. The majority of 

people who enter medicine do so because they want to help the most vulnerable in 

society by forming a compassionate and trusting relationship with their patients. By 



 

 

depersonalising medicine to nothing more than a diagnostic algorithm, we will lose the 

aspect of this career that makes it the most rewarding job in the world. I am aware that 

this is not the fault of doctors, in fact, patient-centred care is more emphasised than ever 

before throughout medical training. It is instead a product of an over-stretched system 

which is finding any means to try and cope. We must ensure, however, that in the face 

of current and future hardships, we prevent medicine from becoming depersonalised and 

protect the standards of the profession which we all strive to uphold. 
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Social Prescribing: Tackling loneliness post-

COVID 19 
Author: Sarah Morgan, undergraduate medical student, Queens University 

Belfast 

 
An essay discussing some effects of loneliness due to COVID-19 on General Practice and 

subsequently exploring the need for social prescribing in a clinical context.  

STAY AT HOME. “Stay indoors and avoid contact with other people” [1] was the public 

health message as Ireland prepared to face the COVID-19 pandemic. 

Initially, the concept of two weeks lockdown sounded like a pseudo-staycation to me. 

Long lie-ins, time to perfect that banana bread, and renew the Netflix subscription … all 

sounded great! The novelty however soon waned as the reality of being on my own for 

such long periods sank in. The necessary process of protecting ourselves and others 

against COVID-19 has created the conditions for a multitude of other illnesses to 

surface. For so many people, life was put on hold and we all remained in limbo with each 

day blurring into the next, each week blurring into a month.  

Loneliness is however not confined to the COVID-19 quarantine but is now regarded as 

a serious global problem which is not restricted to the elderly but affects every group in 

society. COVID-19 has raised people’s awareness of loneliness who would not ordinarily 

have encountered it. The long-term effect of the government prescribed isolation to 

combat COVID-19 is not yet known, but I suspect that the absence of social interaction 

and relationship formation will only have an increased effect on the prevalence of 

loneliness.  

General Practitioners are at the front-line of healthcare and arguably at the core. From 

my time spent on placement in GP Clinics, I could see the holistic approach doctors have 

with their patients, many of whom they know personally. Through meeting with patients, 

GPs are able to decipher what is wrong, treat or refer if necessary, as well as offering 

reassurance and support. My experiences taught me the importance of face-to-face 

meetings with patients to really get to the bottom of many issues, especially surrounding 

mental ill health. While Telemedicine has really benefited GPs and the health service in 

general during this public health emergency, I expect that not all of these virtual 

consultations will pick up on those nuances for example, body language, eye contact and 

posture that can help the GP to ask the right questions and find the right solution.  



 

 

When I think about people self-isolating, “cocooning”, “shielding” … loneliness comes to 

mind. As a Medical Student, it seems almost inevitable that we will be exposed to 

COVID-19 through either testing positive for it yourself or being named as close contact. 

This means the dreaded 14 days of self-isolation while life moves on around you. For me, 

the 6th of October was D-Day as an unwelcome Track and Trace text popped up. I had 

already managed to drag myself out of my warm bed and into the Antarctic that was my 

student house kitchen. The kettle was boiling and in autopilot I was eating my breakfast 

when suddenly the day stopped, and I was forbidden to leave my flat for a full two 

weeks. My heart sank as I thought about all my placement teaching I was missing; my 

best friend’s 21st birthday dinner that I had been looking forward to all week; how I was 

going to get my groceries and the potential for me to actually develop COVID-19 

symptoms and get really sick. After a five-minute panic session, I pulled myself together 

and accepted that this was just the new way of life. I spent most of the days watching 

Netflix, suffering extreme FOMO (fear of missing out) and contemplating if prison would 

actually be more fun than self-isolation. I did feel lonely at times but knowing that the 

days were gradually counting down meant that I remained very optimistic. 

Unfortunately, I know that this is not the case for many people and having spent two 

weeks in isolation I completely understand how feeling lonely could spiral into a major 

emotional issue. 

Studies have shown that isolation and loneliness can be twice as bad for your health as 

smoking cigarettes and significantly increases the risk of premature mortality (2). This is 

not an encouraging statistic in these times because self-isolation is becoming more and 

more common as the rate of infections rise.  

Self-isolation does not just affect mental health. The literature links isolation with poor 

sleep quality, altered cognitive ability, poor cardiovascular function and impaired 

immunity at every stage of life (3). Being cooped up at home means that exercise 

workouts are exclusively available to those more fortunate with enough space. This 

inequality is also seen in education, where kids with access to online learning, books and 

educated parents will excel and the less fortunate won’t. The long-term effects will 

undoubtedly be felt in General Practice.  

Interestingly, research links loneliness to an impaired immune response. This was 

discovered in 2015 and identified a connection between the white blood cells of 

research participants that described themselves as lonely having an increased expression 

in genes involved in inflammation and a decreased expression in genes involved with 

mounting a viral response (type 1 interferon responses) (4). Could the social 

consequences of COVID-19 even influence the symptoms of the virus? 

 



  

Before coronavirus, a substantial proportion of GP consultations were mental health 

related (5). I think that this will only be more pronounced in the months and years to 

come. Campaigns such as Mental Health Week in October run by Mental Health Ireland 

(6) are so important for raising awareness of mental ill health and I think that now more 

than ever they help primary care to identify and subsequently reduce cases of mental 

illness and loneliness in society.  

Social prescribing in the primary care setting may become more important following this 

pandemic. This is a means of self-management and empowerment for patients, that 

makes patients aware of non-medical support systems available to improve their health 

and wellbeing (7). Social prescribing is inextricably linked to General Practice and mirrors 

its person-centred approach to health while also addressing the wider determinants, 

such as housing and unemployment.  

By definition, social prescribing is a form of community referral in which General 

Practitioners and other healthcare professionals refer suitable patients to non-clinical 

services within the local community which aim to improve health and wellbeing (8). 

Examples that are already making a difference in County Donegal include a range of 

group sports, gardening, arts and craft and reading clubs (9). Very often this is arranged 

via a ‘link’ worker who connects the patient with a specific socially prescribed activity. 

This enables individuals to take more control and interest in their own health.  

I think that ‘link workers’ for social prescribing in General Practice is an idea that should 

be explored and utilised more. A review by the University of Westminster has shown 

that not only will this improve patient outcomes, but it will also reduce the pressures 

placed on general practice. It illustrated a 28% decrease in demand for GP services and 

an average 24% fall in A&E attendance for patients that had been referred to a social 

prescribing scheme (10).  Moreover, the BMA comments that social prescribing schemes 

should be offered to patients suffering isolation, loneliness and mental health issues and 

therefore could be extremely beneficial for patients who have been affected in this way 

due to COVID-19 (11).  

A ‘realist’ study was conducted in central London that analysed the collaboration 

between General Practice and the voluntary sector with regards to social prescribing. It 

highlighted that the majority of GPs have a limited awareness of voluntary sector 

services, and many find it difficult to keep up to date with changes regarding the 

services. This was mainly due to the rate of activity turnover. It also identified the 

potential need for ‘pop up’ alerts on GP monitoring systems to remind GPs of the Social 

Prescribing Network that is available to them (12).  



 

 

On the other hand, there is the argument that a “social prescription” may leave the 

patient feeling as though their complaints are not important. For example, it could 

trivialise the complex emotion of loneliness by being able to cure it through a quick chat. 

This could dishearten patients and potentially increase stigma around mental health and 

expressing your feelings. Similarly, some patients may not reap the rewards of social 

interaction and this could trigger anxiety or even make the symptoms worse (13).  

Social prescribing relies on the members of the community being trained to educate, 

inform and raise awareness of the issue. The proposal of appointing a Social Prescribing 

Champion within each General Practice could be beneficial in achieving this. Moreover, a 

link coordinator would need to be identified and work in partnership with the General 

Practice and community. The issue of funding is complex and would probably require 

political involvement from local governments, however, it is hoped that in the long-term 

social prescribing is economically effective (14).  

Other long-term effects of social prescribing include reduced prescription costs as less 

antidepressants are needing to be prescribed, increased physical activity and therefore 

less obesity-related health issues, emotional recovery of patients so that they are able to 

get back to work and contribute to the economy (14) and of course, better quality of life, 

which is priceless! A 2019 meta-analysis looking at the impacts of social prescribing 

concluded that more research is needed in order to establish a strong evidence base for 

its effectiveness (15). Similarly, studies have identified the need to clarify the 

circumstances in which social prescribing is appropriate and the type of patients that will 

benefit from it (16).   

A study completed by the College of Medicine identified that the majority of medical 

students are unaware of Social Prescribing but are interested in learning about it (17). 

The study suggests that Social Prescribing should be a mandatory concept to learn and 

should be clarified early in undergraduate training (17). This would be a great way of 

raising awareness and would lay a sound foundation for future practice. 

In conclusion, the impact of the COVID-19 pandemic has meant that life has changed for 

everybody and undoubtedly the new ‘norms’ of social distancing and quarantine will 

affect mental health in the grand scheme. This means that General Practice will have to 

adapt for a rise in patients attending with mental health issues and loneliness complaints. 

I suggest that a way of coping with this potential rise in demand is availing of and 

introducing Social Prescribing Schemes at a local level but widespread across Ireland. 

Through reviewing the literature, I believe that raising awareness of these schemes to 

GPs would bring a multitude of benefits and is a long-term sustainable solution to 

combatting loneliness in society. 
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Don’t let their memory rely on ours: The case 

for adding cognitive tests to the CDM 

programme 
Author: Conor Clancy, undergraduate student, University of Limerick 

 
It is important that we have confidence in a diagnosis and feel that we’ve done our best 

for our patients. The new Chronic Disease Management Programme supports this by 

providing a structure for both opportunistic diagnosis and monitoring of long term 

illness[1]. It does not, however, include common neurological illnesses such as dementia, 

leaving a sense of uncertainty over cognitive heath in the community. This exclusion is 

likely due to a perceived lack of benefit for patients[2], issues about GP confidence in 

diagnosing[3] and concerns about increased workload if the available tests were to be 

included. Yet if we read a little deeper into the figures it is clear we are missing a 

significant opportunity to improve community care for older people. A neurological 

addition to the CDM has a lot to offer at very little cost and would become exponentially 

more relevant as we move towards having an older population. 

 

Dementia is most likely to be noticed at primary care level. Early signs of the disease are 

varied and can be as minor as confusion over drugs, missed appointments[4] or mild 

changes in cognitive function in someone with depression[5]. The diagnosis also often 

relies on a collateral history or on noting subtle changes in the individual over time[6], 

giving an advantage to any practitioner that sees a patient regularly, sees other family 

members or has regular contact with carers. Factors such as mood changes or difficulty 

in activities of daily living may have less relevance to a specialists’ field but are 

appropriate areas of concern for a GP. It is therefore unsurprising that patients are more 

likely to bring these concerns to a primary care provider [7]. Hence, no-one is better 

placed to elicit and contextualise these minor signs within the full picture of the 

individual than a GP with a strong knowledge of dementia. 

 

The trouble with dementia is that it is unlikely to be diagnosed early if we don’t test for it 

regularly. Retrospective analysis of patient data, has shown that changes in behaviour 

and presenting habits can precede a formal diagnosis by up to 4 years[4]. A systematic 

review published this year has shown that between 29% and 76% of cases go 

unrecognized in the primary care setting[2]. This deficit may be arising out of time-

constraints in a standard consultation[6]. Patients in Ireland are seen on average for 14 

minutes at visits almost 100 days apart[8]. For CDM conditions such as diabetes, heart 

disease and asthma, there is a comfort in knowing that objective data from laboratory 

results will be processed in the meantime, and the HbA1c, LDL-c or Spirometry results 



  

will be waiting on our system to help inform the next consultation. The result is that we 

are much less reliant on the 14 minutes for these conditions. 

 

Ironically, when it comes to the diagnosis of dementia the patient is much more 

dependent on our memory of how well they seemed at their last session more than 3 

months ago. As anyone who has had the experience of tracking their close contacts for 

COVID-19 will know, it can be a strain to remember what we did two weekends ago, let 

alone how someone else responded to a few questions during a busy clinic in the last 

calendar season. Also use of a collateral history may not always be reliable in a country 

where public understanding of dementia is poor[9]. If GPs see on average over 100 

patients per week[10], it seems unfair that the monitoring of someone’s cognitive and 

memory skills should be reliant on ours. 

 

The available cognitive screening tools offer a valid and reliable alternative. Evidence 

from a meta-analysis showed the GPCOG test, to have a sensitivity of 82-85% and 

specificity of 83-86% [7 11]. The same figures for the MMSE are 82-89% and 87%-90% 

[2 12]1. The MoCA test has been shown to have higher average sensitivity again[13]. 

Note that these figures refer to once-off use of these tests. Their true value would likely 

be realised if they were repeated over time, particularly for a disease like dementia, the 

most common variants of which are defined by slow, progressive change. When used to 

provide a baseline and a reference point for longitudinal trends in cognitive health, and 

when combined with the clinical picture and unique history of the person sitting in the 

consultation room, the effectiveness of these tools may increase. They may provide a 

robust answer to the challenge of getting an early diagnosis.  

 

This is also a low-cost intervention. It requires just 20 minutes of time per week and no 

capital or hardware investment. Allow me to briefly bore you the figures. The average 

GMS list includes 836 patients[14]2. 19% of the population are aged over 65[15]. This 

means 159 GMS patients per practice who might be considered as part of the higher risk 

group for developing dementia[16].  At an average of 2 GPs per practice[10] and a CDM 

requirement to test each patient twice per year, this adds up to 159 cognitive tests per 

GP per year or, put another way, 3 per week. If a GPCOG takes 5 minutes, that gives us 

15 minutes a week plus time to make clinical notes, so let's say 20 minutes. Testing could 

incur questions from patients as to why the test is necessary. This also used to be the 

case with GPs asking about mood or suicidality and if difficulty broaching the topic is the 

issue, then all the more reason this should be done at primary care where the 

relationship is most familiar. That's our cost, 20 minutes a week and perhaps the odd 

awkward explanation.   

 
1 Figures included for MMSE are combined from both Creavin and Owens 
2 For a more accurate reflection, the figure used is a from an average taken from GMS lists between 2013-2017 



 

 

 

For these 20 minutes we get better treatment for the patient. Testing can lead to earlier 

diagnosis[17]3 which can contribute to disease delay or even prevention[18] by 

encouraging investigation into reversible causes of memory loss[6]. It also allows for 

early initiation of pharmacological and non-pharmacological[19] therapies which have 

been proven to be effective[20]. As Bradford[6] notes, however, the most important 

thing it does is buy time. This is invaluable to the people who will eventually have to 

provide more intensive care down the line. It provides time to make legal decisions with 

clarity including those about what level of care is desired. It provides time to organise 

savings and budget for projected care costs and it provides time to consider long term 

decisions such as family members moving closer to the patient’s home to provide more 

regular support. Without this time, primary care practitioners, family members and the 

patient themselves may have a much more awkward experience juggling these major life 

decisions. It is no wonder that patients are grateful when their GP can detect change 

earlier. Evidence shows that although receiving a diagnosis of dementia is distressing, 

families appreciate getting the information early so they can have that time to adapt[7].  

This 20-minute investment also benefits GPs. Doctors have highlighted that concerns 

about the impact of both misdiagnosis and accurate diagnosis on the patient are major 

reasons for why a diagnosis of dementia was missed or delayed[6]. By contrast, the 

assurance of a baseline cognitive measurement and being able to track trends over time 

would give GPs more confidence in their diagnosis. As already discussed, an earlier 

diagnosis would also make the news less of a blow to patients and their families who 

would now have more time to adapt and prepare, contributing to a better therapeutic 

alliance and a stronger family support network to draw on in the interest of the patient.  

Including cognitive testing in the CDM would also address the pressures on GPs from 

the healthcare system that influence the standards of dementia care. Through the CDM 

reimbursement structure, it would alleviate uncertainty around appropriate 

reimbursement for providing dementia care. It would also address concerns about the 

lack of prioritisation of dementia within the public healthcare system. This would be a 

significant change as both issues have been expressed by doctors as reasons for why 

dementia diagnosis may be missed or delayed[6]. The increased focus on cognitive 

health would also encourage improvement of referral pathways at a time when dementia 

is on the rise in the population. I’ll say it again, now is the time to make important 

structural changes, not when the population demographics shift in the next 20 years.  

Of course, this raises the eternal question- ‘’will more testing mean more referrals, and 

can we manage it?’’. The short answers are ‘yes’ and ‘very possibly’, but let’s get a 

realistic idea of what an affirmative answer actually means. Firstly, this is about 

appropriate referrals with a strong clinical suspicion based on trends over time. If the 

 
3 The Alzheimer’s UK World Alzheimer’s Report has noted a gap between the onset of a period (T2) in which the 
disease is potentially detectable and the period (T3) in which it is detectable after patient or carer concerns are 
raised in the absence of a screening programme, see p11 



  

tools are used to monitor trends, it means we will be referring with good cause so that 

those who should get referred do get referred and get referred early. Secondly, if a 

demand for better dementia care is exposed, this does not only mean involving 

consultant services. Rather, it is a call to expand and diversify our expertise with a 

disease that is becoming more prevalent and more treatable with time. A referral for 

dementia may require neurological assessment to assess the subtype [2] but it can also 

mean referral to a home care nurse with appropriate qualifications in managing 

dementia, or can involve a GP getting specialist advice on optimal care without the 

patient having to wait to be seen by a specialist[19] in much the same spirit as virtual 

clinics now aid the community management of heart failure or diabetic nurses advise on 

diet. In turn this creates a demand for up-skilling in dementia management within the 

nursing and carer professions, leading to a feedback system of earlier diagnosis and 

continually improving care. The other option is to allow the condition to progress to a 

severity at which the disease is more obvious. In the long run, that approach is neither 

best for the patient nor the service in terms of workload or cost. Given our ageing 

population, delaying action also seems short-sighted.  

 

The major reason for not implementing screening is that the clinical trials have yet to 

come to a conclusion on a clear benefit. That may be enough to convince you against the 

points made above, however, I invite you to take a stepwise look at these assertions and 

see that there is something missing from the picture. The World Alzheimer’s Report 2011, 

authored by Alzheimer’s UK, noted a gap between the time when the disease can be 

detected clinically and the point when patient or carer concerns are normally raised in 

the absence of screening[17]. Despite the fact that it can be detected early, the US 

Preventative Services Task Force (USPSTF) recommends that more evidence is needed 

to show a clear benefit of screening[2] (or clear evidence of harm for that matter). This 

position is at odds with an understanding that the early use of available treatments is 

beneficial, and that the absence of a screening programme leads to a delay in diagnosis. 

If dementia is detectable and we know the treatment works then why should patients 

miss out on months or even years of beneficial treatment? The studies informing the 

USPTF guidelines are, as the study notes, short term and may not give the full picture for 

a chronic disease. This may explain why, despite the undecided position of the USPSTF, 

both Medicaid and Medicare services in the Unites States have included cognitive 

screening in their annual reviews of at risk patient groups since 2011[2].  

 

Dementia in Ireland has an annual incidence of 4000 and its prevalence is expected to 

double over the next 20 years[9], reaching over 150,000 people by 2046[21]. Our 

population of over-65’s is projected to grow to 1.6m by 2051[22]. If we are serious 

about healthy ageing and promoting independence amongst older people, if we are 

committed to dealing with chronic disease in the community and if we want to feel 



 

 

supported in providing the best standard of care for our patients, then we should take 

this opportunity to evolve the system for dementia care now. All of this has the potential 

to improve GP’s sense of control over community cognitive health and to transform the 

diagnosis of dementia from a potentially devastating blow to being more similar to 

another chronic condition which is accepted and planned for with proper support. Isn’t 

this what the CDM programme is all about and hence shouldn’t we include cognitive 

screening? In fact, this idea is already gaining momentum and Alzheimer’s Ireland have 

recently opened a research tender to explore the possibility[23]. But why wait for 

another round of HSE-IMO negotiations?  If you think this is worth 20 minutes of your 

time, you could implement it in your practice today. Your success may not only buy time 

and better treatment for your patients, it could also encourage change at a national level. 

The time to learn about managing an ageing population and improve community 

neurological health is now. It’s up to GPs to lead the charge.  
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It was around a few months ago when I received a phone call from the embassy of 

Kuwait asking me to pack immediately and prepare for the evacuation flight from Dublin 

to Kuwait. Although the coronavirus pandemic has been going on for a while now, I 

never grasped the full magnitude of the situation until that phone call. As an 

international medical student, I panicked upon receiving the call.  A million thoughts kept 

rushing through my head. I started worrying about what that meant for my future and 

career. Uncertainty never left me, it still haunts me to this day. I was never an uncertain 

person; yes, I worried all the time for exams, but I always assumed it was a normal 

response as we all are in the same situation.  

I remember March 12th when Ireland went on full lockdown shutting down schools, 

universities and businesses. Little did I know the impact this had on our society, 

environment, politics and medical practice moving on…  

Initially, it was very difficult adapting to the restrictions. We humans are very customised 

to physical touch and social interaction. It was tough not being able to meet up with my 

friends. They were the only family I had here since my whole family was back home. I 

was thankful for the technology which became my only point of contact with my friends 

and family. I started appreciating my phone and laptop more as they enabled me to 

communicate with the people I cared about.  Technology became my escape, my 

reassurance. Suddenly, my mother’s face on a screen meant way more than just a video 

call.  

Eventually, I ended up flying back home for the remainder of the summer semester as 

our clinical placements got “cancelled”. This experience was bittersweet to say the least. 

The journey to the airport was nerve wrecking and I was overwhelmed with this mixture 

of emotions I experienced. I was happy to go home and see my family of which I only get 

to see once a year, but at the same time I was sad to leave Ireland without any 

knowledge about what was yet to come. Will I even return to Dublin? Will I even graduate 

on time?   

The next few days were a blur, I became hypervigilant to every notification I received. 

The university started flooding us with emails and it was difficult to organize my train of 



  

thoughts. I was always a planner, but this was never in my plans. I started checking my 

university email hour by hour as things were rapidly changing. 

Finally, after weeks of waiting we received the proposed plan for the remainder of the 

year. Our modules had to be delivered online due to the Covid-19 pandemic. Initially, I 

was confused of how a clinical module was to be transferred to online learning. At the 

time, I was in my second last year of my degree where it was vital to stay in the hospital 

setting and interact with patients on a face-to-face basis. How was I going to do surgery 

online?  How will I build up my clinical skills and communication skills since I will not be in 

contact with patients anymore? To say the least, I was disappointed as I really was 

enjoying my clinical placements.  

After finishing my medicine and surgery modules, we started moving towards the sub-

specialties: General practice, psychiatry, OB/GYN followed by paediatrics. Most of the 

online teaching was done through the virtual classroom on Brightspace, our school 

portal. I started noticing my motivation slowly drifting away. It was not the same as 

active learning at the hospitals or during live lectures. The tutors emphasised the need to 

keep a healthy “routine” as if we were attending normal placements. This involved 

dressing professionally for the online lectures and interacting as much as possible.  

However, for some classes, I was not even obliged to put on my camera and microphone. 

This left room for procrastination. I started using my phone and checking my messages 

during the lecture because I regarded it as less important than a face-to-face lecture 

where I felt I had to focus more. Truth is, the consequences were not as great as if I was 

physically there in class. Sometimes, the only way of communicating with the tutors was 

this tiny chat box on the right side of the screen. The online platform was frustrating at 

times; glitches, audio problems and video problems all made it hard to concentrate and 

stay focused. Occasionally, I was very tempted to “leave” the session. My eyes also 

started taking a toll on me, I was staring at this screen for about 8-9 hours every day. As 

a result, I started getting headaches and my vision was getting worse.  

 

Next thing I know, weeks turned into months. I was almost done with my specialty 

online learning and exams were approaching. This was probably my toughest period so 

far, I was about to be examined on material I only learned from online lectures. Anxiety 

started kicking in, I have never felt so unprepared in my life. I was not entirely sure if I 

was under or over studying for those exams, I kept wondering about the format of this 

exam. Will we be able to go back and forth between questions?  what will happen if my 

connection stops working? What if the time stops, will my answers still be submitted? I was 

always a visual learner and I preferred taking paper exams where I could highlight key 

words as I was reading through the vignette.  



 

 

Looking back now, I never understood the sacrifices our tutors made. I could not imagine 

trying to teach a class of 190 students and not getting feedback in the form of non-

verbal communication.   

Fast forwards two months and here I am trying to find a way back to Ireland to 

commence my clinical placements for my final year in medicine. My first rotation was 

general practice and medicine for the elderly. Unfortunately, my GP placement was cut 

short to one actual week of being at the practice with the remainder once again being 

online. I have already done a GP placement about a year ago but this one was completely 

different. I arrived and was immediately told to put on a face shield for protection. Seats 

were separated with only 2-3 people being allowed in a consultation room. The histories 

I took were not like any other I have taken before. The patients found it hard to hear me 

with the mask on and although I was in the same room, I felt very distanced from the 

patient. I found myself repeating questions more than once or having to raise my voice in 

order to effectively communicate with the patients. I had to disinfect the chairs and 

equipment every time a patient left the room. 

Due to Covid-19 restrictions, the majority of the consultations were carried out by 

phone. Unfortunately, I was not able to listen to most phone consultations as the GP 

used earphones and preferred to be alone to ensure a quiet setting. Telephone 

consultations had their advantages and disadvantages, the main drawback being the lack 

of physical examination which is a vital step in the consultation. During our teaching 

sessions, we had a task of delivering bad news on the phone. I found it extremely hard to 

display empathy on the phone with the absence of non-verbal communication such as 

head nodding and eye contact.  

 

The arrival of the Covid-19 pandemic has dramatically transformed the primary care 

sector forcing practices to adapt to the new restrictions to minimize infection 

transmission among the community. Consequently, the use of telemedicine via 

telephone and video consultations has increased over the past few months. The world 

health organization (WHO) defines telemedicine as “the delivery of healthcare services 

at a distance with the use of information and communication technologies” (1). 

Telemedicine has been proposed as a tool of maintaining continuum of care in general 

practice during this period. A telemedicine process cycle is outlined in figure 1.1 

highlighting the role of guideline implementation such as obtaining informed consent 

prior to initiating the session and the role of safety netting and arranging a follow up 

appointment if indicated (2). 

 It is essential to try to replicate the standard consultation via providing a quiet, private 

setting. The national healthcare communication programme suggests the use of 



  

headphones to minimize background noise, establishing if the patient can hear and 

comprehend the information given, appropriate body language and allowing sufficient 

time for the patient to explain the concern before interruption (3). With regards to video 

consultations, additional measures such as professional dressing, optimal lightning and 

quality and positioning of the camera should be taken into consideration (4). Delivering 

telemedicine eliminates the ability to physically examine the patient which is vital in 

confirming diagnoses and guiding management. The physical touch also plays a role 

demonstrating reassurance, healing, caring and humanity (5). 

The average patient usually spends more than two hours per appointment between 

traveling and waiting to be called in (6). As systematic review demonstrated a time 

reduction of 1.5 minutes during phone consultations when compared to face-to-face 

consultations (7). The study also demonstrated that telephone consultations lead to 

increased follow ups. Although virtual consultations offer the advantage in terms of 

convenience, access of internet and affordability are key factors affecting equality of 

healthcare delivery. The standard of video consultations was evaluated according to the 

Royal College of General Practitioners (RCGP) quality indicators which demonstrated a 

worse performance in the area of “problems in a psychosocial context” when compared 

to the standard consultation (8). Another study looked at patient satisfaction rates of 

video consultations (VC) and reported a 94-99% satisfaction rate with 95% stating they 

would use VC again (9). A qualitative study demonstrated that patients felt comfortable 

and established a connection with their physician (10). On the other hand, a randomized 

control trial comparing both video and routine visits demonstrated that patients still 

preferred the routine visit (P=0.01) (11). Clinicians described that their confidence during 

VCs was reduced when ordering laboratory tests or initiating new treatments. GPs also 

shared the concern of the vulnerable group of patients who struggled with engaging 

virtually which potentially lead to an unintentional lower quality of healthcare delivery. 

The discrepancy between patient and clinician perspective made me wonder about the 

impact of appropriate training for virtual consultations. A survey was conducted across 

the UK assessing prior training and barriers towards tele-consultations which revealed 

interesting findings. The survey demonstrated that 95% of healthcare professionals have 

not received any training and 64% of them were not up to date with the latest General 

medical Council guidelines for telemedicine (12). Survey findings are displayed in figures 

2.1-2.5. The most common barrier identified in this study was the ability to review 

patient records during the online consultation. Lack of training can introduce patient 

safety concerns and thus a medico-legal burden. Another area explored was the impact 

of medical students’ training as the standard consultation offered a better opportunity 

for bedside training.  



 

 

Another survey was carried out looking at GP trainees specifically and their level of 

confidence with tele-consultations. This study demonstrated that privacy and 

confidentiality were difficult areas of the consultation experienced by the trainees (13). 

A graph demonstrating the relationship between prior training and confidence to carry 

out tele-consultations independently is displayed on figure 3.1(13). All trainees 

regardless of their level agreed that there is a significant need to strengthen the training 

for telephone consultations and liaise with policymakers to implement this demand. The 

use of telephone triage was also examined among different healthcare workers (nurses, 

GPs and other physicians) to evaluate the impact of training, age, gender and experience. 

The cross-sectional study explored the quality of triage in out of hours primary care with 

the aid of a computerised decision support system (CDSS) in Denmark.  The study 

revealed a higher quality of triage conducted by the nurses compared to GPs and 

physicians. However, the overall efficiency was higher for GPs as the nurses had longer 

durations of calls (14). Physicians received the lowest ratings on most items and were 

perceived as less efficient and safe. 

 

In 2014, Norway introduced a telemedicine program named “digital dialogue with the 

general practitioner” which comprised of four distinct services: electronic appointment 

booking, electronic prescription renewal (only regular medications), GP contact for non-

clinical inquiries and an electronic consultation for clinical concerns. This service further 

expanded nationality in 2019 reaching 383+ GP practices. The E-prescription service 

was the most useful where 90% of patients have reported that it saved time (15). In 

terms of the E-consultation, this only included inquiries regarding known health 

conditions which were of non-urgent demand. Examples of safe online consultations 

included follow up on mental illness (non-emergency), questions about use and side 

effects of medications and discussions about specialist referrals. This physician was 

allowed a period of 5 days to respond to E-consultations and a quicker response was 

associated with improved patient satisfaction. When evaluating the demographics of the 

digital health service, the most common users were young adults with technology 

experience, women>men, and people with a high educational background (60% had third 

level education +) (15). For telemedicine to be effective in a primary care setting, it 

should be accessible to all users despite their technological and educational background. 

 

The application of telemedicine in medication reviews was explored by a systematic 

review and meta-analysis involving 29 studies from the united states of America, 

Canada, Australia and brazil. This analysis compared tele-health medication reviews with 

the standard face-to-face reviews in terms of cost-effectiveness, medication use and 

patient satisfaction. This review demonstrated a reduction in medical errors from 37 to 5 



  

after the implementation of a tele-review (16). One of the other studies included also 

showed an improvement in adherence and a decrease in inappropriate antibiotic 

prescribing. In terms of costs, the standard medication review had a higher cost per 

service in comparison to the tele-review, 279.89 $ AUS ; 214.66$ AUS respectively (16). 

Overall, technological implications in medication reviews were associated with improved 

patient satisfaction and cost saving through minimizing travel. This could be a used as a 

guide to implement in Ireland through general practice and pharmacy institutions.  

 

The question of who to target with telemedicine interventions remains unclear. A 

systematic review estimated that about 50% of patient concerns may be approached 

with telephone advice on its own (17). Other sources have recommended telephone and 

video consultations for known chronic conditions of non-urgent status and for potential 

substitution of first time visits (18)(16)(15)(7)(8). All in all, face-to-face consultations 

remained the preferred method for both patients and clinicians, but tele-consultations 

have shown similar satisfaction rates and advantages in time management, cost 

effectiveness and healthcare quality delivery. 

 

In summary, telemedicine will play a major role in the future of primary care if 

appropriate guidelines are implemented and standardized on a national level. Limitations 

include education and awareness among GPs and patients with specific relevance to 

those unable to access or operate technology. Training programs for general 

practitioners in tele-consultations should be provided. There is a need for further 

investments in infrastructure and cybersecurity. Finally, further research is required in 

Ireland to establish the role of telemedicine in primary care practices, pharmacies and 

other healthcare institutions.  
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Figure 3.1  
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1. Introduction 

Polycystic Ovarian Syndrome (PCOS) is a common endocrine condition that affects 

approximately 1 in 5 women in the UK [1].  According to the Rotterdam criteria, PCOS is 

characterised by two of the following; i- oligo- or anovulation, ii- clinical and/or 

biochemical signs of hyperandrogenism or iii- polycystic ovaries on imaging [2].  PCOS 

has been linked to metabolic syndrome, which is defined by insulin resistance, 

hypertension, dyslipidaemia and central obesity [3].  Metabolic syndrome is associated 

with increased risk of type 2 diabetes mellitus, cardiovascular disease and sleep apnoea 

and affects up to 1/3 of women with PCOS [3,4].   PCOS is reported to double the risk 

of coronary heart disease (CHD).  This represents a significant increase in risk when 

coupled with metabolic syndrome, which increases the risk of CHD by 3-6 times [4]. 

Primary prevention is key where early identification and management of metabolic 

syndrome is necessary to reduce morbidity and mortality.  Cardiovascular disease (CVD) 

costs the NHS 7 billion pounds every year, thus establishing preventative interventions 

in women with PCOS will help to reduce future NHS burden [5].  At PCOS diagnosis, the 

Royal College of Obstetrics and Gynaecology (RCOG) recommend the baseline 

measurement of CVD risk factors as a means of establishing risk and facilitating 

prevention of future health consequences [6].  This is particularly important as CVD 

remains one of the most common causes of female mortality [6]. 

2. Aims and Objectives 

The aim of this audit was to ensure that current practice is compliant with RCOG 

guidelines that state “100% of women with PCOS should be assessed for CVD risk by 

assessing individual CVD risk factors at baseline.”  The objective was to collect data on 

the assessment of CVD risk in women with PCOS.  Data collected was used to 

determine if the following factors were recorded at time of PCOS diagnosis (and the 

result if applicable); BMI (body mass index), waist circumference, physical activity levels, 

smoking status, lipid levels, blood pressure, blood sugar, impaired glucose tolerance, 



  

diagnosis of type 2 diabetes mellitus (T2DM), family history of T2DM and provision of 

lifestyle advice.   

3. Method 

3.1. Study Design 

This was a retrospective audit of the assessment of CVD risk factors used to establish 

the CVD risk in women registered at a GP practice with a diagnosis of PCOS.  

3.2. Procedure 

Patients were identified by searching the database of all those registered with the 

practice.  Women coded as having a diagnosis of PCOS as of 27 August 2020 were 

eligible for inclusion in the study.  The author used a standardised electronic abstraction 

form for data extraction. The form was pilot tested, which allowed for familiarity with its 

use and ensured the retrieval of relevant information. The abstracted data included the 

reporting of and result for CVD risk factors such as BMI, smoking status and lipid levels.  

The RCOG green top guideline (No. 33) “Long-term consequences of polycystic ovarian 

syndrome” published in November 2014 was used as the standard to which current 

practice was compared [6]. 

4. Results 

4.1. Search Results 

A search for ‘women with a diagnosis of PCOS’ in the electronic records yielded 48 

results.  4 patients were excluded due to incomplete data (absence of secondary care 

letters on the system) therefore 44 women were included in the audit, thus n= 44.  The 

mean age of women in the sample was 26.5 (Standard deviation (SD) 6.34).   

 



 

 

 

 

 

 

Figure 1- Histogram of age at PCOS diagnosis 

4.2. Assessment of CVD Risk Factors 

No patient had screening of all 8 risk factors. 13.6% of records had none of the CVD risk 

factors recorded at time of diagnosis.  Table 1 describes the reporting of the relevant 

factors.  Smoking was the most likely to be recorded where it was recorded for 35 

women. Where smoking status was recorded, 10 women were identified as current 

smokers.  No patient received an impaired glucose tolerance test.  Dyslipidaemia and 

physical activity levels were assessed in only 4.5% of women.  Of the 2 patients with 

recorded lipid levels, one was slightly abnormal with a slightly raised total cholesterol 

(5.5 mmol/L [normal is 5 or below]) and raised LDL (3.4 mmol/L [normal is 3 or below]).  

Results for the other patient were normal. 
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Table 1: Recording of CVD Risk Factors 

Risk Factor Number of Women With Risk Factor 

Recorded 

Obesity (through measurement of BMI and 

waist circumference) 

BMI: 21/44 (47.7%) 

Waist circumference: 0/44 

Physical activity 

 

2/44 (4.5%) 

Smoking status 35/44 (79.5%) 

Dyslipidaemia (through measurement of lipids) 2/44 (4.5%) 

Hypertension (Measurement of blood 

pressure) 

Hypertension defined as BP> 140/90 

11/44 (25%) 

Family history of T2DM 22/44 (50%) 

  Diagnosis of T2DM 43/44 (97.7%) 

Impaired glucose tolerance test 0/44 

 

4.2.1. Obesity 

Obesity was determined through the use of body mass index (BMI) scores and waist 

circumference.  None of the women had a waist circumference recorded.  BMI scores 

were reported in just under half of patients (47.7%).  Of those recorded, the average BMI 

was 33.7 (SD 6.15).  17 women had a BMI of >30, thus were defined as obese.  The 

highest BMI recorded was 43.11.  Normal weight is defined as BMI score between 18.5 



 

 

and 24.9 [7].  This was only applicable to two patients in the sample.  BMI scores for the 

remaining women were categorised as overweight.   

 

 

Figure 2- Histogram of BMI scores for women with a diagnosis of PCOS 

4.2.2.Type 2 Diabetes Mellitus 

Family history of diabetes was recorded in half of patients where only 7 had a positive 

family history.  11.4% of women had a recorded diagnosis of type 2 diabetes mellitus.  

Two women were insulin-dependent diabetics. In addition, one woman was undergoing 

investigations in relation to the condition.  Blood glucose levels or HbA1c were assessed 

in 4 patients, which were all normal. 

4.2.3. Hypertension 

Blood pressure was recorded in 25% of the sample.  Hypertension was defined as blood 

pressure of greater than 140/90, thus 3 women in the sample were considered 

hypertensive.  6 records reported use of anti-hypertensive medications. 

5. Discussion 

Of the 44 women included in the study, 36 had at least one CVD risk factor measured at 

baseline and no record recorded all 8 risk factors.  Thus, adherence to the guidelines set 

by the RCOG is sub-optimal.  This may be explained by time constraints in both general 

practice and in the outpatient setting where doctors have insufficient time for 

measurement of the risk factors.  For example, impaired glucose tolerance testing 

involves the collection of samples at various timepoints, ending after two hours [8].  This 

is no longer routinely done in general practice or at gynaecological outpatient clinic. 
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Of the 7 risk factors specified by the RCOG guideline, BMI confers the greatest risk in 

this sample.  The mean was a BMI of 33.7, which is characterised as obese.  If this is a 

representative sample, this suggests the PCOS population are obese on average and 

represents an important area for intervention.  Obesity in PCOS is linked to insulin 

resistance in a vicious cycle (see figure 3). Insulin resistance (IR) is thought to be the 

mechanism that links PCOS and the metabolic syndrome [4].   

 

     

Figure 3- Adapted from “Metabolic Syndrome in Women with PCOS”- Chandrasekaran, 

S. and Sagili,H [4]. 

A nationwide population study of 18,112 Danish women with PCOS demonstrated that 

obesity was a significant predictor for the development of CVD where the risk was 

significantly increased by 170% compared to controls (hazard ratio= 2.7, p<0.001) [9].  

Similar to this study, the majority of BMI scores for the Danish cohort were overweight 

or obese.  Therefore, primary prevention that encourages weight loss could substantially 

reduce the metabolic complications of PCOS. The Danish study included the 

measurement of waist circumference as a CVD risk factor.  Various large population-

based studies have demonstrated that waist circumference is a strong predictor of 

clinical outcome, particularly diabetes, independent of BMI [10]. As outlined above, 

central fat storage is linked to IR and the development of cardio-metabolic disease.  

Thus, measurement of waist circumference is used as a surrogate marker of abdominal 

fat mass [10]. Waist circumference was not measured in any of the patients included in 

this study.  It should be measured alongside BMI to improve the accuracy of prediction 

of CVD risk.   

Regarding the other risk factors, few women received a diagnosis of diabetes, 

hypertension or dyslipidaemia.  This may be due to the relatively young age of the cohort 

(of mean age 26.5) where sufficient metabolic dysfunction is yet to occur.  

 



 

 

Women with PCOS are at an increased risk of metabolic consequences, including CVD, 

diabetes and gynaecological cancers,  as a consequence of the increased prevalence of 

metabolic syndrome in the population [11].  Early identification of risk factors and 

metabolic syndrome can facilitate intervention to prevent future CVD.  First line 

interventions include lifestyle modification, including weight loss and improving diet and 

exercise.  Weight loss and lifestyle modification have been shown to be effective at 

improving lipids and reducing circulating insulin and androgens [12].  Androgen reduction 

can reduce physical symptoms of PCOS (such as acne and increased hair growth) and aid 

weight loss while improved lipids and insulin can reduce the metabolic risk. 

Pharmacological therapy may be offered as a second line option to improve risk factors 

like hypertension and high cholesterol where lifestyle modification has proved 

insufficient. 

This study is limited by the study population where data was collected from one GP 

practice.  Therefore, this cohort may not be representative of all women with a diagnosis 

of PCOS, thus impacting the generalisability of the results.  This is further supported by 

the small sample size.  In addition, the study was carried out in a GP practice, therefore, 

hospital notes were not accessible, only consultant letters from clinic.  This may have 

impacted the results of the audit as reporting of factors like BMI may have been 

recorded in the notes as opposed to the clinic letter.  It must also be considered that 

verbal lifestyle advice may have been delivered but not documented. 

6.  Future Recommendations for Practice 

In order to reduce morbidity and mortality from CVD in women with PCOS, a better care 

pathway is warranted.  A co-ordinated approach from primary and secondary care is 

necessary to facilitate baseline measurement of CVD risk factors, in accordance with the 

RCOG green top guideline, and continued monitoring of these criteria as the condition 

progresses. 

6.1. Future Recommendations for Primary Care 

Update the primary care protocol to include GPs and/or practice nurses to measure 

blood pressure, BMI and carry out blood tests at time of referral to gynaecology for 

suspected PCOS. Lipids and blood glucose should be measured in addition to routine 

investigative bloods like FSH/LH and prolactin.  The results of these blood tests should 

be sent to gynaecology. 

Introduce a shared care agreement that includes annual monitoring in primary care for 

women with PCOS, with the following screening of: 

Smoking, alcohol and drug use 



  

Diet and physical activity levels  

Blood pressure   

Cardiovascular risk assessment  

Body mass index (BMI)  

Assessment of blood glucose levels to screen for the development of diabetes such as 

annual HbA1c. 

6.2. Future Recommendations for Secondary care 

At time of confirmation of PCOS at gynaecology clinic, allocate time in the appointment 

for measurement of these risk factors.  This could be carried out by the consultant or 

have another healthcare professional be responsible for this before or after consultation 

with the doctor.  

Introduce a role for PCOS specialist nurses who could be responsible for the 

measurement of risk factors as outlined above.  In addition, they could facilitate 

education to help women understand the importance of reducing their CVD risk and 

how this can be achieved.  The specialist nurses could also manage patients who confer 

increased risk, such as obese or diabetic patients. 

7.  Future Research 

The current study is limited to women registered with one GP practice in Northern 

Ireland.  Therefore, this study should be extended to include women with PCOS from 

multiple practices to increase the sample size and improve generalisability of the results.  

If annual monitoring of risk factors in women with PCOS were established, a prospective 

study examining the morbidity and mortality of CVD would be key to inform practice.  

The ideal study would compare a group of women with PCOS monitored as outlined 

above, with an unmonitored control group, in order to determine the efficacy of 

monitoring in reducing CVD risk.  However, this type of study would present challenges 

in terms of funding and would be time-intensive as a long follow-up would be necessary.  

In addition, research is warranted to determine what interventions are established for 

these women and which interventions confer the greatest risk reduction. 

8. Conclusion 

Current practice is not compliant with guidance from the RCOG green top guideline 

therefore a better pathway of care needs to be in place to reduce morbidity and 

mortality in women with PCOS as a consequence of CVD. Women in the study were 



 

 

obese on average, which represents significant risk and an important area for targeted 

primary prevention.  Baseline risk was not established for the majority of women 

included in the study, thus it is unlikely that preventative interventions were established 

for these women.  Improving care for women with PCOS is vital to improve patient 

outcomes and reduce future NHS burden.  It would certainly involve the development of 

a shared care protocol agreement between primary and secondary care.   
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The Gatekeepers of Healthcare 
Author: Rory Holohan, undergraduate medical student University College 

Cork 

 
It is often said that those who cannot learn from history are doomed to repeat it, so as 

humanity locked itself away at home a century ago in fear of encountering a stranger 

who had a cough, we come to do it all over again. The world has changed very 

dramatically in so many respects since China announced just ten months ago that it had 

discovered a new member of the coronavirus family and that we should all sit up and 

take notice. Across the world, populations have made demands of their healthcare 

systems that could never have been forecast, even in the darkest corners of an 

epidemiologist’s mind. 

How is it that we are cured of our fever, persistent dry cough and get two weeks off 

work if a hospital can’t do it for us? Why, the same way we managed these needs even 

before COVID-19’s arrival: through our ‘family doctor’ of course. So often the linchpin of 

a community, the burden of expectation that’s now placed on a general practitioner will 

come to define the role forever more. Previously they were the first medical person a 

patient meets on what may be a long treatment journey, beginning with examination in 

the GP’s offices, and ending with surgical intervention on the operating table. Indeed 

now it’s the GP’s decision who should or should not be sent for the definitive PCR nasal 

swab cementing their place as the gatekeepers to healthcare. 

Referral to specialists has long been a trademark of community care. Where an initial 

prescription of antibiotics or physiotherapy has not improved the presenting complaint, a 

patient is duly sent to another doctor whose specialist training may help to resolve the 

issue.  

This isn’t to suggest that the GP was unable to help the patient in the way they might 

have preferred, rather to highlight their role as an avenue for the patient to enter the 

labyrinth of treatment pathways that is hospital-based medicine. 

Community care is where most of a patient’s experience with a health service takes 

place so it remains essential for the GP to know when a complex pathology is presented 

to them. Now that coronavirus has caused so much chaos in the system, it becomes 

more challenging not only to refer patients onto an overburdened hospital, but also to 

encourage people to make and attend appointments in the first place. 

 

A recent press release from the Irish Medical Organisation (IMO) highlighted the decline 

in patient numbers at surgeries and directly called on patients to come forward if they 



  

have worrying symptoms of any description, not just of COVID-191. These hesitations 

may stem from a fear of possible infection in a healthcare setting, or perhaps that people 

took the message to “protect the HSE” by staying home far too literally and were now 

causing themselves considerable harm in the process. Data from the UK indicated that 

the numbers of people going without a diagnosis for common conditions sharply 

declined2, which presents its own complications in time. 

 

The severity of pathology that would typically come through the door is now much 

worse, which makes management more challenging both for the GP in follow-up 

consultations, but also for the hospital team due to receive a referral. Once again do we 

see the need for a clear delegation pathway to function effectively. If I am a general 

practitioner, with an onslaught of patient numbers on the way, how do I best determine 

who should be sent into a probable backlog of waiting lists in Hospital Departments, 

knowing, as I do, that a deluge of paperwork requesting that other surgery’s patients be 

seen right now is already ahead of them? 

How do I best serve my role as a custodian of care pathways? 

A doctor cannot play God in attempting to treat an illness beyond his/her capability, 

he/she must trust in the system, and make a referral if needs be. Certainly, there are 

horror stories of patients dying because they did not receive timely treatment, but it is 

more productive to accept that the pathways have been struggling with delays for many 

years, and that the pandemic has merely served to highlight this3. This creates a further 

burden for the GP who must sympathize strongly with patients, knowing that it could be 

months or even years before they receive a letter of reply, and maybe even years before 

their patient is ever seen. 

 

I’ve had some exposure to General Practice through placement as a student. I sat in on 

many appointments that weren’t simply about doing a history or examination, but had a 

rather a more personal element. The patients had often booked in for a chat, some being 

elderly and needing the social support, with others desperately wanting to know if they 

had secured an OPD slot. I distinctly recall the mis-shapen ankle of one man who had 

suffered a fracture in 2012, because I thought of him reading a report that the hospital in 

his locality had nationally syndicated waiting list times for surgical repairs4. That man 

received notice of an appointment eighteen months ago set for 2023, it now behoves 

that same GP to repeat the last eight years of prescribing painkillers, to hear him 

struggling to get up the stairs of the medical practice & reassure him that the letter 

requesting the Consultant’s attention was indeed sent on. 



 

 

 

Coronavirus will almost certainly exacerbate waiting list frustrations both here at home5,6 

and our nearest neighbours7, but we cannot let it define the healthcare experience for 

our patients. They’ll rely on us as we battle this invisible enemy, and they’ll still need us 

when it’s gone. To quote Yeats, “Mere anarchy is loosed upon the world…and 

everywhere the ceremony of innocence is drowned”. Adversity will come to haunt 

general practice as it recovers from the struggles currently pressuring its abilities, but an 

experienced hand on the tiller of decision-making, patients seen to or sent onwards will 

steady the ship in time. 

To speak now of consultations and how they have changed, we must address the fact 

that the insidious presence of an illness spread by close contact has destroyed the 

holistic way in which people meet with their doctor(s). 

We are all now familiar with the notion that approximately fifteen minutes beside 

someone carrying the virus has the potential to pass it onto us8. Aside from wearing 

industrial strength respirators inaccessible to most, there is no avoiding the fact that 

people should not meet one another unless absolutely necessary. What this has meant 

for general practice is the need, as with so many other facets of daily life now, to go 

online and meet virtually. 

Online meeting presents its own benefits and challenges. A GP can make many 

Skype/Zoom calls in a day, as there’s no longer any need to move patients in & out of a 

waiting room or from the bedside. That in itself is a concern, however, as the personable 

nature of General Practice should not be replaced by the quality of one’s internet 

connection. 

 

Virtual consultation has taken away from the time honoured tradition of a concentrated 

ten-to-fifteen minute meeting, and the data shows this9. The interventions and 

assessment of people that you get in-person is incomparably better than an online 

interaction. A hip replacement is not performed by by incising with a butter knife, so 

how can the quality of a camera be trusted to tell you about the severity of a skin rash 

that the patient may be exhibiting? 

 

There’s understandable worry from all parties that not seeing something in-person, may 

expose a doctor to litigation in the future from the ever-present threat that is the 

medico-legal machine. We know that some GPs are very fearful of being sued or 

sanctioned and may indulge in the practice of defensive medicine10, knowing it is a waste 

of a referral, but ultimately protects their name. Given the importance of detailed 

documentation, current opinion and practice indicates this can be done in a greater 



  

capacity if done digitally11. This is course, leads to more time taken between consultation 

calls in order to accurately document proceedings. If I serve as a GP in my capacity to a 

patient accessing healthcare, can I be sure that the same patient I turn away should I 

deem their complaint not serious enough for referral, won’t come back to haunt me? 

The acceptance of video calls has been mixed, be it accepted as part of infection control 

or as an alien concept altogether. General practice has always been a very computer 

literate profession but also has had to adapt its behaviours in the current circumstances. 

The softer elements of ascertaining patient wellbeing and medical diagnosis are lost to 

bandwidth capacity and the scope of a computer camera. You cannot see wringing of the 

hands under the table in a patient who says the problem is headaches, when really it 

might be an anxiety disorder. If so, does someone really want to videocall their doctor if 

the consultation will be an artificial construction? This serves to undermine the 

fundamental trust between a patient and a healthcare provider, possibly causing them to 

present much later with far more advanced illness. 

We must also consider that GPs, in connecting patients to treatment, are on the frontline 

of seeing health inequalities12 play out. There are advantages to remote consultation, 

where the cocooning elderly can get a regular check-up, but equally this system fails if a 

necessary component is not in place. It would be unwise to assume that everyone over 

the age of 70 doesn’t know how to operate a laptop, but this is the age group most 

affected by the changeover to e-Medicine as they’re the most frequent visitors to a GP’s 

surgery13. Given that they often present with multiple co-morbidities, the routine 

assessment of blood pressure or INR has to be overlooked, unless absolutelt necessary. 

 

Previously, a GP had to consider how many people they’d refer on, now the issue is how 

many people come into their offices must be weighed up. Research pertaining to our 

colleagues in Dentistry14 outlines some of the protective behaviours undertaken by 

those in high-risk contact scenarios. In between calls to make consultations, primary care 

doctors now must now carry out initial assessments over the phone to decide if it’s 

actually safe for them and their ancillary staff to have a symptomatic patient of any 

degree call in person. 

 

This poses its own challenges – should they check on a teenager with ongoing 

depression, knowing that they aren’t coping well with lockdown or do they gauge the 

severity in an older woman with shortness of breath? There’s only so much time in the 

day, and only so many patients that may be seen in that period. How the GP decides 



 

 

who should be dealt with15, be it in person or over the phone, confirms his or her 

position as a sentinel standing over therapeutic avenues. 

Even with all of the usual demands to referrals or budgeting overheads and wages 

expected of them, a general practitioner is now asked to de-facto run the coronavirus 

screening program nationally since all requests for a nasal swab must be organized 

through them16. Couple that with an already overwhelming demand for routine care and 

you have a phone that will not stop ringing all day in their practice. 

Having volunteered my summer to the efforts of contact tracing, I can personally testify 

to the preparation and administration17 that is required to make it run efficiently. 

So much detail and time is required to get an accurate record of an individual’s 

whereabouts prior to their receiving a positive test result for COVID-19. It should, 

therefore, not have fallen upon GPs to ration the tests in the first place, distorting their 

place as a concierge to care, relative to how many symptoms18 someone had at the time. 

While this was done with good intentions by the National Public Health Emergency 

Team to protect available stocks from being exsanguinated, it did however leave very 

many people by the wayside who could have gone without being picked up. Coronavirus 

affects everyone differently so if an asymptomatic individual passes it to someone who 

is badly affected, then the chain of transmission has not been identified as the symptom-

less person had not been considered. Data from August19 would suggest that 

approximately 1.7% of the Irish population are estimated to have been infected, though 

this only analyzed volunteers in two Counties of vastly different populace (Dublin and 

Sligo). 

Thankfully, this country never arrived at the wartime medicine triage situation that befell 

the people of Bergamo (Italy) and Madrid (Spain). Doctors here were not asked to choose 

who would receive a ventilator, and who would go without one, potentially succumbing 

to the virus’ effects. On a more scaled back scenario, GPs are however tasked with 

determining who should be sent for a test. 

 

We are in this month of November at a time where anyone who needs a test can get 

one, but during the viral peaks preceding this second national lockdown, we saw the 

collapse in the integrity of the Irish contact tracing system20. This in turn, as it so often 

has done during this pandemic, passed the buck right back onto GPs alone. Many 

hundreds of people had to phone their doctor de-novo as a potential, but unofficial, 

contact of a known coronavirus case at the same time that these primary care physicians 

were also being asked to do the contact tracing for any of their patients who had already 

received a positive result. An unrealistic expectation to make of even the most diligent 



  

and committed of persons, no matter the circumstances. 

 

The apology21 was quick in coming but likely did little to placate the fury of many who 

feel too much is being sent to too few people to accomplish. I am confident that General 

Practice shall weather the storm but its issues of early retirement22 to avoid the current 

punishment of servitude will continue to plague this profession. Proper Government 

funding of the discipline will enhance patient care and permanently secure the family 

doctor’s position as the adjunct to functioning health service. In February of 2021, I shall 

travel to the village of Mitchelstown to undertake my GP rotation for Final Year. COVID-

19 could be better or worse as a threat to the country, so all of the above that I have 

discussed may come into play, or not. What shall remain is the discipline’s warm nature – 

hearing about a patient’s grandchild as you fit a blood pressure cuff on their arm, or 

simply shooting the breeze about sports with another patient who volunteers with the 

local football club. 

Be they handing out a prescription, calling a pharmacist to discuss a tablet regime or 

recording a hospital discharge letter to their notes, the general practitioner will forever 

more remain the gatekeeper of healthcare. 
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It will come as no surprise to general practitioners (GPs) that the public is becoming 

increasingly more demanding. From a consultation perspective alone, patients rarely 

present with a sole complaint. Instead it is much more commonplace for there to be a 

primary issue followed by a slew of secondaries. A recent study conducted in the rural 

GP setting, showed that across a sample of 500 consultations, 48.9% of patients 

expressed multiple (greater than or equal to 2) concerns to their GP per 

consult.[1]However, what the GP may not appreciate is that the workload for the 

secretarial staff is also increasing exponentially. 

 

The role of a GP secretary is multifaceted. Their responsibilities include an array of 

administrative and organisational tasks that include, but are not limited to, triaging 

patients, allocating appointments, preparing medico legal reports, and filling forms and 

applications. [2,3] The advent of numerous additional schemes for patients with chronic 

illnesses coupled with the increasingly litigious nature of society, has made for a greater 

workload for the average GP secretary.[4] While this increasing workload may be taxing 

to the secretarial staff, it is not the most prominent issue that they face. Instead, what 

tends to pose the greatest issue is the attitude of the public towards the front of practice 

staff.  

 

GP secretaries are the bridge that connects the patient to the healthcare system.[2] They 

are the front of house in the GP surgery and are often the first point of contact to the 

Health Service Executive (HSE). Therefore, in cases where the HSE fails to deliver upon 

promises made, the secretary can often end up bearing the brunt of the patient’s 

grievances.[5] This has been clearly evidenced by the current rollout of the flu-vaccine. 

HSE-lead campaigns encouraging the uptake of the flu-vaccine for the entire population 

without securing adequate supply, have created a national shortage which has forced 

GPs to “play God” in deciding who should receive the vaccine.[6,7] But if the GP is playing 

God, then the secretary plays the role of the devil that delivers the bad news. The HSE 

press releases which deny the existence of a shortage, only serve to give patients the 



  

impression that the vaccine is being withheld from them.[8] Additionally, ambiguity 

surrounding the number of vaccines that practices are due to receive, have made it very 

difficult for secretaries to provide patients with an accurate estimate of when they will 

likely receive a vaccine.[9] This gives rise to angry phone calls and on occasion angry in-

person encounters. It is an unfortunate scenario but one to which I can attest. 

For the majority of the year, I can be found on the wards getting consultant’s questions 

wrong and chasing after SHOs like a bad shadow. But for brief periods during the 

summer and winter holidays, I work as a secretary in a GP practice. While I have been 

witness to the somewhat justified anger felt by patients seeking the flu-vaccine, I have 

also witnessed many more unprompted outbursts. In fact, over the course of the past 

year or so, I have begun to notice a marked change in the way patients treat the 

secretarial staff. Patients have been more impatient, significantly more demanding and at 

times rude and abusive. I am in a unique position in that I only see these patients 

intermittently; in this sense this change of attitude has been much more acute to me. 

However, I don’t believe myself to be alone in noticing this either. Speaking with the 

other secretaries that I work with and those whom I have met through placements- they 

are experiencing a similar shift. A shift which has no doubt been exacerbated further by 

the COVID-19 pandemic.  

 

The infectious nature of COVID has forced a pivoting of the traditional consultation 

format. The rise of phone and video consults have meant that patients have been able to 

access GP care and advice without risk of infection. While the phone calls have certainly 

had a positive effect with regards to continuity of care; they have also birthed a direct 

line from patient to GP. Many patients will now call the practice with the hopes of 

having a “quick chat” with [insert GP’s first name here]. In fact, some patients will call 

multiple times per day- especially when they feel as though they are not getting a 

response fast enough (this may be within the space of an hour). For these patients it may 

seem as though the secretarial staff are not passing on their queries fast enough or are 

not conveying the seriousness of their request to the GP. And in instances such as these, 

patients have been known to verbally lash out at staff. Whether it be the passive 

aggressive comments regarding one’s professional abilities or the outright accusations of 

being “a liar”, none of it is pleasant. Especially if there are number of these interactions 

per day. There is the old troupe that the GP secretary is the villainous “dragon behind 

the desk”, perhaps this essay might serve as an origin story.[10] 

 

A tweet I read recently queried why GP secretaries in the UK acted like “the bouncers 

for the NHS”.[11] While I found this to be hilarious, I also noted it be somewhat true. The 

GP secretary does in some ways acts as a “bouncer” or “gatekeeper” whose goal is to 



 

 

protect the GP. This has become especially true during the COVID era, when secretaries 

play a role in screening patients for the risks that they pose to the GP’s safety. The 

appointment booking that they do helps to ascertain the risk that the GP will face in 

seeing this patient in clinic. It is based on guidelines and schematics provided by GP staff 

and done in complete conjunction with them. However, the issue arises when patients 

feel as though by answering any of the questions in the affirmative their chances of 

seeing the GP decrease- this can often arise in omissions. Additionally, studies have 

shown that certain patients may employ strategies, such as persistence or threats, in 

order to coerce secretaries into booking appointments.[12] The responsibility of triaging 

appointments in the COVID era is one which is not taken lightly by the secretary. In fact, 

there is no feeling worse than finding out that a doctor had to leave the room mid-

consult to don additional PPE for a patient that you had noted to not be clinically 

suspicious for COVID.  

 

From a patient’s perspective, it may be uncomfortable to divulge their intimate medical 

information down the phone to the secretary. Especially, in cases where the patient may 

be unaware of the confidentiality that secretaries are bound to. This perceived intrusion 

by the secretary can garter aggro from patients and perpetuate to them a stereotype of 

the secretary as an uncompromising gatekeeper who yields unchecked power over 

them- the vulnerable patient.[2]  Other sources of abuse include the rise of the letter 

requesting anti-masker and TD referral. However, it begs the question- if all of the 

above-mentioned instances of abuse and questionable behaviours are incurred by the 

secretary, then is this truly a GP issue? 

 

My answer- yes, absolutely. First and foremost, your administration staff are your 

employees. And as in any workplace, across any discipline, it is the duty of an employer 

to protect their staff.[13] Research has shown that general practice team members tend 

to be more motivated and resilient when they feel safe.[14] However there has been 

evidence to suggest that persistent negative patient interactions have the capacity to 

leave secretaries feeling unsafe and dissociated from the rest of the team.[15] So how can 

the GP protect their team and make them feel safe? Communication and open dialogue 

are always a good place to start in the creation of a safe workplace environment. It is 

crucial that administration staff be afforded an opportunity to voice concerns without 

fear of disregard. A secretary’s location as front of house is unlikely to ever change but 

studies have shown that some of the effect of these negative interactions may be 

mitigated through the sharing of experiences with superiors.[15] Of course, this is all quite 

obvious and achievable in theory but what happens when the patient’s behaviour 

towards the doctor is in diametric opposition to the way in which they treat the 

secretary? 



  

As a medical student and part time GP secretary, I am privy to meeting the average 

patient both inside and outside of the consultation room. It has been through this 

experience that I’ve really been able to appreciate the difference with which patients 

treat the secretaries compared to the GPs. In some cases, patients have had such split 

personalities that it would almost compel you to suggest referral for psychiatric 

assessment. Patients who were aggressive and rude at the front desk were considerably 

better behaved once they had crossed the threshold of the doctor’s office. Effectively 

painting the secretary out to be “the boy who cried wolf”.  

 

This phenomenon poses a dilemma for the GP. On one hand it is best practice to believe 

that which you see with your own eyes, yet on the other hand should you not trust your 

staff enough to believe what they are telling you? It is a difficult line to tow. Any 

disciplinary action towards a patient may result in irreparable damage to the GP-patient 

relationship. However, on the other hand, perceived disregard for the genuine concerns 

of a team member could plant seeds of resentment within the team. Resentment is a 

poison that has no place in the GP practice. It can drive a wedge between GP and 

secretary, ultimately creating a gap through which issues of patient safety may fall.[16] To 

prevent said scenario, a good flow of communication is key. If a secretary is empowered 

and encouraged to communicate concerns with the GP, it becomes less likely that 

frustrations will bubble beneath the surface. It also allows the GP to have all the facts 

about a patient and gives clues to their character outside of the consult. Equipped with 

this information the GP can extend the flow of communication to the patient and 

communicate to them the expectations for how all staff at the practice should be 

treated. A breakdown in this flow of communication could both damage team dynamics 

and perpetuate bad behaviours among patients. It is a lot to ask of a GP, to expect them 

to change the attitudes of growing cohort of the population. A more reasonable 

expectation would instead be to institute practice values that promote mutual respect- 

at least whilst inside the building. 

 

As mentioned previously, a team that feels safe is a more motivated team. But why 

should this matter to the GP? As self-employed business owners, GPs should be looking 

for opportunities to maximise efficiency and reduce turnover wherever possible. 

Increased staff turnover incurs additional recruitment and training costs to the employer, 

and it has the potential to create information gaps that threaten patient safety and 

continuity of care.[17] The role of a secretary can require specialised knowledge, 

especially with regard to triage and repeat prescribing; however no formal qualifications 

are required.[3] Therefore, much of the training is done in—house. This poses significant 

cost and risk to GP’s, firstly GP practice staff tend to be under significant time 



 

 

constraints which are not conducive to providing teaching opportunities. Secondly, 

untrained staff are left with blind spots; they lack knowledge of the system and of its 

players. One could therefore surmise that it would be more cost-effective for a GP to 

culture increased levels moral in their existing secretaries than it would be to replace 

them[17].   

 

Additionally, efficiency tends to be at its highest when moral is good. However, daily 

instances of abuse have the tendency to chip away at this moral and have a negative 

effect on job satisfaction.[15] The average salary for a medical secretary is not 

astronomical by any means but as many recent job satisfaction indices have noted, 

compensation is no longer considered to be one of the top drivers of job 

satisfaction.[18,19] Instead, the key drivers include a business’s values and culture, the 

quality of its leaders and the career opportunities available.[19] Where there is ambiguity 

surrounding a practice’s values or the creation of a culture which tolerates the 

mistreatment of secretarial staff, then there is likely to be decreased job satisfaction.  

It should be also be noted that the job of medical secretary does also have another 

compelling driver which may not be captured fully in the job satisfaction index- it affords 

staff the opportunity to help people who may be at their lowest. That could mean trying 

to organise Fair Deal for an elderly patient or helping a newly diagnosed patient to 

navigate the resources available to them, or it could mean any one of the many other 

non-administrative tasks that are not captured in the job specification. I can really only 

speak to my experience with the secretaries that I’ve worked with or have met 

throughout my placements, but I know them to be kind, helpful and willing to go above 

and beyond for the patients. I would hope that for them, and the patients they help, the 

drivers for job satisfaction continue in the right direction. The issue for GPs arises when 

the challenges of the job begin to outweigh the positives for their employees, and they 

face the prospect of losing good staff.  

 

At this time, I should include a disclaimer to say that the small cohort of patients whom I 

refer to in this essay are not reflective of all patients. They are simply the loudest and, 

unfortunately, the most memorable. The vast majority of patients who attend are kind 

and considerate. And it would be a shame for them if by consequence of a breakdown in 

communication and a changing practice culture, their safety and continuity of care was 

negatively impacted. Lastly, this essay is by no means an ode to the GP secretarial staff 

of Ireland nor is it an opportunity to air any grievances. It is simply a recognition of an 

issue which may seem inconsequential at the minute but has the potential to be a 

catalyst for more serious troubles down the road. 
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Through Closed Doors 
Author: Lowri Edwards, undergraduate medical student, Trinity College 

Dublin 

 
Telemedicine. This is a term derived from the Greek ‘tele’ and the Latin ‘medicus’. Its 

literal translation is ‘healing at a distance’.1 

 

Distance.  

 

‘Social’ distance. An oxymoron. 

 

Today, an uncomfortably familiar word that will never fully regain its innocence.  

 

- 

 

On Wednesday the 11th March 2020, the World Health Organisation declared the 

severe acute respiratory coronavirus 2 outbreak a pandemic.2 This was also the day 

when Ireland suffered its first fatality from the disease.3  

Tension in the ICU at Blackrock Clinic – where, unbeknown to me at the time, I 

was placed for my last ever clinical rotation of my third undergraduate year – was 

palpable.  

 

“Will we stay a little later today and get some cases signed off? Who knows if we’ll be 

back tomorrow!”. Only half-joking. 

 

“Are you two medical students? Are you sure you’re meant to be here?”.  

Our responses meek and unconvincing. 

 

“Did you hear the guys in Naas have been sent home?”. Unable to mask the concern in 

my voice. 

 

“Dear students, please note that all year 3 students are advised to stay home tomorrow 

regardless of the hospital you are currently attending on placement”. An abrupt and 

anticlimactic end to my placement, my year and medicine as we had known it. A door 

had closed. 

 

‘When one door closes, another opens’; an optimistic and familiar quote by Alexander 

Graham Bell whose aphorism, until this year, I had dismissed.4 Six uncertain months at 



 

 

home in North Wales brought with it the cancellation of an elective placement at Great 

Ormond Street Hospital among other opportunities. Its replacement came in the form of 

a collaborative research project with the paediatric department at my local hospital.  

  

2020 saw gathering momentum across the globe to minimise inessential patient 

exposure, contend with staff redeployment, adhere to social distancing guidelines and 

witnessed the widespread, rapid implementation of telemedicine.5 Two of the 

commonest areas targeted have been primary care and outpatient clinics. My task in 

Wales during the summer lockdown: to conduct a service evaluation assessing the 

acceptability of telephone clinics to parents of paediatric outpatients and sample their 

attitudes towards its potential for continued use beyond the pandemic. 301 telephone 

surveys later, I was surprised by the results.  

 

In October, I began my fourth year with a rotation in General Practice back in 

Dublin. This placement was unlike any other I had previously experienced. With a second 

lockdown impending and cases on a steep incline, direct patient contact was limited in 

favour of a now-familiar, more remote approach. Hours spent observing from my 

appropriately-distanced chair in the corner allowed me to witness an evolving new art – 

the clinical application of telemedicine. As I listened, I began to reflect on the patient 

feedback that I had gathered over the summer. With each case that presented, patterns 

began to emerge. 

 

An age-old assumption in medicine is that the greatest healing benefit of the 

patient-doctor interface derives from the physical presence of the two parties. It was 

therefore surprising to observe the considerable acceptability of telemedicine, both in 

the paediatric and primary care settings. Of the parents whom I had surveyed, over 90% 

felt safe and that their expectations were met. A significant majority also believed that 

telephone calls were of equal value to face-to-face consultations and expressed positive 

interest in the concept of ongoing remote clinics. This was reflected in an average 

satisfaction rating of 9.1/10. In the GP surgery, patients echoed this gratitude and 

expressed relief for the chance to speak to the doctor and receive prescriptions without 

having to attend in person during the pandemic.  

 

Perhaps, therefore, we have overestimated the importance of physical interaction 

at the expense of a much simpler art; listening.  

 

The ‘Golden Minute’ hypothesis refers to the first sixty seconds of a consultation, 

during which a patient, if allowed to speak uninterrupted, usually reveals most of the 

relevant information necessary for diagnosis.6,7 Despite this, Beckman and Frankel 

reported that only 23% of patients were allowed to complete their opening statement 

without premature redirection.7 Studies have demonstrated that listening to patients can 



  

enhance healthcare outcomes. This includes improved satisfaction and trust in the 

profession, better accuracy of diagnosis, improved adherence to medical regimes and 

reduced medical litigation.8 Additionally, the simple act of listening can offer a healing 

benefit in its own right, simply by addressing the psychosocial factors underlying illness.9 

This was exemplified by a lengthy and emotional call with a young divorcée who 

articulated her struggle with domestic abuse for the first time. With every caged 

sentence that she freed and every tear that she shed, I felt her regain her strength. The 

doctor, for the most part, remained silent – afraid to deprive her of this moment – 

however the woman who put down the phone was unrecognisable. The acceptability of 

telemedicine, despite its limitations, is a testimony to the importance of giving one’s 

time. When the world was being told to go home and shut their doors, remote medicine 

allowed the patient to retain their voice, to be able to make contact, and has emphasised 

the value that patients place on being heard.  

While listening remains at the core of effective communication, the shift towards 

telehealth and the associated loss of physical cues has necessitated a more focused and 

conscientious approach to history taking. Surveyed parents expressed particular 

gratitude for careful, directed questioning, thereby reducing reliance on their own 

descriptive skills. Similarly, they valued the doctor’s skill in asking the “right questions”. 

This also became apparent as I observed conversations evolve in the GP clinic. A 

predictable pattern began to emerge. Consultations often began with initial 

discomposure as the patient attempted to gather their thoughts and prioritise their 

concerns. Afforded time, they gained confidence and were better able to communicate 

their needs. When followed by relevant, directed enquiries, it enabled the patient to 

paint a more comprehensive picture and a differential usually became apparent. A 

balance must therefore be achieved. Careful prompting can elicit valuable information 

and help avoid fixation error. Patient-centred models such as the Calgary-Cambridge 

Guide to Medical Interview and the ‘ICE’ method are transferable to a virtual format and 

provide frameworks for establishing rapport, gathering information, handling of patient 

expectations and shared decision-making.10,11,12 I had started to realise the possibilities 

that when used to focus the emphasis onto the patient and their experience, 

telemedicine may contribute to effective implementation of truly patient-centred care, 

even beyond the pandemic.  

 

 A significant advantage of telemedicine is the opportunity for improved access to 

mental health services, particularly among younger demographics.13 Perhaps 

unsurprising, given the current climate, I could not help but notice the prevalence of calls 

relating to anxiety or depression. I am, however, a witness to the human mending that 

can be achieved through respectful and active listening, the acknowledgement of a 

patient’s concerns, reassurance and signposting. When uninvited societal barriers had 

precipitously forced people apart, here was a means to alleviate stress and continue to 



 

 

empower patients to take ownership of their own well-being. It is recognised that 

telemedicine provides an effective means of improving healthcare engagement among 

adolescents and young adults in particular, many of whom are ‘digital natives’.13,14 There 

are, however, counterbalancing considerations. While virtual visits provide an 

opportunity for young people to avail of confidential services without alerting caregivers, 

I realised that problems can still arise in ensuring confidentiality and privacy, particularly 

when patients are living in crowded home environments.13,14. Another significant barrier 

in telepsychiatry is the ability to accurately assess case severity. Delicate handling and 

safety protocols are necessary when approaching acute concerns such as suicidality, 

disclosed abuse or when considering involuntary admission. It is ironic that despite 

contributing significantly to the mental health burden of young people, this pandemic 

has also promoted a rise in telemedicine, and this, even with certain limitations, offers an 

effective and accessible intervention.14 

 

 While the benefits of telemedicine for younger populations is described, 

challenges arise in managing patients at the extremes of age. From my own audit, I 

observed that parents of infants under two years of age were less interested in the 

concept of ongoing virtual clinics compared to parents of older children. A possible 

explanation is that this cohort requires more reassurance, perhaps due to anxiety 

resulting from a relative lack of parenting experience. At the other end of the age 

spectrum, this pattern is reflected in older patients. Evidence and experience have 

highlighted that deafness, cognitive deficit, disinterest or inexperience with technology 

and difficulty in making oneself understood are all factors that complicate the use of 

digital services among the elderly.15 As a result, the GP practice concluded that any 

patient over the age of 65 should automatically be offered a personal consultation. This 

emphasises the importance of recognising differing requirements of service-users and 

implementing measures which bridge these divides.  

 

Inequities, no doubt existent already, have been spotlighted in other areas. A 

mother of seven children described her journey to the hospital to attend a paediatric 

outpatient clinic in North Wales. Her youngest child, only 10 months of age, requires 

regular investigation for severe reflux. Two of her children are autistic and suffer from 

intense separation anxiety when left at home. She recounted her despair when a four-

and-a-half-hour trip entailing four bus journeys to the hospital resulted in an 

inconclusive five-minute conversation and her embarrassment as she collapsed into tears 

in the hospital foyer. Given the rural setting of the study, it was therefore unsurprising 

that those travelling over an hour to the hospital expressed greater interest in the option 

of future telemedicine consultations compared to those with shorter journeys. While 

primary care facilities are generally more accessible than hospitals, large discrepancies 

exist between counties in Ireland. For example, the average distance travelled to access 

a GP in Dublin City is 0.6km whilst in County Cork, it exceeds 7km.16 For those relying 



  

on public transport, which is often sparse outside of the cities, such a journey could 

discourage attendance. With appropriate triaging, telemedicine could offer a feasible and 

convenient solution to improving the accessibility of primary care, especially to those in 

more rural areas. 

 

The new age of telehealth has uncovered an interesting dichotomy between the 

provision of acute and chronic care. Among the surveyed parents, the consensus was 

that telephone consultations, whilst acceptable for uncomplicated follow-up of stable 

conditions, were insufficient for managing a child with acute needs. On GP placement, I 

noted that a similar approach had been adopted in the primary care setting whereby 

patients describing acute, ‘non-COVID’ symptoms could be invited for in-person 

evaluation. However, triaging decisions regarding whom to invite are left entirely to the 

doctor and as a result, rely heavily on the processes in place for gathering initial 

presenting information from the patient. In the absence of clinical indicators, recognition 

of an acute emergency can be challenging and so thorough history taking and clinical 

judgement are paramount. Even after invitation, patients may remain reluctant to attend 

during the pandemic and as a result, some GPs believe that acute care has been 

compromised.17  

 

On the other hand, chronic disease management and preventative care during the 

pandemic have seemingly benefitted from the implementation of telemedicine. Parents 

of children suffering from conditions including asthma and cystic fibrosis expressed 

gratitude for the opportunity to access medical advice without having to expose their 

children to a hospital environment. The GP practice described a significant decline in in-

person attendance for the Chronic Disease Clinic since March; a phenomenon that has 

been widely recognised and is largely attributed to fear of infection.18 As a result, these 

patients would be at risk of being deprived of necessary health checks, medication 

reviews, mental health support and interventions such as dietary and behavioural 

modification.18 Remote monitoring, whilst perhaps an imperfect method, has allowed for 

continued care and communication with an otherwise potentially abandoned and 

vulnerable cohort. Additionally, it has been shown that the use of telephone contact can 

improve uptake of preventative health measures including the influenza vaccine, 

childhood immunisation and smoking cessation; interventions that are particularly 

relevant to this cohort.19,20,21 Recent concern surrounding the pause in cancer screening 

programmes has also led me to consider the potential value of telemedicine in facilitating 

opportunistic screening of such high-risk patients. Deliberate, targeted history-taking 

during routine reviews could help to identify patients who require referral for further 

testing.  

 



 

 

As medical students, we undertake training in the art of clinical medicine. We are 

taught that through careful observation, history-taking and physical examination, an 

accurate diagnosis can often be reached. These findings are then used to guide selection 

of appropriate diagnostic tests which may confirm clinical suspicion. Telemedicine poses 

threat to this classical approach. An unavoidable limitation of remote consultation is its 

inherent dissociation of physical interaction. Surveyed parents echoed these concerns. 

Generally, telephone consultations were more acceptable to those who did not expect 

clinical examination or testing for their child. A significant advancement in the delivery of 

telemedicine has been the introduction of videoconferencing and other digital platforms 

as a means of providing visual information. This has been particularly relevant in 

examination of skin lesions, with the use of ‘Teledermatology’ dating back to 1995.22 

Beyond this, videoconferencing offers some other important advantages over telephone 

clinics. These include improved accuracy of diagnosis, fewer medication errors, better 

medication adherence and reduced mortality.23 During paediatric consultations, 

videoconferencing may also better facilitate the inclusion of older children in 

conversations with the doctor; something that parents particularly value. Additional 

diagnostic information can also be obtained remotely. With training, selected patients 

could be asked to provide data including biometric measurements, temperature checks, 

pulse rates and glucose levels from home. Sometimes, however, accurate assessment is 

not possible without direct contact. In these instances, a telemedicine triaging model 

may help to identify patients in most need of limited face-to-face slots.24 

 

It is questionable whether telemedicine will or should replace traditional 

consultations. It is also unlikely, however, that remote consults will be abandoned once 

the pandemic has subsided. The COVID-19 crisis has resulted in a forced, radical 

adaptation of medicine – but perhaps it was an incipient movement waiting to be 

catalysed. As future doctors facing a career in the post-COVID era, it is now our turn to 

adapt.  

 

Where will medicine turn at this point? The post-COVID human health story is 

yet to unfold. Alarming forecasts about adverse cancer and heart-disease outcomes are 

predicted.25,26 But how much of the potential damage to the overall well-being of our 

patients have we ameliorated with our already changed ways? New digital ways of 

working may contribute to capturing and describing the legacy of the pandemic but 

could possibly also be harnessed in future processes to repair and improve. Shifts of this 

nature will invite the politics of change. It will raise issues of access, applicability, efficacy 

and regulation. A global crisis that has restricted our movement has taught us more 

about the significance of distance in healthcare and that this can result from physical 

impairment, psychological barriers, time restrictions or geographical separation. We face 

undoubted challenges. Every inequality potentiates the so-called ‘digital divide’ and we 

cannot predicate care on systems that embed disadvantage. We need to also be careful 



  

what we are asking for. My own observations have cemented my faith in the healing 

influence of human contact, however that is achieved. 

 

Perhaps, I should not have been so quick to dismiss the thoughts of the man who 

not only invented the telephone but also cautioned us about both closed and open 

doors. 
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Isotreinoin in the Management of Acne Vulgaris: 

A focused literature review 
Author: Brynn Charlesworth, undergraduate medical student, University 

College Cork 
 

Literature Review 

Demographics: Acne vulgaris, universally referred to as acne, is classified as a 

chronic inflammatory disease affecting the pilosebaceous unit of the skin (1). It is 

considered to be the most common skin condition affecting up to 95% of teenagers, 

with a peak incidence ranging from 13-16 years old in females & 15-18 years old in 

males; however, it is not only a problem of adolescence (2-4). Acne has also been 

documented in both children & adults, indicating a considerable impact on the overall 

population (5). 

 

Burden of disease: While acne is not directly associated with mortality, significant 

morbidity has been established. In Ireland, the global disease burden of acne accounts 

for 3,700 healthy years lost due to living with the disease (6). Acne presents with 

erythema, swellings & tenderness, with up to 43% of patients experiencing lasting 

changes to the skin (7). The cosmesis associated with this condition has been shown to 

negatively impact an individual’s self-esteem, sense of pride & mental health (1). It is also 

associated with an increased prevalence of loneliness, social anxiety, depression & 

suicidal ideation relative to their peers with other long-term skin diseases (2, 3, 5, 8). 

Moreover, people with acne have reduced quality of life (regardless of acne severity) 

that is on par with the values reported by individuals suffering from other chronic 

illnesses, including diabetes, arthritis, or epilepsy (8). Efforts should be made to manage 

acne properly & efficiently in the clinical setting to limit negative patient outcomes & 

prevent potentially devastating consequences to individual well-being. 

  

Pathophysiology: The human body is populated by a multitude of bacteria responsible 

for maintaining skin health (9). This microbial flora helps preserve an ideal 

microenvironment for the skin, occupying niches & producing substances that inhibit the 

growth of pathogenic organisms (9). However, when the normal balance is disrupted & 

phylogroup diversity is lost, there is an increased risk of opportunistic infection & 

subsequent development of cutaneous conditions (9). 

There are four main pathogenic factors involved in the development of acne: The 

abnormal proliferation of keratinocytes producing a follicular plug, androgen-induced 

overproduction of sebum, bacterial colonisation & proliferation within the duct, & a 



 

 

resulting local inflammatory response (4, 5, 9). Specifically, Propionibacterium acnes has 

been implicated in the development of acne vulgaris (7, 9-11). This anaerobic, gram-

positive rod has several distinct subtypes, which are the primary population that 

colonises the skin follicles (9). The majority of P. acnes strains are skin-protective; 

however, an association has been found between acne development & pilosebaceous 

units dominated by the type IA1 clade (9). That is to say, an inherent lack of diversity 

among cutaneous microbiota or a bacterial shift that favours the type IA1 strain of P. 

acnes predisposes an individual to develop acne lesions, in combination with genetics & 

additional factors that increase sebum production (9).  

 

Clinical presentation: Characteristic features of acne vulgaris include a variety of 

cutaneous lesions in areas highly concentrated with pilosebaceous units (1, 8, 9, 11). 

These lesions that commonly occupy the face, trunk & buttocks include open & closed 

comedones, cysts, pustules, nodules & scars (1, 2, 11). Comedones are the result of the 

hyper-keratinized follicular plugs that may or may not be oxidized (closed 

comedones/whiteheads & open comedones/blackheads, respectively), which become 

cysts when dilated & pustules are follicles filled with neutrophils (11). Nodules are 

inflamed lesions at the site of follicular rupture, which can ultimately result in scarring 

once healed, creating permanent skin imperfections as a result of collagen changes in the 

skin, manifesting as ice-pick, boxcar, hypertrophic &/or atrophic clinical scars (1, 2, 11). 

 

Clinical management: With the high prevalence of acne within the general 

population & its associated sequelae, it would be expected that consultation rates 

regarding acne would be relatively high. This is indeed the case in secondary care, with 

acne being one of the most common conditions treated by dermatologists; however, the 

same is not true within the primary care system (2, 5, 12). It has been estimated that 

every year, only 1 out of 8-9 patients with acne will consult their family doctor (5, 8, 12). 

This disparity between primary & secondary care is particularly alarming as dermatology 

had the 3rd longest waiting list among medical specialties in Ireland, with over 13,500 

patients expected to wait more than 1 year for an initial consultation in 2019 (13). Even 

so, it has been suggested that the vast majority of cases can be effectively & more 

appropriately treated in primary care (2). General practitioners are best suited to 

accurately assess & diagnose acne, elucidate their concerns & expectations, discuss 

options to collaborate & form treatment plans, monitor compliance & provide continued 

support for the patient. Most importantly, general practitioners can manage the 

contraceptive needs, monitor all adverse effects & accurately assess the mental health of 

the patient (12). 

 

Treatment options: All severe cases of acne require systemic treatment to 

prevent permanent effects, such as physical & psychological scarring (4). At present, the 

available treatments include systemic antibiotics, hormonal agents, oral isotretinoin & 



  

combinations of the aforementioned with topical treatments, each of which has been 

shown to have varying onsets of action, levels of efficacy & side effects (4, 5, 14). 

However, the prudent antimicrobial stewardship in the face of resistance & the 

possibility of disrupting the patients’ microbiome has led to rising concerns of antibiotic 

use for acne (10, 12). Yet despite recommendations to limit their use in the treatment of 

acne, antibiotics continue to be the most frequently prescribed systemic treatment in 

clinical practice, with use often exceeding the recommended duration of therapy (10). 

On the other hand, while hormonal agents (antiandrogens) have shown to be effective at 

reducing outbreaks, the elevated risk of thromboembolism in females is less than ideal 

(4).  

 

 Isotretinoin: Isotretinoin is the only treatment available that targets all 

pathogenic mechanisms of acne, showing superior efficacy & consistent effects relative 

to other treatments (4, 14). This drug effectively reduces sebum production, decreases 

follicular clogging, decreases inflammation & prevents excess bacterial growth on the 

skin, therefore reducing lesions & scarring (4, 5). As such, isotretinoin has been identified 

as first-line therapy in the treatment of severe acne by the European evidence-based 

(S3) guidelines, with up to 85% of patients cured after an average of 4 months (3, 4). 

However, isotretinoin is not without adverse effects, with the mucocutaneous & 

musculoskeletal systems most commonly affected (5). Temporary side effects include dry 

lips, xerosis, facial erythema, epistaxis, cheilitis & myalgia, with other less common 

effects including hepatitis, pancreatitis & kidney disease (15, 16). Isotretinoin has also 

been the topic of controversy due to its established teratogenic effects & conflicting 

associations with depression & suicidal ideation (17). However, the majority of studies 

have found the use of isotretinoin has no negative impact on psychological well-being, 

with some studies showing depressive symptoms improving (3, 5). All things considered, 

to limit the negative effects of oral isotretinoin, a list of recommendations have been 

made to assist in safe prescribing, whereby: 

1. Isotretinoin should be used as a first-line treatment for severe nodular & 
treatment-resistant acne or where there is a high risk of associated scarring or 
psychosocial distress 

2. Low dose isotretinoin can be used to reduce the severity of adverse effects 
3. All adverse effects should be monitored throughout the course of treatment, 

specifically screening for signs of depression 
4. All patients require baseline & routine blood tests for liver function, serum 

cholesterol & triglycerides until response to treatment is established  
a. Pre-isotretinoin treatment 
b. During treatment: at 1 & 3 months (monitoring is recommended until 3 

blood tests are all within normal range) 



 

 

5. Women of child-bearing age must adhere to a robust pregnancy prevention 
programme, receive education on appropriate methods of contraception & 
require baseline & routine pregnancy tests before each prescription issued 

a. Two negative pregnancy tests, about 10 days apart, before initiating 
isotretinoin (may also consider starting menses as further confirmation 
before commencing treatment) 

b. A negative pregnancy test before issuing each monthly prescription 
c. A negative pregnancy test following cessation of treatment (5). 

Patient follow-up is imperative to minimize associated risks of isotretinoin while also 

ensuring optimal treatment for their severe acne.  

 

Conclusion: At present, there are no national isotretinoin guidelines in Ireland for 

general practitioners. However, it has been demonstrated that general practitioners can 

safely & effectively prescribe isotretinoin, as seen in New Zealand, where 58% of all 

isotretinoin scripts were issued in primary care in 2011-12 (18). Data suggests that the 

current management of acne is suboptimal due to the overuse of antibiotics, short 

treatment courses, lack of patient follow-up & limited-service availability (12). In 

preparation for the scheduled January 2021 NICE guidelines for acne management, 

there must be sufficient training in dermatology & adequate access to resources in the 

primary care setting (12, 19, 20). It is important that this highly prevalent condition is not 

undertreated & that careful consideration is taken in selecting the most effective 

treatment option to prevent permanent physical scarring, reduce the risk of 

psychological distress & improve their overall quality of life (8, 21). Increased education 

& support at the primary care level is imperative to ensure suitable, standardized & 

equitable treatment, regardless of age, circumstance, or means, to improve outcomes for 

all patients with acne. 
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These Unprecedented Times 
Author: Eoin Donnellan, undergraduate medical student, National 

University of Ireland, Galway 

I thought long and hard about the conversation I shall have with you all today because 

that is essentially what an essay is, that little portal of connectivity from one person to 

another. I contemplated the aspects of medical generalism you physicians, like Dr. Jack 

Sheppard, would find most interesting and entertaining. Maybe, you’ve had a long hard 

day in the practice, and as the rain beats down outside, being the philomath that you are, 

would like to read something that brings a smile, a chuckle, a raised eyebrow, or a 

welcomed thought. Throughout this little quest of mine, I made a list of all the topics I 

could write about, but struggled to identify one in particular, that would be best suited to 

steal your attention. Until one evening, as the rumblings from the RTÉ newsroom made 

their way from the sitting room through my closed bedroom door. And as I listened to 

the figures, the death toll, the upcoming guidelines, I knew then what to write about. 

And so, I hope you enjoy this piece by a tyro medic on the changing role of the general 

practioner, as they attempt to navigate the flock toward a new normal during this 

COVID-19 pandemic. 

 

It’s the first question most GPs will ask, how are you getting on during the lockdown, 

during the pandemic? And the answers really do reflect how these “unprecedented 

times” actually manifest. During my placement, I met with numerous patients. There was 

the worrier: “Oh yes good now doctor, I have a mask in my car, in my purse, even one 

under my bra because you never know who you are going to meet, and oh yes I am 

showering 3 times now during the day to keep the buggers away, they are everywhere 

aren’t they, how many can actually fit onto your finger doctor?” And then there was the 

sceptic, who thinks that someone somewhere is ahead of the game, playing chess while 

the rest of us play checkers: “grand now doctor, I read somewhere that the Chinese 

actually started it on purpose? And these masks actually don’t stop it, that’s hardly true? 

Is it possible this is all being blown out of proportion doctor?” And in between these 

more vocal patients, sits the recently unemployed man with a history of depression, or 

the cocooning grandmother struggling with the isolation: “fine now doctor.. doing okay..  

I suppose... trying to keep going.. you know yourself.....do you think maybe there will be 

a vaccine soon maybe?” These are just some of the faces and voices that paint the 

changing picture of the current patient attending their general practice.  

 

And so, acknowledging each patient’s unique viewpoint while effectively responding in 

an attempt to relieve their psychological and physical concerns has never been more 

relevant. This of course has always been a staple of the consultation, ever since Engel 



 

 

described the biopsychosocial model in 1977.1 But it is also pertinent to adapt this 

approach specific to the disease which currently wears the hat of the COVID-19 

infection produced by the anathema that is the SARS-CoV-2 virus. Vraga et al., 2 

described effective communication during a pandemic quite aptly by identifying 3 

important challenges that must be acknowledged. These include information overload, 

information uncertainty and misinformation. For the GP, this can include dispelling 

obvious myths like the suggested efficacy of intravenous disinfectant in fighting the 

virus, as suggested by one notorious American bureaucrat! This is spurred on in no small 

part by the coexisting explosion of information relating to the virus, or “infodemic” as it 

was called by the World Health Organisation. But more commonly the questions are 

realistic and involve a yearning for certainty. Is there an end in sight? Will this new 

vaccine save us all? Is it possible the virus is airborne? For example, regarding airborne 

transmission, it is not 100% impossible that the virus cannot be transmitted by an 

airborne route, as acknowledged by the World Health Organisation.3 For the GP these 

can be tricky conversations as many of the answers remain unknown, exemplifying the 

“murky reality” of general practice which you all will only be too familiar with. However, 

these challenges can be countered by accurately communicating core messages such as 

the primary droplet route of transmission and the existing efficacy of hand washing, 

mask wearing and social distancing to reduce the transmission of the virus.4-6 Reiterating 

core messages while dispelling harmful falsities with reference to the existing evidence 

(which may have limitations) are all part of the process of effective communication.  

Furthermore, accompanying this change in the characters of medical generalism, the 

stage of general practice has also been redesigned. The proportion of face-to-face 

consultations have fallen to about 10% of the previous level with most contacts now 

provided using symptom checkers, electronic messaging and phone/video 

consultations.7 Virtual consultations have been used in the past, and their use was 

increasing even prior to the pandemic. 8 But for some people, the pandemic has acted 

like a catalyst to bring about inevitable changes that would eventually occur anyway. 

Virtual consultations can be used in the emergency triage of acute conditions and have 

been shown to be used effectively in the chronic management of hypertension, asthma, 

cancers and chronic pain syndromes.9 In addition, they also provide doctors (who may 

high risk themselves) to continue practicing without the risk of contracting the virus. 

They could also offer a solution to reduce the expanding workload on the general 

practioner.  

 

Virtual consultations do have limitations however. One key negative of the virtual 

consult relates to potential failure in maintaining the doctor-patient relationship. The key 

components of this relationship like empathy and continuity of care, cannot effectively 

occur using electronic messaging and phone calls. The consequence of this however 

could be very significant. Numerous observational studies have shown that continuity of 

care is significantly associated with higher patient satisfaction, adherence to medical 



  

advice, fewer admissions to hospital and fewer emergency department visits (especially 

for the elderly).10, 11 In one notable study of type 2 diabetics, higher physician empathy 

scores (as determined by their patients) were actually associated with a significant 

reduction in all-cause mortality.12 Additionally, the physical exam is an important part of 

the clinical method and cannot be carried out which can lead to incorrect or missed 

diagnoses. Of course, the patient can always be brought in for a physical exam if it is 

necessary but judging who should come in and who shouldn’t is not without its own 

error. Another interesting point relates to training which was brought up during my 

placement, as the GP watched my “rusty” technique to performing a neurological exam! 

But the point is valid nonetheless, as no virtual substitute exists for learning clinical skills 

for the student or GP trainee. Although the definitive effect of virtual based 

consultations cannot really be properly elucidated until further research is carried out, 

these above points are still worrying. Moving forward, general practice has to adapt to 

continue to provide the “Right Care at the Right Place at the Right Time” and it will be 

interesting to see which changes remain and which ones do not. 

 

My old English teacher used to say “Clarity eats breakfast, lunch, dinner and dresses in a 

colourful shirt, white pants and brown shoes”. What she means of course is that 

coherency needs a clear structure, often coming in three parts, like the start, middle and 

end of this essay. And so, after talking about the affects of the pandemic, I would like to 

direct you now to the potential realities of the post-pandemic general practice. First of 

all on a lighter note, the buzz of COVID-19 has surrounded major aspects of all of our 

lives for a long time now. In the practice I worked in there was a general agreement that 

COVID should not be brought up in conversation while having lunch and so the term 

“NOVID” was facetiously coined. And in a way, this is a healthy thing to do as COVID 

consumes so much of our lives, sitting firmly perched at the forefront of our minds, 

waiting to be vocalised at soon as the arriving lull in conversation provides the 

opportunity. It is the common denominator of background chatter nowadays and the 

starting and returning point of most conversations, so much so that other previously 

common subjects never get a mention anymore (the topic of Irish weather must feel 

particularly lonely!).  

 

But in all seriousness there are perhaps some aspects of health that may have been 

neglected since lockdown which will arrive inevitably at the doorstep of the general 

practioner. For one, the incidence of cancer related deaths is expected to dramatically 

increase.13 This is partly related to the backlog of diagnostic and screening services but 

also influenced by the patient’s reluctance to come for medical attention despite ongoing 

problems. The woman with ongoing post-menopausal bleeding for weeks and weeks is 

an example of this (red flag for endometrial carcinoma). Another worrying aspect of this 

relates to mental health. The exact figures are hard to come by with the National Self 



 

 

Harm registry, for example, suspending their data collection on suicide and self harm 

rates since lockdown. One striking statistic that was thrown around, although never 

confirmed, was that more people died from suicide than COVID-19 in August. It is very 

likely that there will be a surge of mental health related problems and for the GP, there is 

no easy solution to combat this. The most preferable approach probably involves a 

mixture of maintaining good lifestyle habits and detecting early relapse of symptoms, 

which may be tricky given the virtual based format of both psychiatric outpatient and 

general practice consultations. One possibility that could be used for high risk groups is 

the use of smart phone based surveys coupled with machine learning analysis, which 

incorporate validated instruments like the PHQ-9 and GAD-7 into their algorithm.14 

The recent press release from Pfizer has hinted that an end may be in sight. Their phase 

III trial is the first to report findings of the final round of human testing, which is indeed 

very hopeful especially given the predicted 90 % effectiveness at preventing disease. But 

key questions like the potential for long term immunity will remain unanswered for quite 

some time. Another issue which is likely to contribute to its efficacy relates to the uptake 

of the vaccine among the general population with many people being hesitant to take 

the vaccine at all. But with this news, it is worth reflecting on some of the lessons 

learned from the pandemic. One fascinating observation that can be taken from this 

relates to public health. GPs in Ireland are persistently trying to change and maintain 

healthy lifestyle habits in their patients. Smoking has long been one of the key 

adversaries of health in Ireland and surprisingly causes more deaths per year than the 

COVID-19 infection. But perhaps what this pandemic has taught us is that effective 

change needs to be government led with a strong supporting role from the general 

practioner. Imagine if the Taoiseach and Dr. Holohan addressed the public every week 

on the impact of smoking on our bodies or if they reported the number of cigarettes 

bought every week on the news (it would be too difficult to report the mortality related 

to smoking given its role in various diseases). It is not impossible that people would begin 

to get behind the message as they did for this pandemic given the absolute burden of 

smoking related morbidity and mortality on the healthcare system. For me, I do think 

that Ireland has showed an incredible togetherness throughout the lockdown and this is 

something that doesn’t exist everywhere, something that could help wellbeing and 

general practice.  

 

As I finish up this essay, I would like to point out that each of the above points are 

multifactorial in nature and further exploration and extrapolation would be needed to 

fully characterise their influence on general practice. Saying that, hopefully you will 

found some of the observations I have made reflective of changing role of the general 

practioner during these unprecedented times. To paraphrase William Butler Yeats, the 

most powerful language comes from common everyday speech and so I will leave you 

with the words of Mr. X, a patient who I met while on placement. I went and brought Mr. 

X into the practice from the newly founded waiting room that was his own car. A farmer 



  

by trade, he trudged toward the door wearing an antalgic gait given to him from years of 

labouring and a tweed cap which sat atop his grey head of hair. At the end of the 

consultation, after being asked about his thoughts on the upcoming lockdown, he turned 

to me and in his distinctive Donegal Gaeilge and said: “A Dhochtúir, an rud nach bhfuil 

leigheas air caithfear cur suas leis, nach bhfuil?”(Doctor, what can’t be cured must be endured, 

isn’t that right?) 
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“Are you feeling okay?”: Mental Health 

Treatment in General Practice 
Author: Anna Isayeva, undergraduate medial student, University College 

Dublin 

In light of the COVID-19 pandemic, the importance of overall physical health by 

maintaining a healthy weight and not smoking have been highlighted as modifiable risk 

factors to prevent becoming more unwell with coronavirus (Hernandez-Galdemaz et al., 

2020). Concurrently, we find ourselves talking about mental health amongst ourselves 

more and more in relation to the impact of the measures taken in reducing the spread of 

the virus. The role of the General Practitioner (GP) has never been more important in 

identifying patients who are at a high risk of developing a mental illness and supporting 

those patients who have one already.  

 

The general practitioner is the cornerstone within a community and has but a 

limited time per patient. 14.1 minutes is the average length of a GP consultation in 

Ireland (Pearse et. al, 2019). Any general practitioner reading this essay can guess in a 

moment as to why that is: workload. Indeed, the increasing pressures on general 

practices across the nation have been found to be multifactorial (Pearse et al., 2019). 

Reasons for the ever-rising daily worklist have been attributed to a rise in emigration in 

newly qualified GP’s (Pierse et al., in O’Kelly et al., 2015), to an increasing older 

population cohort with a myriad of chronic diseases and comorbidities (Glynn et al., 

2011). The rising pressure on GP’s has not gone unnoticed and has in part been 

attributed to shorter consultation times (Deveugele et al., 2002). However, the time 

spent per patient by their doctor is not set in stone which is a key point in identifying at 

risk patients. Where a mental health concern is spotted by a GP in their patient, their 

consultation time has been known to double. Conversely, the same study found that 

when a patient comes to their GP with a mental health concern as the primary concern, 

the time spent with the patient has not been documented to change significantly 



 

 

(Deveugele et al., 2002). To me this is rather paradoxical and begs the question of how 

bad would a mental health concern have to get before it is identified by their clinician? 

Furthermore, at what point do patients decide that they are in need of professional 

medical advice?  The answer to both questions is a rather frustrating “it depends”. Some 

patients may never bring a mental health concern to their GP while some may go to their 

GP soon after they notice anything unusual with their mental health. Similarly, some 

mental health conditions may never present visually for some while for others, lack of 

hygiene and self care is how it might manifest itself. 

 

Indeed, “There is no face of mental illness” (Kinsella, 2018). This poignant 

expression reinforces to me the concept that there is no typical patient with a mental 

illness or who is experiencing a difficulty in their lives that may predispose them to one. 

Mental illness can affect anyone at any point in their lives. In a time surrounded by 

numerous psychosocial stressors resultant from COVID-19 (Reger, Stanley, and Joiner, 

2020), perhaps now is more important than ever to acknowledge the masked nature of 

mental illness. Yet, in the arsenal of every general practitioner lies a special privilege to 

lift that mask and to ask those difficult questions about how someone might really be 

doing. The caveat to this however is that responses and honesty to direct questioning 

may vary depending on a number of factors including age, the way the question is asked, 

and cultural differences. Consider the number of occasions that we might ask “How are 

you?” or “Are you okay?” in a day of practice. Now consider how many times the 

response is “I’m grand yeah” or “I’m okay”, even when the patient has presented to you 

for a physical complaint. There is almost the culture of “I’m grand” when the paradoxical 

reality is that Ireland has been documented to have the highest rate of mental illness in 

Europe standing at a frightening 18.5% of the population in 2016 (Health at a Glance 

Report, 2016). What this suggests is that perhaps our cultural desire to say everything is 

okay when it is not could be challenged by a new approach to asking the question. Need 

we banish “Hi, how are you?” from our greeting of patients altogether? What would 

happen if we formalised our inquiry into the mental wellbeing of a patient? 



  

Truth be told, not every patient with an underlying mental health concern is ready 

to face and accept this reality. Even with direct inquiry, the patient may not admit the 

truth of what is going on or may in fact downplay the significance of it. Indeed, the 

patient’s fears of disclosure and stigma, awareness as to the role of a GP, and once again, 

the duration of the consultation were all found to have effects on the choice of a patient 

to disclose a mental health concern to their GP (Dew et al., 2007). Unfortunately, yet 

another barrier has been created resulting from COVID-19: fear of accessing mental 

health services (Reger, Stanley, and Joiner, 2020).  

 

While mental health has been historically stigmatised, the age of COVID and the 

public’s definition of illness and hospitals overflowing have no doubt played their role in 

keeping mental health patients away from their GPs and other services. In the peak of 

COVID the HSE pathway for patients who may be suicidal or have self-harmed (Jeffers, 

Niazi and Jennings, 2020) may serve to worsen the problem by reinforcing anxieties 

surrounding help seeking. They are very often met by their GP with a phone call and a 

referral letter. Where a patient requires urgent emergency department psychiatric 

evaluation under request of the GP, the environment of being surrounded by physically 

ill people may not be appropriate. Furthermore, this is not to mention the heightened 

anxiety of being in a place where there are possible cases of COVID-19. Additionally, the 

strict visiting restrictions in place in the hospitals across the country, while well-meaning 

in their attempts to curb the spread of COVID-19, may have served to create a further 

sense of isolation. While in my experience visitors are typically allowed into the 

emergency department, notably for patients who require 1:1 support for mental health 

concerns, these restrictions only posed a challenge to patients in dire need of familial 

support in their presentation to the hospital. Were many GP’s aware of this reality they 

were sending their patients into? Can we do better for these patients by banding 

together setting up an alternative in the event of another mass resurgence of COVID-19 

that does facilitate mental healthcare in a more suitable environment?  



 

 

Who is to say that a proportion of patients who should have presented to their 

GP chose not to out of the lack of desire to deal with an awkward phone conversation? 

That proportion may never be known but it is something for a GP to consider. Perhaps a 

patient presenting for a mental health concern in a time of crisis needs the choice to 

either have this difficult conversation face to face or with the comfort of telemedicine. 

Not everyone desires a level of anonymity and distance in help seeking, such as the 

patients accessing care of the elderly services. However, some young adults may be the 

ones to benefit from the rise of virtual/online consultations and platforms that might 

facilitate and encourage mental health help seeking (Pretorius, Chambers and Coyle, 

2019). Some may find it easier to communicate their feelings into a written form as 

opposed to articulating it to a professional on the spot.   Perhaps the option of a mental 

health questionnaire could be made available to patients before or after their 

consultation to allow patients the opportunity to reflect on their mental health.  

 

Often we find ourselves separating the concept of physical and mental health, yet 

the two are not mutually exclusive.  A patient may present with coronavirus-like 

symptoms but a mental health concern at the same time. In fact, patients with pre-

existing mental health illnesses are more likely to become infected with COVID-19 

(Moreno et al., 2020). Furthermore, patients with schizophrenia for example at a much 

greater risk of experiencing worse outcomes if they do contract coronavirus (Kozloff et 

al., 2020).  It is the role of a GP to refer the patient for their swab and to manage their 

physical and mental health, a large undertaking indeed. Unfortunately, in a time of 

COVID-19, a 15 minute in person consultation may result in the GP becoming a close 

contact if the patient indeed has the virus (HSE, 2020). Yet, spending less time with the 

patient or using teleconsultation may further close the door for in depth exploration of 

mental health and its presentation or co-morbidities. Reduced consultation time or 

switching to a phone consultation may also result in the patient feeling rushed or worse, 

feeding into the feelings of isolation and distress at the minimal social contact. For some 

patients, seeing their GP is the only other person they have seen and spoken to in 

weeks. Of note, people with schizophrenia already are less likely to have a large and 



  

quality social support system (Kozloff et al., 2020). Thus, rushing a consultation with 

someone who has schizophrenia is likelier to have a more significant impact on their 

wellbeing than someone who is mentally well and has a large, quality support network. 

 

For a moment, let us consider the patients who have overcome their anxieties 

surrounding presenting their mental health as a primary concern to their GP, and 

accepted that they need treatment. A concern that a patient may have and that may 

have held them back from presenting is that of the need for medication to treat the 

illness. Psychotropic medications have made their way into mainstream culture with such 

as “Mother’s  little helper” for diazepam in a song by the Rolling Stones in 1966. Even in 

more modern music, direct reference to brand names of psychotropic agents are made 

such as Prozac in the song “1985” by Bowling for Soup (2004), or Xanax in the form of 

“xannies” in “Good Kid” (2012)  by Kendrick Lemar (and countless more songs). One 

popular rapper even refers to himself and is known  as “Lil Xan”. It is this overt 

medicalisation and trivialisation of mental health concerns in media and popular culture 

that plays a role in bringing patients in who may ask for them or indeed fear them. There 

has been a documented rise in the prescription of psychotropic agents in the cohort of 

young people presenting with mental health complaints in Australia (Brijnath et al., 

2017). While no data has been identified for the Irish cohort of young people, it would 

be of little surprise if a similar trend were identified. It was in fact identified that Ireland 

had the highest prescription rate of benzodiazepines in the over 65 population according 

to the OCED report (OCED, 2016). In primary care, this should be of concern to general 

practitioners for 2 reasons: short term medicalisation in isolation, perceptions of patients 

on what mental healthcare is.  

 

I believe it is the medicalised rather than holistic care of the patient that has in 

part led to the public understanding of the GP being centred over physical concerns 

(Dew et al., 2007). Yet with a combination of time constraint and indeed the pressures 

felt by GP’s to prescribe unnecessarily (Cole, 2014; Weiss et al., 1996). Through the 



 

 

misinformation and perhaps the financial concerns associated with a GP visit, patients 

may find themselves inadvertently putting pressure on their GP to prescribe something 

to make them “better”. Another potential factor is an awareness from anecdotal 

evidence as to what the psychiatric services in Ireland are like with regards to delays and 

experience denoted from their friends and families who have been there. If a patient 

presents to their GP after a long time struggling building up to the visit, there might be 

almost an expectation of something tangible happening. For some, that might be 

medication to “hold them over” while they wait for the public services such as a 

psychologist, psychiatrist or indeed CAMHS if the presenting patient is paediatric. 

 

In conclusion, the role of a GP in mental healthcare of their patient is challenged 

by modern challenges. Through increasing worklists thereby reducing time spent per 

patient, there is a decreased likelihood of a patient disclosing a mental health concern. 

The patient may feel rushed during the consultation or may be focused on a physical 

concern and not mention other associated psychological concerns during their visit. A 

method suggested to cope with this time constraint is to make use of a form of screening 

tool pre or post consultation to allow patients the opportunity to reflect on their mental 

health and in turn increase the likelihood of an appointment being made to tackle this 

concern. The GP should act as a support to the patient who is going through a mental 

health concern and the concept of them being “gatekeepers” should only play a part in 

what the patient sees as their role. The ways that they can do this may include the use of 

informatics to improve their accessibility for patients who might not feel comfortable or 

confident articulating their concerns face to face. The most important aspect of this 

however is maximising the opportunity for choice in this cohort of patients. Choice also 

applies to GPs in their choice of pharmacological management of mental health. Despite 

pressures to prescribe, the GP has a choice to support the patient in a more holistic way, 

perhaps through checking in on their patient and making it known that they have not 

been forgotten about. Finally, as a more long-term concept, I believe that there should 

be a push towards a less hospitalised approach to mental health. In a time of COVID-19, 

the hospitals have more than ever in the eyes of the public become places centred 



  

around physical maladies. Should GP’s of Ireland be the ones to band together and be 

the ones to fight for their mental health patients to have a more suitable place to be 

referred to when they are in a time of crisis? Is the emergency department where we 

want to be sending our patients for evaluations or speedier connections to psychiatric 

services? 
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A Reflective Essay on Atrial Fibrillation in 

General Practice and the use of Risk 

Stratification Tools in Disease Management 
Author: Katherine McDonald, undergraduate medical student, University 

College Dublin 

My first placement in my final year of medicine was a week of General Practice (GP). In 

the lead up to the week, I felt slightly unprepared as I only had a week of prior 

experience in GP, and I hadn’t been on clinical placement for some time either. I wasn’t 

sure what to expect. I found it was exciting to be back, after a few months of uncertainty 

about whether we would even be able to return to placements due to the COVID-19 

pandemic. I felt more confident as the week progressed, settling back into a routine 

quickly. One particular patient stood out to me over the week of placement, and made 

me question a lot about what I knew about General Practice and how it works.  

 

The case involved a 68 year old man with a history of atrial fibrillation (AF). The doctors 

were discussing him as they were considering starting him on a direct oral anti-coagulant 

(DOAC). This didn’t seem particularly fascinating at first, but then they said the man had 

been diagnosed with AF four years ago. Why hadn’t he previously been on a DOAC? At 

diagnosis, he would have had a CHA2DS2VASc score of 1 (due to a history of 

hypertension) and so had been started on aspirin. He had subsequently turned 65 in the 

four years since, and his CHA2DS2VASc score increased to 2, which should have led to 

consideration of starting a DOAC. This didn’t happen.  

 

I initially wondered whether there was a contraindication to DOACs, such as severe 

renal disease, allergy or previous bleeding history. I also considered that the doctor and 

the patient may have discussed the risks and benefits of DOACs and decided not to 

initiate anti-coagulation, though the GP didn’t recall such a conversation and there was 

no documentation supporting this, so I think this is unlikely. 

 

The GP saw that the patient notes documented a CHADS2 score of 1, not a 

CHA2DS2VASc score of 1. I hadn’t realised that there were multiple risk stratification 

tools. The CHADS2 score considers age greater than 75 years, and a history of diabetes, 

hypertension, heart failure or prior cerebrovascular event (stroke/TIA), whereas the 

CHA2DS2VASc score includes other stroke risk factors, such as age 65-74, gender and 

other vascular disease, and may thus improve the accuracy of risk stratification 

compared to CHADS2.1,2,3 In this particular case, the CHADS2 score doesn’t take age into 



 

 

account until 75, so risk stratification with this score would not have prompted a 

discussion about DOACs when the patient turned 65. If that score had been used, it may 

explain why the patient had not been started on an anti-coagulant at this time.  

 

This situation made me ask myself a lot of questions about clinical practice as I did some 

further research on the topic. This is just one incidental case, and nothing adverse 

happened, but to me it represents the possibilities of what happens and what can 

happen in General Practice.  

 

Initially, I set out to compare the two scores. The CHADS2 and CHA2DS2VASc scores can 

help risk stratify patients with AF into those at low, moderate and high risk of 

thromboembolic events. This can help make more informed choices and aid the shared 

decision making between doctor and patient when assessing the risks and benefits of 

anti-coagulation. However, it seems to me that having multiple risk stratification scores 

available could lead to confusion. The CHA2DS2VASc isn’t perfect, with one article 

interestingly pointing out that from ages 65-74 you get one point, equating the risk over 

those nine years, whereas the risk of stroke at 74 is generally higher than at 65.2,4 The 

CHA2DS2VASc score has more variables, with more people therefore classified as higher 

risk, potentially increasing the use of anti-coagulation in practice.5 The CHA2DS2VASc 

score is also more highly regarded, as it improves risk stratification for AF patients at low 

and intermediate risk of stroke, compared to the CHADS2 score.6 A CHADS2 score of 1 is 

low, and clinical judgement plays a role in whether to start aspirin, anti-coagulation or 

nothing.2,4  A low CHADS2 score in a patient who might have a higher CHA2DS2VASc 

score could mean anti-coagulation wasn’t considered when perhaps it should have been. 

This could potentially leave someone at higher risk of stroke than strictly necessary.  

 

I initially thought that if you used the CHADS2 and got a low score, further risk 

stratification with the CHA2DS2VASc score might further evaluate the risk for the 

patient and more reliably classify the patient as low, moderate or high risk. I would be 

more confident that a low CHA2DS2VASc score was more reassuring than a low CHADS2 

score. However, on reflection, expecting doctors to apply multiple scores is nonsensical, 

a waste of time and resources on the behalf of the doctor and the patient. This would 

inevitably lead to confusion and frustration, especially if the two scores categorised a 

patient into two different risk groups, recommending conflicting managements.  

 

The whole basis of these indices is to eliminate bias and indecision, not to cause more 

uncertainty by having multiple tools. Oversights, miscommunications and discrepancies 

are inevitable in clinical practice, as they are in everything, but these tools are meant to 

guide not obfuscate. Having multiple scores complicates matters, but both are available 

online and both are used by clinicians. As accessibility to research from all over the world 

increases, clinicians are constantly inundated with new information. Guidelines with a 



  

consensus would be ideal, but impractical as research is updated continuously. Keeping 

up to date on evidence-based medicine and guidelines must take a lot of effort and 

commitment. How could we even expect anyone to know which score is better or what 

the evidence states? Even having a personal favourite would be tricky, as memories fade 

and with the sheer number of patients one sees in general practice, how could you ever 

keep track which tool you used when?  

 

When reading the ‘Atrial Fibrillation Screening in General Practice’ study7, what stood 

out to me most was the HSE Atrial Fibrillation Care Pathway, specifically the 

routine/ongoing care section, which outlines the follow up care for people with AF. It 

mentions a rate and rhythm review every six months, but doesn’t mention re-evaluating 

someone’s thrombotic risks as they age and re-evaluating their management plan. 

 

I did come across this principle in my reading, that if you use a clinical scoring tool to 

decide on a course of action or treatment, that you should regularly follow-up and re-

consider the patient details using that same tool in order to dynamically assess if the risk 

has changed. In the patient case I came across in GP, this had been done informally 

prompting the discussion of starting a DOAC. This raises the question whether it could 

be done more formally and whether such dynamic assessment could be included in AF 

management guidelines. Risks and benefits, indications and contraindications that all 

relate to individual prescribing can change dramatically, especially as patients age and 

comorbidities accumulate. Follow-up studies of people with AF have shown their 

CHA2DS2VASc score may indeed increase over time, acknowledging the need for 

continuing assessment of patients’ risk factors.8,9 One article I came across suggested a 

three or four month interval prior to re-assessment of stroke risk and consideration of 

anti-coagulation in someone who was previously low-risk, and where the risks had 

increased10. In my opinion, this interval is too short a period to expect a change in a 

patient’s health status. A 6-monthly or annual re-assessment using the same clinical 

scoring indices initially applied to the patient in order to re-evaluate their risk could be 

considered. I acknowledge that this re-assessment of the patient’s risk and health is 

probably done on a regular informal basis in General Practice, but is it done at the right 

time and, crucially, at the right time to optimise patient care? Clinical guidelines can be 

seen as ‘starting points’11 but where does that leave patient review and follow up over 

the years? 

 

Such formal reassessment would obviously have resource implications for the GP. From 

what I’ve seen, the consults in primary care are already compressed as tightly as they can 

be, with multiple comorbidities and concerns addressed in just 10-15 minutes. You can’t 

expect a rigid undertaking of guidelines in each consultation for each comorbidity as 

there simply isn’t enough time. For any particular pathology, the expert opinion is always 



 

 

the best assessment, but GPs can’t be experts in everything while expected to be able to 

handle anything.  

 

I have spent a lot more time on placement in hospitals than GP, and I was conscious of 

the relative lack of a team in general practice. There are usually multiple doctors in the 

practice; however they’re doing their own work and you can’t ask for advice on every 

patient. The hospitals are so different, where the whole team can discuss one patient, 

distributing the workload, considering different views, and ultimately, sharing the 

responsibility. Especially in times of COVID and telemedicine, when some consults don’t 

allow a physical examination or bloodwork, I would consider the workload of GPs to be 

burdensome and difficult, without adding another obligation of re-assessing risk 

stratification scores.  

 

I realise the scoring systems and the guidelines are meant as adjuncts to clinical decision 

making, but as I’m transitioning to clinical medicine, I’m finding them indispensable as my 

experiential learning isn’t there yet, and I find myself depending on more objective 

values. They can lend certainty to clinical decisions, and also help me to remember 

certain risk factors or features associated with these conditions. I always think of 

CHA2DS2VASc for stroke risk in AF and I always think of Well’s score for risk of deep 

venous thrombosis. They can be a useful memory aid while also furthering knowledge 

and allowing clinical implementation of the knowledge.  

 

Listening to the doctors discussing this patient triggered a lot of questions and led me to 

reflect on my pre-conceived ideas and notions about clinical medicine. This is how 

medicine should be taught, with experiential learning the cornerstone. I don’t think I 

would have questioned this much if I had been in a lecture hall hearing about risk and 

sensitivity and predictive value. Clinical practice should be individualised. While the lack 

of standardisation of scores and protocols can complicate matters, it can also ultimately 

distract from the main conversation, which is whether the benefits outweigh the risks for 

this particular decision for this particular patient. The patient’s preferences should be 

central to any conversation regarding anti-coagulation with AF.12 

 

As I transition to clinical practice, I wonder how I’ll fare with the unpredictable nature of 

medicine. Expecting guidelines to be rigidly followed would be naïve, due to many 

factors, such as having multiple evidence bases, constant development of new data and 

the personalised nature of every consult, to name a few. As I started researching risk 

stratification tools, I initially thought I’d conclude by recommending one tool over the 

other, and to stick to the optimal score and ignore the others. As I reflect on the case in 

question, I do think annual re-evaluation of the patient’s risk factors for a certain disease 

and their evolving healthcare needs would be beneficial to patients and to doctors. Such 

a re-evaluation may have led to considering a DOAC for this gentleman years prior to my 



  

interaction. However, I did examine my own dependence on these risk prediction tools 

and guidelines that are more meant to supplement clinical reasoning than replace a lack 

thereof. As I start practicing medicine next year, I hope I remember to keep the patient’s 

preference and expectations at the centre of their care. Instead of concentrating on 

whether to use the CHADS2 or CHA2DS2VASc score, I hope I use these risk scores to 

supplement my judgement not dictate it, and to always take the full clinical picture into 

account.  
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The Guiding Light: The Essential Role of the 

General Practitioner throughout Pregnancy, 

with a focus on Early Pregnancy Loss 
Author: Thérése Lynn, undergraduate medical student, Royal College of 

Surgeons of Ireland 

As part of my clinical training in medical school, I recently completed an obstetrics and 

gynaecology placement in a regional hospital in Ireland. It was the most eye-opening of 

my clinical experiences thus far. I feel privileged to have witnessed important moments 

in the lives of Irish women and am grateful for the opportunity to experience the soaring 

highs and devastating lows of pregnancy care at this early stage of my training. As I 

rotated through the early pregnancy unit and antenatal clinic, I was struck by the 

diversity of these routine consultations, which seemed to touch on all facets of 

maternity care. In what seemed like only a moment, I witnessed a surprised, yet 

overjoyed mother of two teenagers as she learned of her new pregnancy after a missed 

period; a numb and fragile form of a woman as she was told she was actively 

miscarrying, her sixth; a grateful woman in the final stages of an elective termination of 

pregnancy. In witnessing these consultations and learning about each woman’s medical 

journey, I was repeatedly struck by the central role of the General Practitioner (GP) in 

the provision of care to these women, before they ever reached a hospital door and long 

after they leave. I began to consider the GP as a safe guiding light for women through all 

stages of pregnancy, but most pertinently in early pregnancy care and in pregnancy loss. 

I believe this role is understated and deserves to be widely acknowledged. 

 

From the outset the GP is present. Educating women about potential teratogens, 

motivating them to change harmful behaviours, supporting them in adhering to folic acid 

and prenatal supplement regimes, to optimising current medications for pregnancy. The 

GP plays an essential and diverse role in pre-conceptual care for many women. The GP 

monitors each woman’s vaccination status and immunity to potential high-risk infections 



 

 

in order to protect their future child. The GP may discuss stopping contraception and 

support the women through these choices. They offer conception advice, education on 

their fertility cycle and psychological support to build resilience during what can be a 

stressful time. In the case of recurrent pregnancy loss or problems conceiving, the GP 

guides her through further investigations collaborating with a multi-disciplinary team of 

fertility specialists and artificial reproductive therapy clinics as necessary. 

 

If a woman becomes pregnant, it is very often the GP who is the first person to confirm 

the news. It’s the GP who completes the referral for her booking visit at 12 weeks’ 

gestation; who is at the end of the phone for twinges, headaches, bleeding and 

unfamiliar symptoms a woman might experience during pregnancy. It’s the GP she will 

visit at 16, 24, 28, 30, 34, 37, and 39 weeks’ gestation as well as at two and six weeks’ 

postnatally to ensure she and her baby are healthy and well. It’s the GP who then 

supports this new baby, administering vaccines, completing check-ups and watching 

them grow up offering medical treatment as required throughout their life. I was 

particularly struck during this rotation when I realised that a woman might meet a 

different healthcare professional during each hospital visit, and so her GP remains as the 

familiar and constant presence throughout her pregnancy care.  

If unfortunately all does not go well in pregnancy, as is sadly often the case, it’s the GP 

who assists in referral to the early pregnancy unit, and supports the woman following 

treatment of the lost pregnancy. In cases of crisis pregnancy, it’s the GP who a woman 

will usually visit first, and who begins the process of explaining her options. In this 

intense and emotional setting, the GP’s actions can have a lasting impact on these 

women’s lives. As the RCPI highlights in their guidelines for crisis pregnancy 

management, “the response of the GP and other healthcare professionals at the initial 

consultation can have a profound impact on her experience of this life crisis”(1).   

 

I have come to realise the particularly important role the GP plays during the early stages 

of pregnancy, especially in the first trimester. As a society, the majority of our focus is on 

uncomplicated pregnancies and the joyous arrival of a new bundle to a happy, healthy 



  

mother. However, what is less known and indeed less spoken about is that in Ireland 

approximately one in five pregnancies end in miscarriage with approximately 14,000 

women having a miscarriage each year. The majority of these early pregnancy loses 

occur in the first 12 weeks of pregnancy. These figures also include the less discussed 

ectopic pregnancies and molar pregnancies. Furthermore, recurrent miscarriage of three 

or more consecutive losses accounts for 1% of pregnancy loss(2,3). For women going 

through any of these experiences, the GP plays a central role in providing support and 

guidance along the way.  Indeed, in cases where a hospital visit is unwarranted, many 

women go through a pregnancy loss in the community, with the support of their GP 

alone (4).   

 

During my placement, I rotated through the early pregnancy assessment unit and 

attended many consultations where women required medical or surgical treatment for a 

pregnancy loss, ectopic or molar pregnancy. While the consultations were conducted in 

a caring, empathetic and supportive environment, these women were then discharged 

back to the safe hands of their GP. I reflected on how a consultation or a follow up 

appointment with a GP during or after treatment in hospital must be vital to these 

women - both for their ongoing medical and psychological care. Feelings of bereavement 

and anxiety are common after miscarriage (5–7) and research shows there is a perceived 

lack of open dialogue and discussion about miscarriage in the media and broader society 

– further highlighting the role of a GP in supporting these potentially isolated and 

vulnerable women(8). This centrality of the GP is highlighted in the National Standards 

for Bereavement Care following Pregnancy Loss and Perinatal death (9) where rapid 

communication with the women’s GP after discharge is essential following treatment for 

early pregnancy loss. The standard states women should be explicitly encouraged to 

attend her GP for review following discharge. This is also noted in the Clinical Practice 

Guideline for Management of Early Pregnancy Loss (10). 

 



 

 

Furthermore, I hypothesised on how the nature of this interaction may have a lasting 

impact on a women. Studies confirm the importance of an empathetic approach in these 

situations- where shared decision-making with her healthcare provider and clear 

information can improve a woman’s experience during such a difficult time(11).  In 

recurrent miscarriages, Bailey et al highlight the importance of professional affirmation 

and a sympathetic approach, and while the women knew the involvement of a GP or 

healthcare professional would not alter the outcome of their pregnancy, they felt 

supported and acknowledged the value in being able to openly share their concerns 

throughout the experience (12).  

 

I have also learned that there may be scope for improvement in this area. A systematic 

review completed by J van den Berg et al. demonstrated that follow-up was decidedly 

lacking in some cases of early pregnancy loss, and that even a simple follow-up phone 

call to women who had suffered a miscarriage was greatly appreciated (13). A study 

based in the UK by Moscrop et al similarly found that less than 1 in 10 women who had 

attended the early pregnancy unit had follow up appointments with their GP. Of those 

who did have a follow-up appointment, they found it helpful and reassuring (14). This 

echoed the need and desire for follow up recorded by Wong et al (15). Notably, in a 

study where a follow up interview occurred following a miscarriage, these women 

suffered less depressive symptoms at six weeks and six months than women who did not 

(5,16).  

 

In addition to the management and support of women throughout early pregnancy loss, 

a subject also pertinent to GPs in Ireland managing early pregnancy is the new legislation 

regarding termination of pregnancy. Following the successful repeal of the Eighth 

amendment by an Irish referendum in May 2018, and publication The Health (Regulation 

of Termination of Pregnancy) Act in 2018, elective termination of pregnancy is now 

offered prior to 12 weeks’ gestation, or in specific cases after 12 weeks. According to 

the Health Service Executive, this service is being provided by GPs, family planning 

clinics and women’s health clinics (17). While there is space for conscientious objection 



  

by healthcare providers, all must offer referrals and provide information to women 

seeking a termination. Thus the role of the GP in these early weeks is clearly a vital one. 

This of course is quite a new service in Ireland and research in 2019 shows a lack of 

training and patient support services in the area (18). I am eager to track progress in this 

area and learn about the emergent role of the GP in delivering this care and the 

experience of women receiving this care. 

 

I will never forget the diverse outcomes and complexities that arise during pregnancy 

care and how the GP remains the ever-present guiding light throughout. For most 

women pregnancy will progress without complication and the GP will support them 

along the journey, from pre-conception through to working closely with their obstetric 

and midwifery colleagues and thereafter. So too in the case of early pregnancy loss or 

crisis pregnancy management, the GP serves as a central support for these women. A 

woman may feel particularly alone and in the dark at a time like this, and I have come to 

understand and appreciate the essential role the GP plays to guide their patients through 

these situations. The GP  is an unwavering source of unbiased information; an 

empathetic ear; a guiding light, offering a safe space for the woman, and perhaps her 

partner, serving to navigate these uncharted and often worrisome times.   

I am hopeful I may have the privilege of guiding women and serving as a source of 

support along such journeys in my future medical career. 
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ABSTRACT 

 

Introduction: Preeclampsia is an increasingly common complication during pregnancy 

and is a risk indicator for future cardiovascular disease. Much of cardiovascular 

prevention occurs in general practice. This systematic review sought to determine if 

there were high quality guidelines available to guide clinicians on assessment or 

management of cardiovascular risk in women with a history of preeclampsia. 

 

Methods: A systematic review of the literature was completed using the PRISMA 

guidelines.  Searches were undertaken using Embase, PubMed, and the Cochrane 

database and on relevant websites. Guidelines were included if they were published in 

English, referred to humans, were published between 1st January 2010 and 7th of July 

2020, were the most recent version available and related specifically to long term 

assessment or management of cardiovascular risk following a pregnancy complicated by 

preeclampsia or contained sections dedicated to this purpose. Included guidelines were 

assessed for quality and methodological rigour using the AGREE II (Appraisal of 

Guidelines for Research and Evaluation II) tool and their content analysed using a 

content analysis approach. 

Results: Fourteen guidelines were included in the review. The quality of the guidelines 

varied with two not being recommended for use following assessment. Domain median 

scores were highest for scope and purpose (91%) and clarity of presentation (89%) while 



 

 

scores for applicability (19%) and rigour of development (42%) were lowest. Most 

guidelines recommended that women are followed up to monitor for the development of 

cardiovascular disease but differed regarding the frequency and components of this 

monitoring. Education and lifestyle modification were also suggested by several 

guidelines, but it was not clear how this should be provided or done. 

 

Conclusions: Few high-quality guidelines exist to provide clear recommendations 

regarding how and when women with a history of preeclampsia should be followed up to 

monitor for the development of cardiovascular disease or how it may best be prevented. 

Applicability and rigour of development were lacking. There is a need to develop 

guidelines in this area.  

 

INTRODUCTION 

 

Preeclampsia is one of a group of hypertensive disorders of pregnancy which includes 

chronic hypertension, gestational hypertension and preeclampsia (Rana et al. 2019). Mild 

preeclampsia occurs among 10% of primigravid women, while 1-2% of all pregnant 

women will develop severe preeclampsia (Health Services Executive (HSE) 2011; The 

National Institute for Health and Care Excellence (NICE) 2019).  

 

In recent years attention has turned to the long-term consequences of preeclampsia for 

women. A recent metanalysis showed that the relative risks (95% confidence intervals) 

for hypertension were 3.70 (2.70 - 5.05) after 14.1 years weighted mean follow-up, 2.16 

(1.86 - 2.52) after 11.7 years for ischaemic heart disease (IHD), 1.81 (1.45 - 2.27) after 

10.4 years for stroke and 1.79 (1.37 - 2.33) after 4.7 years for venous thromboembolism 

(Bellamy et al. 2007). After 14.5 years overall mortality following preeclampsia was also 

increased 1.49 (1.05-2.14). Cardiovascular and circulatory diseases are among the 

leading causes of death in women (Central Statistics Office 2019). This has prompted 

many organisations to produce female specific guidelines and recommendations related 

to cardiovascular disease (Bushnell et al. 2014; Vera Regitz-Zagrosek et al. 2018; 



  

Williams et al. 2018). However, while many these organisations acknowledge 

preeclampsia as a risk factor for the development of future cardiovascular disease few 

provide guidance on how to potentially reduce the risk of these women developing 

cardiovascular disease or how to monitor them for its development long term (Lowe et 

al. 2015; Arnett et al. 2019).  

 

Pregnancy and so preeclampsia occur early in life and thus present an ideal opportunity 

for early intervention for the prevention of complications in future pregnancies and 

cardiovascular disease in later life. General practice could play a crucial role in 

cardiovascular disease prevention among these patients. Awareness of this at-risk group 

may however be low. A Canadian study demonstrated that only 54% of prenatal care 

providers were aware of the long-term risks of hypertension following preeclampsia, and 

just 58% of GPs surveyed reported they were informed by maternity care providers of 

their patients’ hypertensive disorder of pregnancy (MacDonald et al. 2007). 

Unfortunately, no structured or resourced programme for post-partum care for these 

women exists in Ireland. A high-risk cardiovascular prevention programme is due to 

commence in general practice in 2021 (Department of Health 2019). For a structured 

cardiovascular disease prevention programme in general practice to be developed for 

these women however, high quality guidelines should be available. This systematic 

review sought to determine if there were high quality guidelines available to guide 

clinicians on monitoring women with a history of preeclampsia for the development of 

cardiovascular disease and how best to prevent it. 

 

METHODS 

This systematic review is reported as per the Preferred Reporting for Systematic 

Reviews and Meta-Analyses (PRISMA) criteria (See appendix 1).  

Search Strategy 

A systematic search of the literature was completed to identify appropriate guidelines 

available on Embase, PubMed and Cochrane databases. See appendix 2 for search 



 

 

strategies and search terms used. Individual websites of organisations whose role 

includes developing guidelines in obstetrics or cardiovascular disease (appendix 3) were 

also searched using terms including ‘preeclampsia’ and ‘hypertension’.  

 

Inclusion Criteria 

Guidelines were included in the review if they were 1) published in English 2) referred to 

the care of humans, 3) published between 1st January 2010 and the 7th of July 2020, 4) 

the most recent version when multiple versions of guidelines were available, 5) 

guidelines compiled pertaining specifically to preeclampsia or containing sections 

dedicated to this purpose, 6) contained recommendations for the assessment and 

prevention of cardiovascular disease in women with a history of preeclampsia. All 

records obtained during the systematic search which did not meet the inclusion criteria 

were excluded. Guidelines were excluded if they were published prior to 2010 as most 

guidelines are updated within a ten-year period and if not are likely unrepresentative of 

current evidence-based medicine. 

 

Data Extraction 

The records obtained were imported into EndNote X9 reference manager. EndNote X9 

was then used to collate the records and remove duplicates. The remaining records were 

then exported to Rayyan (www.rayyan.qcri.org/) with further duplicates removed. The 

titles and or abstracts and full texts of the remaining records were screened for 

suitability for inclusion. 

 

The articles eligible for inclusion were then assigned a code (table 1). These documents 

were then read and re-read to identify recommendations pertaining to the follow up or 

prevention of cardiovascular disease among women with a history of preeclampsia. 

Techniques including cutting and sorting and searching for repetitions and similarities 

and differences as suggested by Ryan and Bernard (2003) were used to identify themes 

among these recommendations. The identified recommendations were initially cut and 

sorted into a word document, these were then read and re read to identify repetitions, 

http://www.rayyan.qcri.org/


  

similarities and differences. The main themes evident in the document were identified 

and the recommendations were coded as to which theme they belonged to. The coded 

recommendations were then further cut and sorted and grouped under their main 

theme. The recommendations within these groups were then further assessed for 

repetitions, similarities and differences. This process was repeated by the author to 

reduce bias in data analysis and to increase the validity and reliability of the data, with 

the same results being obtained.  

 

Quality Assessment 

The methodological rigour and quality of included guidelines was assessed using the 

AGREE II tool (Brouwers et al. 2010). This tool consists of 23 statements which are 

divided into 6 domains namely scope and purpose, stakeholder involvement, rigour of 

development, clarity of presentation, applicability and editorial independence. A seven-

point scale, from 1 (strongly disagree) to 7 (strongly agree) was used to score each of the 

23 statements for each guideline. The quality score for each domain was then calculated 

by adding up all the scores of the individual statements linked to each domain – scope 

and purpose: 3 statements, stakeholder involvement: 3 statements, rigour of 

development: 8 statements, clarity of presentation: 3 statements, applicability: 4 

statements and editorial independence: 2 statements. The total score obtained for each 

domain for each guideline was then scaled as a percentage of the maximum possible 

score for that domain as suggested by the AGREE Next Steps Consortium (2017), figure 

1 below shows the equation used to calculate this. A cut-off score of 50% was chosen as 

a marker of high quality as in previous research (Hoffmann-Eßer et al. 2018; Zhao et al. 

2020). An overall rating was also assigned to each guideline and whether it should be 

recommended with options being yes, yes with modifications or no.  

 

 

 



 

 

Figure 1: Calculation of obtained, maximum, minimum and scaled domain score 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

RESULTS 

 

Search Results 

Figure 2 below outlines the guideline selection process. Database searches yielded 4346 

records. 31 records were obtained from website searches. 291 duplicates were 

identified and removed. The titles and or abstracts of the remaining 4086 records were 

screened for suitability for inclusion, 4044 of these were excluded. The full text of the 

remaining 42 articles were then reviewed and the inclusion criteria applied resulting in 

the exclusion of a further 28 records. Fourteen records were deemed eligible for 

inclusion. 

 

Guidelines Selected- Characteristics: 

The characteristics of the eligible are summarised in table 1. All guidelines included were 

published during or after 2014. Of the fourteen guidelines included six were produced 

by institutions related to obstetrics and gynaecology or pregnancy, five were produced 

by institutions focused on cardiovascular health and three were produced by 

departments of health. Seven guidelines were specific to hypertensive disorders of 

Source: AGREE Next Steps Consortium (2017) 

Obtained score = sum of all the scores of the individual items in a domain 

Maximum possible score = 7 (strongly agree) x (no. of items) x (no. of 

appraisers) 

Minimum possible score = 1 (strongly disagree) x (no. of items) x (no. of 

appraisers) 

Scaled domain score: 

Obtained score – Minimum possible score_ 

Maximum possible score – minimum possible score 

 

 

 



  

pregnancy, four related to pregnancy with sections dedicated to preeclampsia while 

three related to cardiovascular disease with recommendations specific to preeclampsia. 

Thirteen of the fourteen guidelines chosen were evidence based, 3 of which were also 

based on expert opinion, one guideline was a consensus statement. Ten of the fourteen 

guidelines used a scoring system to grade the recommendations they contained. 

 

Figure 2: Guideline selection process 

 
  

 

     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Records identified through database 

searching 

(n = 4346 (n = 2478 Embase, n = 1002 

PubMed, n = 866 Cochrane)) 
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through website searches 
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Records after duplicates removed 

(n = 4086) 
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(n = 4086) 

Records excluded 

(n = 4044) 

Full-text articles assessed 

for eligibility 

(n = 42) 

Full-text articles excluded, 
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(n= 28) 

1. No specific 
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follow up for development of 
cardiovascular disease or 

prevention in women with a 
history of preeclampsia n = 

25  
2. Newer version included n 

= 3 

Studies included in analysis 

(n = 14) 



 
 

 

Table 1: Guidelines meeting inclusion criteria for review 

Code Title  Year Authors Guideline group Location Guideline 
Type 

Evidence scoring  

G1 ESC Guidelines on cardiovascular disease 
prevention in clinical practice  

2016 Piepoli et al. ESC Europe Evidence 
based 

ESC grading 
system 

G2 ESC Guidelines for the management of 
cardiovascular diseases during pregnancy 

2018 V. Regitz-
Zagrosek et al. 

ESC Europe Evidence 
based 

ESC grading 
system 

G3 ESC/ESH Guidelines for the management 
of arterial hypertension  

2018 Williams et al. ESC Europe Evidence 
based 

ESC grading 
system 

G4 Hypertensive disorders of pregnancy and 
eclampsia 

2014 Staff et al. NFOG Norway Evidence 
based 

nil  

G5 Diagnosis, evaluation, and management of 
the hypertensive disorders of pregnancy  

2014 Magee et al. Canadian 
Hypertensive 
Disorders of 
Pregnancy Working 
Group 

Canada Evidence 
based 

Canadian Task 
Force on 
Preventive 
Health Care & 
GRADE 

G6 FIGO Post pregnancy Initiative: Long-term 
Maternal Implications of Pregnancy 
Complications—Follow-up Considerations  

2017 Sheiner et al. FIGO International Evidence 
based 

GRADE 



  

G7 Guidelines for the prevention of stroke in 
women: a statement for healthcare 
professionals from the AHA/American 
Stroke Association  

2014 Bushnell et al. AHA US Evidence 
based 

AHA/ACC and 
supplementary 
AHA stroke 
council 

G8 Hypertension and pregnancy: expert 
consensus statement from the French 
Society of Hypertension, an affiliate of the 
French Society of Cardiology  

2016 Mounier-
Vehier et al. 

The French Society 
of Hypertension 

France Evidence 
based & 
consensus 

French Society 
of Cardiology 

G9 Hypertensive disorders of pregnancy 2016 Queensland 
Clinical 
Guidelines 

Queensland clinical 
guidelines 

Queensland Evidence 
based 

nil  

G10 Hypertensive Disorders of Pregnancy 
ISSHP Classification, Diagnosis, and 
Management Recommendations for 
International Practice 

2018 Brown et al. ISSHP International Evidence 
based, 
expert 
opinion 

nil  

G11 Optimising Postpartum Care 2018 ACOG ACOG US Committee 
opinion 

nil  

G12 Hypertension in pregnancy: diagnosis and 
management 

2019 NICE NICE UK Evidence 
Based 

GRADE 

G13 Diagnosis and Treatment of Hypertension 
and Pre-eclampsia in Pregnancy in New 
Zealand: A clinical practice guideline  

2018 Ministry of 
Health 

Ministry of Health New 
Zealand  

Evidence 
Based 

GRADE 

G14 Cardiovascular risk management after 
reproductive and pregnancy-related 
disorders: A Dutch multidisciplinary 
evidence-based guideline 

2016 Heida et al. Dutch Society of 
Obstetrics and 
Gynaecology MWG 

The 
Netherlands 

Evidence 
base & 
consensus 

Dutch Institute 
for Healthcare 
improvement 

ESC= European Society of Cardiology, ESH = European Society of Hypertension, NFOG = The Nordic Federation of Obstetrics and  Gynaecology, 
FIGO = International Federation of Gynaecology and Obstetrics, AHA = American Heart Association, ISSHP = International Society for the Study 
of Hypertension in Pregnancy, ACOG = The American College of Obstetricians and Gynaecologists, NICE = The National Institute for  
Health and Care Excellence, GRADE = Grading of Recommendations, Assessment, Development and Evaluations. MWG= multidisciplinary 
working group, ACC= American College of Cardiology 

 



 

 

 

 

 

 

 

 

 

 



 
 

 

AGREE II Assessment 

Figure 3 summarises the scaled domain scores achieved by each guideline. The outcome 

of the AGREE II assessment was mixed for the guidelines assessed, just two guidelines 

achieved >50% in all 6 domains (G5 and G13), three guidelines (G2, G12 and G14) 

achieved >50% in all but 1 domain. Five of the fourteen guidelines performed 

particularly poorly, achieving <50% in three or more domains (G6, G7, G9, G11 and G4), 

performance of guidelines G1, G3, G8 and G10 was mixed, achieving a score of >50% in 

4 out of 6 domains. Domain 5 (applicability) was the poorest performing domain overall 

with just three guidelines achieving >50%. All guidelines achieved a score of 72% or 

more in domain 4 (clarity of presentation). The median scaled domain scores for each 

domain were: domain 1 scope and purpose: 91%, domain 2 stakeholder involvement: 

61%, domain 3 rigour of development: 42%, domain 4 clarity of presentation: 89%, 

domain 5 applicability: 19%, domain 6 editorial independence: 67%. Regarding overall 

rating out of 7, 7 being the highest possible quality no guideline achieved a score of 7, 

the NICE, New Zealand and Canadian Hypertensive Disorders of Pregnancy Working 

Group guidelines all achieved an overall score of 6 and so were recommended for use. A 

further 6 guidelines achieved a score of 5 or more overall and were recommended for 

use with some modifications, the remaining 5 guidelines achieved an overall score of 4 or 

less and so were either not recommended for use (G4, G9) or recommended with 

modifications (G7, G10, G11). 

 

 



 

 

 

 

 

 

 

 

 

 

 

Data Extraction 

Forty-one recommendations for the prevention of cardiovascular disease in women with 

a history of preeclampsia or their follow up for the development of cardiovascular 

disease were identified. The main themes identified using content analysis were 

screening and monitoring, lifestyle modification and education.  

i) Screening and monitoring 

Thirteen of the guidelines recommend follow up for women with a history of 

preeclampsia due to their increased cardiovascular risk, 38% of these did not provide 

guidance regarding the timing of such follow up, three of the guidelines recommended 
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annual follow up, two recommended periodic and another recommended lifelong follow 

up. In contrast to other guidelines Staff et al. (2016) and Heida et al. (2016) recommend 

reviewing women in their fifties to assess for cardiovascular disease. Table 2 summarises 

what screening tests the guidelines recommended. Four guidelines recommended 

intervening to treat risk factors. 

 

 

 

 

 

Table 2: Screening tests recommended  

Screening test recommended Number of 

guidelines 

Measure blood pressure 10 

Cardiovascular risk assessment 8 

Screen for diabetes mellitus 4 

Lipid screen 4 

BMI  4 

Metabolic screen 3 

Smoking 3 

Proteinuria/ renal function 3 

History 2 

Physical exam 2 

Lifestyle 2 

Thyroid function 1 

 

ii) Lifestyle modification and weight management 

Ten of the guidelines included recommendations regarding lifestyle modification. Three 

of these guidelines did not elaborate further as to how this should be done. The most 



 

 

recommended intervention was weight management (n=5). A healthy diet was 

recommended by four of the guidelines, three guidelines also recommended physical 

activity and smoking cessation. 

iii) Education 

Recommendations regarding the provision of education and advice to women with a 

history of preeclampsia were included in nine of the guidelines. Of these, seven 

recommended educating women on their long-term cardiovascular risk and six 

recommended providing education regarding risk factor reduction including lifestyle 

modification. Of interest three guidelines recommended ensuring general practitioners 

were informed of their patients’ history of preeclampsia to allow for adequate follow up. 

 

DISCUSSION 

This systematic review identified 14 guidelines for the prevention of cardiovascular 

disease in women with a history of preeclampsia.  It provides detailed information on the 

quality and methodological rigour with just two guidelines achieving >50% in all 6 

domains. The guidelines produced by the Canadian Hypertensive Disorders of Pregnancy 

Working Group and the New Zealand Ministry of Health scored highest overall, closely 

follow by those produced by NICE, the Dutch Society of Obstetrics and Gynaecology 

and the European Society of Cardiology (ESC) (G2). Of note the New Zealand and Dutch 

groups both used the AGREE II instrument to evaluate this guideline prior to publication 

(Heida et al. 2016, Ministry of Health 2018,). As expected, in keeping with previous 

research (Zhao et al. 2020), the lower scoring guidelines were those which were based 

on consensus or did not use evidence scoring systems. As has been noted in previously 

the highest median AGREE II scores were awarded to domain 1 – scope and purpose and 

domain 4 – clarity of presentation (Gillespie et al. 2018; Pavenski et al. 2018; Molino et 

al. 2019; Zhao et al. 2020). Regarding domain 4, all guidelines achieved a score >72% 

highlighting that recommendations tended to be specific, unambiguous and clearly 

presented. The median score for scope and purpose (domain 1) of 94% however was not 

representative of all guideline scores, G4 achieved just 6% and G11 just 33% as their 



  

objectives, research questions and population of interest were not clearly defined. 

Clinical practice guidelines have repeatedly scored poorly in domain 5 - applicability 

(Pavenski et al. 2018; Molino et al. 2019; Zhao et al. 2020) as was the case in this review 

(n=11,  <50%) as information was not provided about what facilitators, barriers or 

resource implications there may be when implementing recommendations. Tools and 

advice for implementation and audit are also rarely provided. The NICE, New Zealand 

and Canadian working group guidelines included most of what is required to score highly 

in this category. The domain 3 - rigour of development, median scaled score of 42% was 

similar to that found in previous systematic reviews of guidelines (Pavenski et al. 2018; 

Molino et al. 2019) due to the lack of use of evidence scoring systems and little 

information on literature searching and guideline formulation. Guidelines scored 

moderately well (median 61%) in domain 2 - stakeholder involvement due to 

multidisciplinary input. Average scores for domain 6 (67% in this study) range from the 

40 to 70 in the literature (Pavenski et al. 2018, Gillespie et al. 2018), which is concerning 

as this domain relates to editorial independence. Poorly scoring guidelines often 

excluded information regarding funding, competing interests and their influence on the 

guideline. 

 

All the higher scoring guidelines (G2, G5, G12, G13, G14) were among those (n=13) 

which recommended follow up for women with a history of preeclampsia however 

further clarification is needed regarding the timing and type of screening. The higher 

quality guidelines also recommended lifestyle modification. The NICE, Dutch and New 

Zealand guidelines all recommended providing education to patients. Lifestyle 

modification is also of high priority, with many of the guidelines (n = 9) recommending a 

healthy diet, weight management and or smoking cessation.  

 

The consensus among the high scoring guidelines regarding patient education, follow up 

and lifestyle modification adds weight to the importance of these recommendations. It is 

clear from this review that these women require follow up and intervention to reduce 



 

 

their future cardiovascular risk. It seems prudent that women with a history of 

preeclampsia are included in the high-risk prevention programme launching in Ireland in 

2021 with resources provided to support their care. This review has highlighted 

specifically the need for follow up of women with a history of preeclampsia, and the 

encouragement of lifestyle modification including healthy eating, weight management 

and smoking cessation which could form the basis for a high quality guideline for general 

practice for the future management of such patients. General practices, if provided with 

adequate resources, are best placed to provide this care given their regular contact 

supporting women with contraception, future pregnancies and links with families 

regarding childhood vaccines and illness. General practice can also provide access to the 

multidisciplinary team to support these women in making changes to reduce their risk of 

developing cardiovascular disease. 

 

Strengths and Limitations 

Guidelines included in the review were limited to those published in English. This may 

have introduced bias by excluding country specific guidelines published in native 

languages.   

While the AGREE II tool is widely used to assess the methodological rigour and quality of 

clinical practice guidelines its use is not without limitations. Thresholds for domain scale 

scores are not provided for in the AGREE II tool to differentiate high quality guidelines 

(set as > 50% in this study) from those of low quality, this leaves such results open to 

interpretation depending on what the chosen cut of percentage is. In addition, the 

AGREE II tool does not rate how relevant, appropriate or applicable guidelines are to 

clinical practice as it focuses solely on the quality and methodological rigor of the 

guidelines. The overall rating score for each guideline was not focused on in this review 

as this measure was deemed more subjective than the scaled domain scores due to a 

lack of instructions available for its calculation. 

 

CONCLUSION  



  

Few high-quality guidelines or recommendations are available for prevention of 

cardiovascular disease among women with a history of preeclampsia. Where guidelines 

do exist, they give clear information regarding their scope and purpose and present 

information clearly but lack applicability. Women with a history of preeclampsia are at 

increased risk of cardiovascular disease and there is an opportunity to intervene early to 

help prevent cardiovascular disease in later life and improve outcomes in future 

pregnancies.  General practice is ideally placed to undertake this if appropriate resources 

and support for multidisciplinary team members are provided particularly as the HSE 

high risk prevention programme is commencing in 2021.  Developing a high-quality 

guideline for general practice on cardiovascular prevention for women with a history of 

preeclampsia and other cardiometabolic complications of pregnancy should be a priority 
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Appendix 1: PRISMA checklist  

Obtained from Moher et al., (2009) 

Table 3: PRISMA Checklist 
Section/ 
topic 

Item 
no. 

Checklist item Reported 
on page no. 

Title    
Title 1 Identify the report as a systematic review, 

meta-analysis or both  
1 

Abstract  
Structured 
summary 

2 Provide a structured summary including, as 
applicable, background, objectives, data 
sources, study eligibility criteria, participants, 
interventions, study appraisal and synthesis 
methods, results, limitations, conclusions and 
implications of key findings, systematic review 
registration number 

2 

Introduction 
Rationale 3 Describe the rationale for the review in the 

context of what is already known 
3 & 4 

Objectives 4 Provide an explicit statement of questions 
being addressed with reference to participants, 

4 



 

 

interventions, comparisons, outcomes, and 
study design (PICOS) 

Methods 
Protocol 
and 
registration 

5 Indicate if a review protocol exists, if and 
where it can be accessed (such as web address), 
and, if available, provide registration 
information including registration number 

Contact 
author 

Eligibility 
criteria 

6 Specify study characteristics (such as PICOS, 
length of follow-up) and report characteristics 
(such as years considered, language, publication 
status) used as criteria for eligibility, giving 
rationale 

4 

Information 
sources 

7 Describe all information sources (such as 
databases with dates of coverage, contact with 
study authors to identify additional studies) in 
the search and date last searched 

4, 5 & 23-
27 

Search  8 Present full electronic search strategy for at 
least one database, including any limits used, 
such that it could be repeated 

23 & 24 

Study 
selection 

9 State the process for selecting studies (that is, 
screening, eligibility, included in systematic 
review, and, if applicable, included in the meta-
analysis) 

4-6 

Data 
collection 
process 

10 Describe method of data extraction from 
reports (such as piloted forms, independently, 
in duplicate) and any processes for obtaining 
and confirming data from investigators 

4-6 

Data items 11 List and define all variables for which data were 
sought (such as PICOS, funding sources) and 
any assumptions and simplifications made 

4-6 

Risk of bias 
in individual 
studies 

12 Describe methods used for assessing risk of 
bias of individual studies (including 
specification of whether this was done at the 
study or outcome level), and how this 
information is to be used in any data synthesis 

5 

Summary 
measures 

13 State the principal summary measures (such as 
risk ratio, difference in means) 

4-6 

Synthesis of 
results 

14 Describe the methods of handling data and 
combining results of studies, if done, including 
measures of consistency (such as I2statistic) for 
each meta-analysis 

4-6 

Risk of bias 
across 
studies 

15 Specify any assessment of risk of bias that may 
affect the cumulative evidence (such as 

5 



  

publication bias, selective reporting within 
studies) 

Additional 
analyses 

16 Describe methods of additional analyses (such 
as sensitivity or subgroup analyses, meta-
regression), if done, indicating which were pre-
specified 

5 & 6 

Results 
Study 
selection 

17 Give numbers of studies screened, assessed for 
eligibility, and included in the review, with 
reasons for exclusions at each stage, ideally 
with a flow diagram 

7 

Study 
characteristi
cs 

18 For each study, present characteristics for 
which data were extracted (such as study size, 
PICOS, follow-up period) and provide the 
citations 

6 & 8 

Risk of bias 19 Present data on risk of bias of each study and, 
if available, any outcome-level assessment (see 
item 12 

9 

Results of 
individual 
studies 

20 For all outcomes considered (benefits or 
harms), present for each study (a) simple 
summary data for each intervention group and 
(b) effect estimates and confidence intervals, 
ideally with a forest plot 

9-11 

Synthesis of 
results 

21 Present results of each meta-analysis done, 
including confidence intervals and measures of 
consistency 

n/a 

Risk of bias 
across 
studies 

22 Present results of any assessment of risk of bias 
across studies (see item 15) 

5 & 9 

Additional 
analysis 

23 Give results of additional analyses, if done 
(such as sensitivity or subgroup analyses, meta-
regression) (see item 16 

n/a 

Discussion  
Summary of 
Evidence 

24 Summarise the main findings including the 
strength of evidence for each main outcome; 
consider their relevance to key groups (such as 
health care providers, users, and policy makers) 

11-13 

Limitations 25 Discuss limitations at study and outcome level 
(such as risk of bias), and at review level (such 
as in complete retrieval of identified research, 
reporting bias 

13 



 

 

Conclusions 26 Provide a general interpretation of the results 
in the context of other evidence, and 
implications for future research 

13 

Funding    
Funding 27 Describe sources of funding for the systematic 

review and other support (such as supply of 
data) and role of funders for the systematic 
review 

n/a 

 

Appendix 2: Search Strategies 

EMBASE search strategy, search completed 07/07/2020:  

Sources Embase, MEDLINE 

Query(gestational AND hypertension OR (pregnancy AND induced AND hypertension) 

OR (pregnancy AND transient AND hypertension) OR (maternal AND hypertension) 

OR preeclampsia OR 'pre eclampsia' OR 'pre eclamptic' OR (pregnancy AND toxemia)) 

AND (guideline* OR standard* OR consensus OR recommend*) AND (cardiovascular 

OR stroke OR 'heart disease' OR mi OR 'myocardial infarction' OR 'heart attack' OR 

hypertension OR 'heart failure' OR cvd OR cad OR chd OR 'coronary heart disease' OR 

'coronary artery disease' OR 'ischaemic heart disease' OR 'cardiomyopathy' OR 'high 

blood pressure' OR 'elevated blood pressure' OR 'transient ischaemic attack' OR tia OR 

atherosclerosis OR 'cerebrovascular accident' OR cva) AND [embase]/lim NOT 

[medline]/lim AND (2010:py OR 2011:py OR 2012:py OR 2013:py OR 2014:py OR 

2015:py OR 2016:py OR 2017:py OR 2018:py OR 2019:py OR 2020:py) AND 

[humans]/lim AND [english]/lim 

Mapped termsn/a 

Pubmed search strategy, search completed 07/07/2020:  



  

(((“gestational hypertension” OR “pregnancy induced hypertension” OR “pregnancy 

transient hypertension” OR “maternal hypertension” OR “preeclampsia” OR “pre-

eclampsia” OR “pre-eclamptic” OR “pregnancy toxaemia”) AND (Guideline* OR 

Standard* OR Consensus OR Recommend*)) AND (Cardiovascular OR Stroke OR “Heart 

disease” OR MI OR “Myocardial infarction” OR “Heart attack”OR Hypertension OR 

“heart failure” OR CVD OR CAD OR CHD OR “coronary heart disease” OR “Coronary 

artery disease”OR “ischaemic heart disease” OR “cardiomyopathy” OR “high blood 

pressure” OR “elevated blood pressure” OR “transient ischaemic attack”OR TIA OR 

atherosclerosis OR “cerebrovascular accident” OR CVA) 

With limits 2010-present, human and English  

Cochrane search strategy search completed 07/07/2020: 

“gestational hypertension” OR “pregnancy induced hypertension” OR “pregnancy 

transient hypertension” OR “maternal hypertension” OR “preeclampsia” OR “pre-

eclampsia” OR “pre-eclamptic” OR “pregnancy toxaemia” in All Text AND Guideline* OR 

Standard* OR Consensus OR Recommend* in All Text AND Cardiovascular OR Stroke 

OR “Heart disease” OR MI OR “Myocardial infarction” OR “Heart attack”OR 

Hypertension OR “heart failure” OR CVD OR CAD OR CHD OR “coronary heart disease” 

OR “Coronary artery disease”OR “ischaemic heart disease” OR “cardiomyopathy” OR 

“high blood pressure” OR “elevated blood pressure” OR “transient ischaemic attack”OR 

TIA OR atherosclerosis OR “cerebrovascular accident” OR CVA in All Text  

Limited to 2010- present 

Appendix 3: Websites searched to source guidelines 



 

 

 
Search terms: preeclampsia, hypertension 

 
Organisation Location  Website searched on 07/07/20 
Institute of 
Obstetricians 
and 
Gynaecologists 

Ireland  https://www.rcpi.ie/faculties/obstetricians-and-
gynaecologists/ 
 

International 
Federation of 
Gynaecology 
and Obstetrics 

International  https://www.figo.org/ 
 

The American 
College of 
Obstetricians 
and 
Gynaecologists 

United States https://www.acog.org/ 
 

International 
Confederation 
of Midwives 

International  https://www.internationalmidwives.org/ 
 

European 
Board & 
College of 
Obstetrics and 
Gynaecology 

Europe https://www.ebcog.org/ 
 

American 
College of 
Nurse-
Midwives 

United States https://www.midwife.org/default.aspx 
 

Royal College 
of 
Obstetricians & 
Gynaecologists 

United 
Kingdom  

https://www.rcog.org.uk/ 
 

National 
Institute for 
Health and 
Care 
Excellence 

United 
Kingdom  

https://www.nice.org.uk/ 
 

Nursing and 
Midwifery 
Council 

United 
Kingdom  

https://www.nmc.org.uk/ 
 

The Royal 
College of 
Midwives 

United 
Kingdom  

https://www.rcm.org.uk/ 
 



  

The Society of 
Obstetricians 
and 
Gynaecologists 
of Canada 

Canada https://sogc.org/ 
 

China 
Obstetrics and 
Gynaecology 
Network  

China http://www.obgy.cn/ 
 

Sri Lanka 
College of 
Obstetricians & 
Gynaecologists 

Sri Lanka http://www.slcog.lk/ 
 

The Royal 
Australian and 
New Zealand 
College of 
Obstetricians 
and 
Gynaecologists 

Australia and 
New Zealand 

https://ranzcog.edu.au/ 
 

Zambia 
Association of 
Gynaecologists 
& Obstetricians 

Zambia http://za-go.net/ 
 

Nordic 
Federation of 
Societies of 
Obstetrics and 
Gynaecology  

Denmark, 
Finland, 
Iceland, 
Norway. 
Sweden.  

https://nfog.org/ 
 

The Federation 
of Obstetric 
and 
Gynaecological 
Societies of 
India 

India https://www.fogsi.org/ 
 

Asia and 
Oceania 
Federation of 
Obstetrics and 
Gynaecology 

Asia and 
Oceania 

http://www.aofog.net/ 
 

The Regulation 
and Quality 

United 
Kingdom 

https://www.rqia.org.uk/ 
 



 

 

Improvement 
Authority  
European 
Society of 
Cardiology 

Europe https://www.escardio.org/ 
 

German 
Academy for 
Gynaecology 
and Obstetrics 

Germany https://www.dggg.de/ 
 

The Royal 
Women’s 
Hospital 

Australia https://www.thewomens.org.au/ 
 

Queensland 
Health  

Queensland https://www.health.qld.gov.au/ 
 

Ministry of 
Health  

New Zealand  https://www.health.govt.nz/ 
 

American Heart 
Association 

United States https://professional.heart.org/professional/index.jsp 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  

The Longest March 
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Time has stopped. Familiar boundaries that normally mark its passage have dissolved. 

Gone are the opening and closing of shops, the relief of a weekend at the end of a week. 

Movie times, restaurant sittings, meeting up with friends and doctor’s appointments are 

all things of the past. A new dystopia has seeped into the timeless fabric of life. In old 

time’s place is a new current that captivates and carries us along. A constant stream of 

news and information about the virus. How to avoid it and what it does to bodies and 

societies. The most anticipated and feared punctuation of this new flow is the daily toll 

of new infections and death.  

 

What I hope will shine brighter in the memory are moments of humanity that shine 

through the bleakness of lock down. Precious family moments. Seeing the light and ease 

of joy in my daughters’ eyes as we play in the back garden on a mid-morning normally 

stolen by work and crèche. Rediscovering the simple pleasures like treasure hunts in the 

park across the street or feeling little arms clasped around my neck as I give pony back 

rides at home while isolating. Neighbours I haven’t seen for months stopping for a chat 

at a social distance as if we had all the time in the world. Strangers sharing kind smiles. A 

new camaraderie among colleagues. People running marathons on twelve-foot balconies. 

Communities wrapping arms around members who need care and offering groceries and 

chats across the divide. We have seen the resilience of a nation in the face of 

uncertainty. A political leader suggests that when things are at their worst, we are at our 

best. 

 

There are certain other moments that mark this passage through the lifetime of the virus 

for me. Some like a thud of realisation at the cusp of sleep. Some like stepping barefoot 

on shards of glass.  

 

My Mum and Dad call to say they have coughs and temperatures. I hear the emotion in 

their voices. I am stunned at the possibility that they may have contracted the virus and 

be among the first in the country to do so. It is only days since the cogs of society 

stopped turning on the twelfth of March. The total number of infections in the country is 

less than one hundred but there is a national anxiety, bordering on panic. They had called 



 

 

their local GP surgery, where my Mum had visited five days earlier, to find it had been 

closed due to virus contamination and no doctor was available for the foreseeable 

future. The alarm bells grow louder. I agree to take on their care. The medical council 

guide to professional conduct and ethics says it is not advisable to treat members of your 

own family except for minor illnesses and emergencies. I take a moment’s reflection and 

push on in the hope that their GPs will be back in support soon.  

 

Guidelines are changing daily and I realise I might already have missed an opportunity to 

get them in the lengthening queue for a test. I dash into my surgery early the next 

morning, a bank holiday for St Patrick’s Day, to book a test on the secure referral system. 

I am alone in usually buzzing surgery building. The phone in reception rings repeatedly 

and echoes through the empty rooms before the line is diverted to the out-of-hours 

service covering for the holiday. It is the loneliest sound. Person after person waiting 

anxiously on the other end to tell of worrying symptoms or seek reassurance.   

That same week, all three of my GP colleagues and the practice nurse are out for 

unanticipated illnesses or personal reasons. The four front-of-house team and I hold an 

emergency meeting each morning. We discuss how to apply the ever-morphing 

guidelines and create a plan for the day. The phone is off the hook. We shift all our 

emphasis and instincts from seeing patients to telephone triage and minimising face to 

face consultations. We don masks, throw out every scrap of unnecessary paper and 

equipment and create an isolation room. We work every hour we have to give. Call after 

call of telling patients we are there for them without the ability to lock eyes or grip a 

hand. The language of the body is lost. I send test referral after test referral.  

 

I call an extraordinary meeting of the counselling not-for-profit I chair, MyMind.org. The 

board dials in and I urge an immediate move to online counselling and a stop to any face-

to-face interactions. It has never been done before and would leap-frog the public health 

guidelines. There is resistance and I lament my inability to communicate the urgency 

better. I say I am not concerned about the robust young person attending a counselling 

session that may contract the virus. It is the vulnerable person they may infect or 

precious ICU bed they may displace from an older person. The change has to happen and 

I let the idea sink in. Within days the executive team make this the new reality. We lose a 

third of bookings overnight. We hold another meeting to go through emergency financial 

management for survival. Days later, the department of health selects us as the lead 

provider of online consultations to all frontline healthcare workers under stress and the 

general population suffering acute anxiety from social isolation, bereavement or loss of 

employment. Supporting mental health is the second front in this pandemic and we are 

privileged to help hold that line.  

 

The flow of clinical learning travels a grim path from understanding testing criteria, to 

researching the limited treatment options, to memorising medicines for palliative care for 



  

disproportionately affected nursing home patients. There is a flood of information and 

too many memes on social network groups. Humour bubbles up through the online panic 

but it is dark. 

 

My parents test positive. My Mum recovers but my Dad’s fever burns on. I listen to his 

breathing intently at the end of a phone twice a day, like listening for static between 

musical phrases on a record. I bring over an oximeter. Our fingers graze on its exchange 

and the forbidden touch brings comfort and desolation. He declines auscultation of his 

lungs. I don’t pursue the offer, knowing that viral pneumonia or a cytokine storm would 

likely be silent. Rest, fluids and paracetamol remain the only treatment. The immune 

system does the rest and I pray it does not lose the run of itself and become a killer.  

Stories trickle in from countries ahead of us on the infection curve that older people are 

being left on the heap as younger patients with a greater chance of survival are placed 

on scant ventilators. A video surfaces of corridors in a London hospital filled with body 

bags. 

 

I ask for vital signs twice daily and despair that several are not settling. His body 

temperature rages for days and spurns any effects of anti-pyretic drugs. My finger 

hovers over a hospital transfer trigger, waiting for a change in breathing to pull it. I 

question if I am giving the right care. Is the fear clutching my heart dulling my judgment? 

I reach out to classmates and my trainer who support me to keep doing what I am doing.  

Most people start to feel a little better around days three or four after the onset of 

symptoms. He has not experienced any such reprieve. A small number may deteriorate 

around day seven and slip into a decline that leads to death around day twenty-one on 

average. Though the overall mortality rate may be close to three or four percent of 

confirmed cases or as low as one percent of all presumed cases, it is as high as twenty 

percent for the vulnerable older person. I do not sleep on the sixth night, or the seventh, 

or the eight. The fever breaks on the ninth day. I am filled with relief and weep. I stay 

tuned in to any hourly change as he continues to turn and mend. 

 

The surgery gets quieter as people stay home and the initial surge of anxious calls 

subside. Novel electronic prescriptions are a revelation and reduce the work burden. The 

other doctors return and there is flexibility to get away slightly earlier in the day. I dash 

home to mind my two young daughters and give my wife, Lisa, the chance to do her 

work during normal hours. She has been getting up at six am and going to bed at two am, 

snatching time to fulfil the demands of her job. She is the hero. A little exhaustion sets in 

among us all. I cajole the girls away from the dining room where she has set up a remote 

working station, going through more lollipops than a children’s party. We play in the 

spring sun at a local park. Every little thing is a wonder in their eyes. They ask why a 

duck does not move from its snugly nest, day after day. We wonder together. Fawn and 



 

 

chestnut speckles heaving over a slowed heart, eyelids drooping on contented eyes, a 

settling tail wag, all in a state of suspension, waiting softly in its bed of down. Has time 

stopped here too? 

 

Just as things settle into a manageable rhythm, I get word that I am to be redeployed to 

a virus community assessment hub. This is where positive or presumptive virus patients 

are referred by GPs if they deteriorate. It aims to take the heat off hospital emergency 

departments and allow primary care surgeries to re-open to other consultations. GP 

registrars are redeployed without choice. I feel that basic leadership brings people along 

while forcing people to do things buckles morale. Despite the loss of autonomy, I am 

glad to be able to work in a hub to which I would have freely signed up. We are assigned 

to training the next day and I say a sudden farewell to the surgery team. We practice 

donning and doffing personal protective equipment (PPE). The brilliant national 

ambulance service trainers stress not to use hazmat suits or loop masks, which they say 

increases risk of infection compared to the equipment we practice with.  

 

Lisa helps me shear my hair with a one blade after the girls are asleep. We have a long-

needed belly laugh at the results. On the orientation morning at the new hub, our team 

of twenty are told we will be using hazmat suits and loop masks. On the first day that 

patients arrive, we are provided with a different type of gown again, which none of us 

have seen or used. We muddle through, committed to a cause. Eyebrows rise with deep 

inhalations when a manager suggests that we may resort to ‘bare below the elbow’ 

precautions if PPE runs short, literally just rolling up our sleeves to get on with it. We will 

cross that ethical bridge with patient needs and personal safety on either side if we 

come to it. We know instinctively there is only one side we will take. 

 

Patient numbers ramp up but we are never overwhelmed thankfully. Most people 

assessed are encouraged to continue to monitor at home with advice on when to call an 

ambulance. Some go straight to ED. Dusky lips or oxygen saturation levels that fall with 

simple exertion are enough for a quick referral.  

 

The PPE is claustrophobic and sweltering. Goggles dig in to the face and eyes strain 

through the foggy windows. Hot breath recycles in the mask. The gowns suck hydration 

out of us. Everyone shrugs off the headaches. We come up for air and water every two 

hours.  

 

The team camaraderie is wonderful. Politics are gone. Hierarchy is gone. There is 

positive energy and a good will in every conversation. Laughter lives. We look out for 

each other. Yet the hub affects everyone, each in their own way. The gregarious nurse, 

full of chat and smiles, mentions in passing that she has not slept properly since starting 



  

here. The quiet doctor buries his head in his phone between PPE changes, seeking 

anything to distract him from the uncertainty of what the next patient will bring. 

My colleague manages an arrest of an older man who came for assessment. She is 

entitled to pause and consider her ethical compass. She should don an appropriate mask 

for an aerosol generating procedure but none is to hand. A man lies unresponsive with 

no pulse. She does not think to do anything else but help him. ‘One and two and three...’ 

echoes down the long corridor. He comes back to life after four rounds of thirty chest 

compressions and bag mask breaths. She waits for the possible tap of symptoms on her 

shoulder.  

 

When I start coughing, I self isolate for days and await a test. A nurse stands firm as sea 

wind whips around her at the drive-up facility in Dun Laoghaire. Her flimsy plastic face 

guard and paper mask bend in the breeze. Aprons strings fly. She is calm and confident. 

She exudes care and I feel blessed. I hear halyards pummel sailing boat masts in the safe 

harbour. I never thought I would be swabbed like this in a place I have known for a 

lifetime of seaside walks, Teddy’s ice creams and jumping in the freezing, life affirming 

water. The cough, myalgia and sensation of sandpaper on my respiratory tract go away 

within a few days.  

 

It’s the 57th of March someone says. Days blur together. Time continues to collapse. It 

has truly stopped for hundreds of thousands of people. I listen quietly to a woman weep 

on the phone that no one can attend her husband’s funeral that day.  

 

They tell us the transmission rate has fallen below one and that all the containment 

efforts are paying off. My parents rally strongly, as do their own caring GPs. There is 

clapping for frontline workers. I agree with the man who wrote a letter to a national 

newspaper saying that every single person is on the frontline. Everyone is contributing 

to beating the virus. The team of workers who care for a patient in ICU are as essential 

as the people staying home to avoid an ICU bed being filled. 

 

Some people suggest that things will never be the same again. They feel the new ways of 

living and working will stay embedded where they have sunk their teeth. I despair at the 

thought of endemic suspicion and distancing, people crossing the road when they see a 

child because they consider them a vector or judging an older person for taking a stroll 

with freedom because all they see is the false label of vulnerability. Both ends of the age 

spectrum have suffered degradation. If there is change, I hope it is for greater attraction 

to the simple, rediscovered pleasures of life and an abandonment of unnecessary 

busying and commercial recreation. In truth though, I am not convinced major changes 

will stick. I see the tide rush back over the defences. I see ‘new norms’ disappear like the 

ocean smoothing footprints in the sand. I believe a certain human entropy will prevail. 



 

 

Things seek the most comfortable state of energy in which to reside, like a perfume’s 

scent easing its way to every corner of a room. People will fall back into old habits, not 

languidly but because they work. Industry may also induce us along, urging a return of 

shoulders to wheels of production. But entropy and industry are a small part of the story. 

I believe in the greater goodness of human nature: our ache for social connectedness, for 

human touch and warmth, for a little foolish sense of invincibility, bravery and pushing 

the boundaries of experience and excitement. Irrepressible creativity will continue to 

search the extremes of a canvas unexplored. Children will lead us back out to play and 

remind us of a simplicity that has always kept us grounded. We will take what we have 

learned and suffered and walk more firmly through challenges thrown our way, while 

more aware of our vulnerability. This makes us stronger.  

 

The next pandemic will see us more prepared. Systems and processes will be dusted 

down and we will respond better to the next big one. For now, I thirst for this traumatic 

experience to be tucked into the folds of memory. I long for life to recover its beautiful 

rhythm. Will it happen? Only time will tell, when it begins again, and it will.  

 

My daughters take me back to the park where we saw the nesting duck. The waiting has 

passed. Nature has nuzzled on its offspring without a care. Nothing has deflected its 

relentless surge. Warm sun falls in shafts through broad leaves onto the pond. Through 

its dappled prints swim mother duck and seven strong, brazen and unaffected ducklings. 

Life brims with promise in every stroke. 


