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Editorial

Deliberate and accidental self-harm.

One of the great privileges of editing a journal is seeing
how, through the peer review process, a journal issue often
develops a subject theme without much help from the editorial
staff. This issue contains three stark papers on a topical area
of medicine — psychiatry — and particularly the areas of
addiction, suicide and death. The incidence of suicide has
been rising steadily in Northern Ireland and Largey et al'
show how hanging — particularly in young males, is on the
increase. This is mirrored by the increase in drug dependency
and the perceived decline of values in society. Lucas? shows
how nearly 15% of electrocutions have been suicides — again
mostly males, the remainder being accidental, and there is a
warning here for DIY enthusiasts (of either sex) to be careful
about electrical safety. The good news, however is that opioid
dependency treatment is showing increased efficacy with
improvements in dependency and a reduction in physical,
psychological and social problems?.

THE ULSTER MEDICAL JOURNAL DIGITAL
ARCHIVE

Searching the entire scanned archive of the Ulster Medical
Journal for suicide and self harm, (which is now complete on
Pub Med Central and includes volumes 1-74 (1932-2005) in
addition to other back content and prospective issues from
2005%), produces 27 relevant articles. You may be interested to
note that the use of Bromide of ammonium, which was cutting
edge treatment in ‘the depressive phase of Manic-Depressive
insanity’ as described by Robert Thompson® in an excellent
review in 1941, has now been superseded by more evidence
based treatments (figure 1).

TRADITIONAL CURES

One area where the evidence base is sadly lacking is in
alternative medical therapies and traditional cures. This issue
attempts to redress that imbalance and in time for the festive
season, provides evidence that although an eel skin bandage
may not help sprains sustained during the season®, those of
you who added garlic to your turkey stuffing may now be
reaping the benefit as it now appears to have some potent
antibacterial and antifungal properties’.

We thank all our reviewers for their help during 2008 and for
all of you for sending in particularly high quality manuscripts
this year - causing the acceptance bar to be raised to a higher
standard than ever.

We wish you all a happy and successful 2009!

Patrick J Morrison, Honorary Editor.

© The Ulster Medical Society, 2009.

The Depressive Phase of Manic-Depressive Insanity
By Rosert THOMPSON, M.B., B.cH.(BELE.), D.P.M.(LOND).
Resident Medical Superintendent, County Mental Hospital, Armagh.

INTRODUCTORY.

It is to the genius of Kraepelin, whose death in 1926 must have spared him the
pain of encountering Nazism, that we owe both the title and our present concep-
tion of manic-depressive insanity. This conception embraces far more than the
clinical close relationship which sometimes exists between states of mania and
states of melancholia. A good deal, in fact, was known about this relationship
before Kraepelin's time, and its importance has, | believe, been considerably
overstressed. A small percentage of patients undoubtedly exhibit in their lifetime
attacks of both mania and melancholia. A still smaller percentage exhibit alter-
nating cycles of the two conditions with few or no remissions. A mild elation is
not infrequently observed at the termination of a melancholic attack, and transitory
periods of depression may occasionally be observed during the course of an attack
of mania. When all this is said, however, the fact remains that in the great bulk
of cases no such relationship is evident, and the diseases progress with utterly
dissimilar symptoms along entirely different courses. On symptomatology alone,
therelore, there would, I fear, be little justification for the conception embodied
in the term ‘‘manic-depressive.” Kraepelin, however, probed more deeply into
the problem, and his great contribution, and, in my opinion, justification for his
conception, lay in his elucidation of what he termed the ‘‘fundamental states'
common to both conditions. Although we can te-day, in the light of much fine
work done on the psychology of the child, considerably amplify Kraepelin's view-
point of the abnormalities of temperament which he terms ‘‘fundamental states,"
yet his descriptionl of these four states which he calls the ‘‘depressive tempera-
ment,” the ‘‘manic temperament,’’ the ‘‘irritable temperament,'” and the ‘‘cyclo-
thymic temperament,’’ must remain a classic in the literature of psychological
medicine. .

In the paper which follows I propose to limit myself to a consideration of the
purely clinical aspects of the depressive phase of manic-depressive insanity, or, as
it is more ly known, lancholia

MELANCHOLIA.

Melancholia holds an almost unique position amongst diseases in that it is
characterized by only one essential symptom—mental or emotional depression.
The fact, however, that there is only one symptom essential to diagnosis often
makes the latter a very difficult problem. Two crucial questions present them-
selves; firstly, whether depression is or is not present, and, secondly, whether
such depression is of such a character as to justify a diagnosis of melancholia.
An attempt will be made to answer both these questions in the course of the

leration of the symp logy of the condition, and, to facilitate this, I

29

Fig 1. First page of the review by Robert Thompson from 1941.
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Commentary

A High Quality Workforce

John Jenkins

Accepted 3 November 2008

Last summer, as part of the NHS next stage review, Lord
Darzi, Ann Keen and David Nicholson (the NHS Chief
Executive) published “A High Quality Workforce™'. In this
report they emphasised that delivering the vision of a quality
health service requires the provision of the best possible
education and training for future generations, together with
support for existing staff to continuously improve their
skills. Professor John Tooke responded that the proposals in
this document address many of the challenges set out in his
inquiry report.

Box 1:
Darzi's six core principles:

focused on quality
patient centred
clinically driven
flexible
valuing people

promoting lifelong learning

The report sets out six core principles which should inform
all the planned health service changes (Box 1), together with
an explicit commitment to ensure that all models of care,
service planning and consequent workforce planning link
directly to eight pathways of care covering all the areas of
clinical practice - from maternity and newborn care through
to end of life care. The report highlights the importance of
education curricula and training programmes integrally linked
into current and emerging models of care, and into scientific
and technological advances. All healthcare staff need to be
supported with ongoing learning and continuing professional
development, linked to patient, service and staff needs. As
part of this best use needs to be made of modern educational
techniques such as e-learning and simulation. This support
is necessary if clinicians are to respond effectively to patient
expectations, as well as in leadership, management, research
and educational roles.

The report reflects the General Medical Council (GMC) core
guidance Good Medical Practice which makes it clear that
the first duty of the doctor is to ‘make the care of your patient
your first concern’. Doctors are also to ‘work with colleagues
in the ways that best serve patients’ interests ?. Within the
team approach which is essential for the delivery of modern
healthcare clinicians’ first and primary duty as practitioners
will always be to deliver high quality care for patients based

© The Ulster Medical Society, 2009.

on their individual needs. To do this they must be partners
in care delivery, with individual and collective accountability
for the performance of health services and for the appropriate
use of resources in the delivery of care. However, the report
goes further - clinicians must also be prepared and trained
to offer leadership within the clinical team, departments,
organisations and the health service itself. This links closely to
work undertaken by the GMC, Royal College of Physicians of
London, the King’s Fund and others in recent years to develop
the concept of medical professionalism, including these three
core roles of practitioner, partner and leader.

Patients and the public expect doctors to achieve accurate and
timely diagnoses, ensure safety, help them navigate through the
healthcare pathway(s), contribute appropriately in the clinical
team, to healthcare research, development and innovation,
and to train future generations of healthcare professionals. In
order to support doctors to meet these expectations the report
proposes the development of a reformed postgraduate training
pathway for doctors covering the entire medical career from
graduation to retirement. This will include development of
plans to introduce modular credentialing for the medical
workforce in order to give assurance to patients and employers
that professionals have the right skills to deliver high quality
care, to facilitate movement in and out of training programmes
at the appropriate level, and to give greater flexibility to
professionals to move between specialty training programmes
or employers whilst having their capabilities and learning
properly recognised. Training in leadership, management
and teaching is to be integrated into postgraduate medical
curricula for all junior doctors, with educational supervisors
in secondary care undergoing mandatory training and review
of their performance for this role (as currently exists in
primary care). The current UK Consultant contract provides
a framework within which this can be taken forward, but to
date progress has been patchy in raising the profile of and
adequately resourcing the education and training of medical
students and doctors. The perceived conflict between the use
of resources for these activities and the delivery of healthcare
today must end — after all they are the necessary basis for the
effective delivery of healthcare tomorrow.

Whilst the primary relevance and application of this report is
to the English NHS, the principles are applicable to all UK
healthcare systems. The months since its publication have

Senior Lecturer in Child Health & Consultant Paediatrician, Paediatric
Department, Antrim Hospital, Antrim, BT41 2RL, United Kingdom.

Correspondence to Dr Jenkins j.jenkins@qub.ac.uk

www.ums.ac.uk



A High Quality Workforce 3

provided time for reflection on its contents, and it is now vital
that its implications for health and social care here result in
early and effective action by the Department of Health, Social
Services and Public Safety, the Northern Ireland Medical
and Dental Training Agency, the Universities and all others
involved in the commissioning and provision of healthcare
and of medical education and training.

The author is chairman of the GMC Standards and Ethics
Committee.
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Review

Magnet induced perforated appendicitis and 1leo-caecal fistula

formation.

Andrew J Robinson, Janne Bingham, Ronald LE Thompson

Accepted 1 September 2008

ABSTRACT

Foreign body ingestion is a common paediatric problem. In
the majority of cases spontaneous passage occurs. Magnet
ingestion is rare and solitary magnet ingestion usually does
not cause any complications. A number of gastrointestinal
complications have been reported, such as fistula formation,
perforation and volvulus following multiple magnet ingestion.
We review magnet ingestion and describe the first case in the
literature of magnet induced perforated appendicitis with an
associated ileo-caecal fistula.

Keywords: appendicitis, foreign body ingestion, magnets,
small bowel fistula.

INTRODUCTION

Foreign body ingestion is frequent in children, particularly
in those aged between 6 months and 3 years and is generally
associated with little or no morbidity'2. Fortunately, in 80%
of cases, spontaneous passage will occur. However, 10% to
20% require endoscopic retrieval and in 1% of cases there
may be complications requiring surgical intervention, such as
intestinal obstruction, perforation or fistula formation®.

Appendicitis is the commonest surgical emergency. The
diagnosis is predominantly a clinical one. However, not
all patients present in a typical manner. The cause of
appendicitis is unknown but is thought to be multifactorial:
luminal obstruction, dietary and familial factors have all been
suggested*.

ILLUSTRATIVE CASE REPORT:

A three year old boy was admitted to the paediatric surgical
ward at a District General Hospital giving a one day history
of acute crampy abdominal pain which was worse in his right
side. The pain was associated with anorexia and four episodes
of non-bilious vomiting. His last bowel motion was three days
prior to admission (not unusual for this child). He was noted
to be generally lethargic and reported a five day history of
a non-productive cough and a one day history of a wheezy
chest. This was associated with intermittent temperatures and
coryzal symptoms. He had no past medical history.

On examination he was pyrexic with a temperature of
38.8°C. His abdomen was soft and non-tender. There was no
peritonism, abdominal distension or organomegaly. Bowel
sounds were present and normal.

Initial investigations showed a leucocytosis of 14.64 x 10°/L

© The Ulster Medical Society, 2009.

(reference range 4.0 — 11.0) and an elevated C - reactive
protein of 92 mg/L (reference range 0 — 10). His electrolyte
profile was normal. Urinalysis showed ketones and a trace
of blood.

i A

Fig 1. Abdominal X-ray: demonstrating a foreign body in the
region of the ileo-caecal valve. There was no small bowel
dilatation and there was air in the rectum.

Radiological investigations performed were an erect chest
X-ray and plain abdominal X-ray. His chest X-ray showed
no pneumoperitoneum and his abdominal film showed what
appeared to be a foreign body in the region of the ileo-caecal
valve (figure 1). It did not show any small bowel dilatation
and there was gas evident in the rectum.

Initially, the boy was admitted for observation and
conservative management. The following morning he
was in severe pain, with right iliac fossa tenderness and
localised peritonitis. He proceeded to laparotomy through a
Lanz incision in the right iliac fossa. There was peritoneal
contamination with turbid fluid, a perforation at the proximal
end of the appendix was noted and there was an ileo-caecal
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Londonderry, United Kingdom.
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Fig 2. Intra-operative photograph demonstrating an ileo-caecal
fistula and perforated appendix

bW

Fig 3. Foreign bodies found in the caecum and ileum, which
turned out to be magnets

fistula found 5cm proximal to the ileo-caecal valve (figure
2). Foreign bodies, which after removal were found to be
magnets, were found in the caecum and in the terminal ileum
(figure 3).

The appendix was resected and the fistula was taken down.
Defects in the caecum and ileum were oversewn and
peritoneal lavage was performed prior to closure of the
abdomen. Post operative recovery was uneventful and the
asymptomatic ileo-caecal fistula was coincidental.

On questioning the child’s mother after the operation, it
transpired that his elder sister had brought magnets home from
a school trip some 3-4 months previously. We hypothesised
that the boy had swallowed several magnets 3 - 4 months prior
to his hospital admission.

DISCUSSION:

Ingestion of foreign objects is more common in children than
in adults. There are about 100,000 cases annually in the United
States of foreign body ingestion, with over 80% of these

© The Ulster Medical Society, 2009.

occurring in the paediatric population®. Historically, treatment
algorithms for ingested foreign bodies have documented
that the vast majority, approximately 80% of foreign bodies
reaching the stomach, pass through the gastrointestinal
tract spontaneously’. These patients can therefore usually
be observed for the development of symptoms. Objects
swallowed vary considerably and those that cause perforation
can range from accidental cocktail stick ingestion®, food
such as chicken bones’ right through to dangerous objects
including razorblades and more serious items?.

Magnet ingestion is rare. There have been thirteen reported
cases. A history of solitary magnet ingestion usually does
not cause any complications, but multiple magnet ingestion
causes problems. Even though the majority of magnets
are small enough to pass through the gastrointestinal tract,
complications arise when magnets get separated as they pass
through the pylorus into duodenum.

The pathogenesis of the complications is the attraction of
two or more magnets across the walls of multiple loops of
bowel. This causes ischaemia and necrosis of the pinched
bowel wall leading to ulceration and eventually perforation
or fistulation. Magnet ingestion has resulted in obstruction,
fistula formation, ulceration, perforation, volvulus of the
small and large intestine and strangulation of adjacent loops
of small bowel between the attracted segments!->°-12,

Clinically, it is safe to observe the ingestion of a solitary
magnet that has reached the stomach. The ingestion of
multiple magnets should prompt immediate referral for
endoscopy and attempted removal"!'. Magnets in the stomach
can generally be removed via endoscopy and a magnetic tube.
For those that have passed into the duodenum and travelled
more distally, careful observation with serial abdominal
X-rays is accepted initial management. Once symptoms of
increasing abdominal pain or signs of intestinal obstruction
or perforation develop then prompt exploratory laparotomy
should be performed’.

There are no reports of magnet ingestion being associated
with or causing appendicitis. We believe the mechanism in
this case was luminal obstruction by a magnet occluding the
appendix orifice, leading to its perforation.

CONCLUSION.

Magnet ingestion is rare. Multiple magnets within the stomach
require endoscopic retrieval in an attempt to avoid subsequent
complications. Once multiple magnets have entered the small
bowel, they can cause numerous gastrointestinal complications
including perforation of the appendix and fistula formation.

The authors have no conflict of interest.
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Review

Surfactant Metabolism Dysfunction and Childhood Interstitial

Lung Disease (chILD)

Lynne McFetridge', Aoife McMorrow!, Patrick J Morrison®, Michael D Shields'?

Accepted 1 September 2008

SUMMARY

Surfactant deficiency and the resultant respiratory distress
syndrome (RDS) seen in preterm infants is a major cause of
respiratory morbidity in this population. Until recently, the
contribution of surfactant to respiratory morbidity in infancy
was limited to the neonatal period. It is now recognised that
inborn errors of surfactant metabolism leading to surfactant
dysfunction account for around 10% of childhood interstitial
lung disease (chILD). These abnormalities can be detected by
blood sampling for mutation analysis, thereby avoiding the
need for lung biopsy in some children with chILD.

Key Words: Surfactant, child, mutation analysis.
INTRODUCTION

The role of surfactant deficiency in the development of RDS
in preterm infants has long been appreciated and surfactant
replacement is now a well established treatment modality.
Term infants can also present with the clinical picture of
RDS as a result of surfactant inactivation, secondary to
conditions such as meconium aspiration or congenital
pneumonia. However, it is less well known that inborn errors
of surfactant metabolism leading to surfactant dysfunction are
now thought to be an important cause of childhood interstitial
lung disease.

chILD

Childhood interstitial lung disease (chILD) is much rarer
than interstitial lung disease (ILD) in adults and is typically
associated with respiratory distress, diffuse infiltrates on
chest imaging and abnormal lung histology. ChILD, like ILD
in adults, comprises a spectrum of heterogeneous disorders.
Until recently these have been poorly described, with the
relevant literature consisting of case reports and small case
series only. Previous attempts to classify chILD on the basis of
the lung histology have used adult classifications, but it is now
recognised that the histology and associated clinical outcome
seen in children, especially those under 2 years, differs
significantly from that of adults. Common histopathological
findings of ILD in adults include desquamative interstitial
pneumonia (DIP), lymphoid interstitial pneumonia (LIP)
and usual interstitial pneumonia (UIP). UIP has not been
reported in any paediatric cases to date. Although some
overlap in histology does occur, for example with DIP, chILD
is associated with a different aetiology compared to adults.
This further emphasises that the adult classification of ILD is
of little benefit in defining ILD in children. A recent review
of 187 open lung biopsies in young children has identified

© The Ulster Medical Society, 2009.

pathology largely unique to children presenting in infancy,
the majority presenting as either a term baby with features of
RDS or with ‘chronic tachypnoea of infancy’. The underlying
histology, clinical course and resultant prognosis have been
described! and are summarized in Table 1.

The overall mortality associated with chILD is 21%?2,
but almost all deaths occur in those with developmental
lung disorders and some of the surfactant deficiencies. In
contrast, infants with pulmonary interstitial glycogenosis
(PIG) or neuroendocrine cell hyperplasia of infancy (NEHI)
often demonstrate significant clinical improvement over
time. Although the presentation of these disorders is often
similar, the age at presentation offers an important clue to
the underlying diagnosis and subsequent prognosis. Children
under two years with ILD present either in the neonatal period
or in early infancy.

NEWBORN WITH chILD

This is commonly a term infant who presents shortly
after birth with severe parenchymal lung disease causing
respiratory distress and oxygen requirement. Both the clinical
presentation and the radiological features of diffuse ground
glass opacities are similar to those more typically seen with
prematurity and surfactant deficiency. Differential diagnoses
such as pneumonia or meconium aspiration syndrome, leading
to transient surfactant inactivation, must be excluded. Despite
intensive respiratory support with mechanical ventilation,
inhaled nitric oxide or ECMO, this presentation is almost
invariably fatal. The types of chILD associated with such
an early and aggressive course include disorders of lung
development (alveolar dysplasia and alveolar capillary
dysplasia) and two of the surfactant dysfunction disorders
(surfactant protein B deficiency and ABCA3 gene mutations
- although the latter may also have a less severe clinical
course). PIG can also present perinatally but has a much more
favourable outcome relative to the other causes, with very low
reported mortality.

'Royal Belfast Hospital for Sick Children, 2Department of Child Health,
Queens University Belfast, Grosvenor Road, Belfast BT12 6BA. United
Kingdom and *Northern Ireland Regional Genetics Centre, Belfast Trust,
Belfast BT9 7AB, United Kingdom.
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TABLE I:

Classification of interstitial lung disease in children less than 2 years

Disorders Prevalence
Primary Disorders of Lung Development 5.8%
(Aberration in primary molecular mechanism of lung and/or pulmonary vascular development)

Lung Growth Abnormality 24.6%
(Impaired pre or post natal alveolarisation, largely secondary)

Pulmonary Interstitial Glycogenosis (PIG) 3.2%
Neuroendocrine cell hyperplasia of infancy (NEHI) 9.6%
Surfactant Dysfunction Disorders 9.6%
Miscellaneous 35.5%
(e.g. systemic disease processes, immunocompromised states)

Unable to classify 11.7%

INFANT WITH chILD

This group of children with ILD present with ‘chronic
tachypnoea of infancy’, usually in the first few months of
life. Clinically this is characterised by persistent tachypnoea,
hypoxia, crackles and intercostal recession. The ongoing
oxygen requirement and increased work of breathing cause
failure to thrive. Important differential diagnoses in these
children are cystic fibrosis, aspiration and immunodeficiency
with recurrent infection. These must be excluded before
chILD is considered. A number of conditions can give rise to
chILD in infancy and include PIG, NEHI, surfactant protein
C deficiency and less commonly ABCA3 gene mutations.
The majority of the infants with these diagnoses experience
clinical resolution over time.

The ability to define chILD using both the clinical picture and
lung histology, is an extremely important development as it
ensures that the most appropriate treatment and counselling
are offered to children and their families. However, the recent
development that surfactant dysfunction disorders underlie up
to 10% of chILD may avoid the need for lung biopsy with its
associated potential risks, as these conditions can be identified
by genetic testing.

SURFACTANT DYSFUNCTION DISORDERS

Pulmonary Surfactant

Pulmonary surfactant is a complex mixture of phospholipids
and proteins, with surfactant proteins A, B and C constituting
10% of surfactant. It is secreted by type II epithelial cells into
the airways of the lung from 24 weeks gestation, although
only in adequate amounts from 35 weeks gestation. Its main
role is to reduce surface tension in the alveoli following the
onset of breathing thereby facilitating lung expansion and
preventing alveolar collapse during expiration. Following
birth, mechanical stretch of the lung further contributes to the
secretion of lamellar bodies, the intracellular storage granules
of surfactant, which unravel to form extended tubes and
sheets characterised by the formation of tubular myelin. Both
surfactant proteins A and B and surfactant lipids are necessary
for the formation of tubular myelin. The surfactant forms a
film at the alveoli-air interface, which is respread after each
expiration to maintain a low surface tension and prevent lung
collapse. The spreading and stability of the surfactant film
requires SP-B and SP-C. Following secretion, both surfactant
proteins and lipids are recycled by the respiratory epithelium.
As well as reducing surface tension, surfactant also plays a
role in the innate host defence of the lung. Surfactant protein

Surfactant metabolism dysfunction 1,2 and 3 genes.

TaBLE II:

Gene Type 1 (SFTP-B) Type 2 (SFTP- C) Type 3 (ABCA3)
MIM numbers | 265120, 178640 610913, 178620 610921, 601615
Inheritance Autosomal recessive Autosomal dominant, sporadic Autosomal recessive
Chromosome 2pl2-11.2 8p21 16p13.3
Clinical Neonatal respiratory failure and | Infantile and older chILD with | Neonatal and early infantile
features death respiratory failure respiratory failure. Some cases
reported of older children with
similar pattern to adult DIP
Lung histology | Alveolar type II cell hyperplasia | Variety of patterns including Alveolar type I cell
and alveolar proteinosis, DIP, UIP, non-specific hyperplasia, accumulation of
interstitial inflammation and interstitial pneumonitis macrophages and proteinacious
fibrosis material in airspaces

© The Ulster Medical Society, 2009.
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A and D primarily exert their effect in this area and are not
necessary for the other functions of surfactant. ABCA3 is
present in the membranes of the lamellar bodies in type II
alveolar cells, where its main function is the transport of lipids
important for surfactant.

It is now known that surfactant proteins B, C and ABCA3 are
necessary for surfactant homeostasis and mutations in the
genes encoding these proteins leads to surfactant dysfunction,
giving rise to both lethal and chronic respiratory disease in
infants (table II).

Surfactant Protein B

Surfactant protein B deficiency is invariably fatal within the
first few months of life. It is an autosomal recessive condition,
most commonly due to a mutation at 121ins2. Gene frequency
of this mutation is estimated to between 1 in 1000 to 1 in
3000°. Infants present soon after birth with both clinical
and radiological features of respiratory distress syndrome,
which has a rapidly progressive course. This is refractory
to standard therapies such as surfactant replacement and
assisted ventilation, with the only effective treatment being
a lung transplant. Lung histology shows pulmonary alveolar
proteinosis (PAP).

Surfactant Protein C

Surfactant protein C is encoded by the SFTPC gene on
chromosome 8. Inherited surfactant protein C deficiency
is a rare cause of both acute and chronic lung disease in
both infants, children and into adulthood. Infants usually
present with interstitial lung disease that may be exacerbated
by respiratory infections. Histologically the condition is
characterised by chronic pneumonitis of infancy (CPI) or
non-specific interstitial pneumonitis (NSIP)*. As with some
other surfactant deficiencies, the only effective management is
lung transplantation. Definitive diagnosis is made by genetic
testing to identify the SFTPC gene.

Surfactant Protein ABCA3

ABCA3 is an ATP-binding transporter of lipids found in
the membrane of lamellar bodies in type II alveolar cells.
Initially mutations in this gene were thought to cause fatal
lung disease in term neonates, but it is now recognised as a
cause of chronic interstitial lung disease in older patients. One
study looking at nine children with surfactant protein ABCA3
mutations found that the range of presentation in these
children varied from birth to four years®. Clinical features
found included cough, crackles, clubbing and failure to thrive.
Histopathological findings from lung biopsy were variable and

© The Ulster Medical Society, 2009.

included pulmonary alveolar proteinosis (PAP), desquamative
interstitial pneumonitis (DIP) and non-specific interstitial
pneumonitis (NSIP). In one cohort of eight patients, three
had lung transplantation and a further five children who
did not require transplant had survived up to 18 years at the
time of publication. Although some children clearly have
a milder course, this mutation can cause severe respiratory
insufficiency leading to death®.

CONCLUSIONS

chILD represents a varied group of disorders which are
difficult to distinguish on clinical presentation and examination
alone. The importance of obtaining an accurate diagnosis
cannot be overstated as there is considerable disparity between
the morbidity and mortality of these disorders. In the past,
lung biopsy has been the only useful investigation and the
diagnostic gold standard despite the potential complications
associated with it. However, the identification of the genes
responsible for surfactant dysfunction disorders avoids the
need for a biopsy in approximately 10% of children. We
therefore suggest that blood sampling for gene analysis be
offered to all infants presenting with ‘chronic tachypnoea of
infancy’ as the initial investigation and that lung biopsy is
considered only if gene analysis is normal.

Conflict of interest: the authors have no conflict of interest to
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ABSTRACT

Small bowel intussusceptions are much less common than
the ileocolic type, with jejunoileal intussusceptions being
amongst the most rare!. We review the literature on small
bowel intussuception, using a case of an 11-year-old girl
with a jejunoileal intussusception involving the whole of the
small bowel, from the level of the duodenojejunal flexure to
the ileocaecal valve, as an illustrative history. The typical CT
features of an intussusception and value of CT with regard to
identification of complications are highlighted.

Key Words: Small bowel intussusception, Polyp, CT scan.
INTRODUCTION

Small bowel intussusceptions (SBI) are much less common
than the ileocolic variety, with jejunoileal and duodenojejunal
intussusceptions being the rarest types of all'. SBI may

Fig 1. Abdominal radiograph demonstrating a large, central
abdominal mass (arrows) and an associated high small bowel
obstruction (asterisk).

© The Ulster Medical Society, 2009.

be difficult to diagnose preoperatively, with a consequent
increase in ischaemic complications, secondary to delayed
surgery.

ILLUSTRATIVE CASE REPORT

An 11-year-old girl was admitted with an 8-hour history
of acute abdominal pain. On physical examination, she
was clinically anaemic, shocked and had a palpable central
abdominal mass. A past history of iron deficiency anaemia
had been attributed to a poor dietary intake.

A plain abdominal radiograph (Fig.1) confirmed the presence
of the mass, and showed gaseous distension of the stomach and
(displaced) duodenum. Following fluid resuscitation, the duty
surgeon requested an emergency CT scan of the abdomen and
pelvis, both to determine the cause of the mass, and to aid in
his decision as to the timing of an exploratory laparotomy. The
CT images (Fig.2) demonstrated an enormous small bowel
intussusception, which extended from the duodenojejunal
flexure (DJF) to the ileocaecal valve. The colon was clearly
seen to be separate from the mass. Fluid was trapped between
the layers of bowel, and lying freely in the pelvis. The bowel
loops caught up in the mass enhanced poorly, indicative of
ischaemia. Axial source images at the level of the superior
mesenteric vessels showed them to be dragged over to the left
side and entangled in the intussuscepted loops, reminiscent of
a small bowel volvulus.

Surgery performed later on that same evening, confirmed the
CT findings. The intussusception was successfully reduced,
and a proximal jejunal polyp was found to have acted as a
pathological lead point. Mesenteric venous thrombosis and
consequent bowel wall ischaemia necessitated a total of four
further laparotomies, for resection of non-viable bowel and
an ischaemic stricture. Four months following her emergency
admission, the patient was finally discharged from hospital.
She has been left with 200cm of small bowel, and an intact
ileocaecal valve and colon. The surgical team remain
optimistic about her future, and she was progressing well
when seen at her first outpatient visit. It remains speculative,
but it is possible that the jejunal polyp removed at surgery
may have been responsible for her chronic iron deficiency
anaemia.
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Fig2 (b)

DISCUSSION

Ileocolic intussusception is one of the most common causes
of an acute abdomen in children and has a characteristic
clinical picture of vomiting, red ‘currant jelly’ stools, severe
colicky abdominal pain and mass. The incidence of acute
intussusception in Europe is reported to range from 0.66 to
2.24 cases per 1000 children?. 70% of cases occur in the first
year of life with the incidence declining rapidly thereafter
to less than 2% of cases in 10-15 year olds. SBI is unusual,
representing 1-10% of all intussusceptions but up to 50% of
cases in older children. Ileoileal, jejunojejunal, jejunoileal and
duodenojejunal intussusceptions are described in descending
order of frequency. Subacute presentation of SBI is typical
and therefore difficult to diagnose preoperatively, leading to
an increased risk of ischaemic complications*.

A 2-3cm doughnut-like lesion found in the left abdomen or
paraumbilical region with ultrasound is suspicious for SBI.
An intussusception length >3.5cm has been reported as a
sensitive and specific predictor of those SBIs that require
surgical intervention, as compared to those that will resolve
spontaneously®¢. The diagnosis of SBI can confidently be
made with CT, due to their virtual pathognomic appearance:

© The Ulster Medical Society, 2009.

Fig 2 (c)

Fig 2 (a). Axial CT image at the level of the superior mesenteric
artery origin, where the 3™ part of the duodenum crosses anterior
to the spine. The start of the intussusception is seen as a fluid
filled structure, to the left of the midline at the DJF (arrow). More
anteriorly lie further components of the intussusception (asterisk)
(shown to be one contiguous mass on consecutive images). (b)
Axial CT image at the level of the lower poles of the kidneys.
The layers of the intussusception are clearly visualised, with fluid
trapped between them (arrows). The superior mesenteric vessels
are displaced to the left side and appear twisted, reminiscent of a
small bowel volvulus (asterisk). The bowel wall is thickened and
enhances poorly, in keeping with ischaemia. The ascending and
descending limbs of the colon are seen lying posteriorly adjacent
to the kidneys, and separate from the intussusception (c) Axial CT
image at a more caudal level. Layers of fat are seen trapped within
the intussusceptum (arrows).

they are seen as a complex soft tissue mass, with a target,
layered, sausage-shape or reniform configuration. An
eccentric area of fat density within the mass represents
intussuscepted mesenteric fat, and the mesenteric vessels
themselves may be visible within this fat layer’. The superior
anatomic detail of CT over ultrasound, mean that ensuing
complications such as mesenteric thrombosis or small bowel
volvulus may also be easily recognised. Whilst ultrasound
remains the primary imaging modality used both to diagnose
intussusception and for the evaluation of an abdominal
mass lesion, the clinical condition of the patient (as in this
case), may dictate that CT be sometimes used as a first-line
investigation. It was additionally of value as the size of the
intussusception may have led to an errant diagnosis of a large
bowel intussusception, unnecessary therapeutic enema and
delay of appropriate surgery.

CONCLUSION

Intussusception is an unusual but important differential in
older children presenting with an acute abdomen. In this
scenario CT may have a significant diagnostic advantage
over ultrasound.

The authors have no conflict of interest
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LEARNING POINTS.

Intussusception should be considered in the
differential diagnosis of all children who present with
an acute abdomen, regardless of age.

Small bowel intussusceptions cannot be reduced with
air (or fluid) enema techniques.

Ultrasound remains the first line imaging
investigation both in children who present
with an abdominal mass and in those in whom
intussusception is clinically suspected.

CT is of value in those children in whom complex
intra-abdominal mass lesions are detected or when
the presenting clinical picture is complicated.

© The Ulster Medical Society, 2009.
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ABSTRACT

Traditional herbal cures and remedies have played an
important historical role in the treatment of a variety of
illnesses and diseases in Northern Ireland for the last three
hundred years. Recently, these have been reviewed in the
publication by Linda Ballard from the Ulster Folk and
Transport Museum at Cultra, Co. Down, which details the
variety of local plants used and for what purpose. From
this publication and another related publication, we note
the description of several plant species that consistently
appear in traditional cures and remedies, particularly used
to treat infections and infectious diseases. Unfortunately,
although these plants have strong associations with the local
historical evidence base, there are very limited and mainly no
formal publications in the medical/scientific evidence base,
examining their scientific background and clinical efficacy.

INTRODUCTION

Since the discovery and exploitation of antibiotic agents in
the 20" century, the targeted selective toxicity of such agents
has ensured their widespread and largely effective use to
combat infection, however it has paradoxically resulted in
the emergence and dissemination of multi drug resistant
pathogens. Antimicrobial resistance in both medicine
and agriculture is now recognized by the World Health
Organisation (WHO), along with other various national
authorities, as a major emerging problem of public health
importance. It represents a significant challenge of global
dimensions to human and veterinary medicine with the
prospect of therapeutic failure for life-saving treatments now
a reality. In order to minimise the potential development
of further antimicrobial resistance “The Copenhagen
Recommendations: Report from the Invitational EU
Conference on The Microbial Threat” were published (http://
www.im.dk/publikationer/micro98/index.htm), which
outlined the need for the development of “Novel principles
for treating or preventing infections in humans and animals.”
Such an approach may thus be to examine the antimicrobial
properties of native plants used in herbal medicine, as a novel
source of such agents, as well as the employment of such
novel compounds, and thus limit the use of conventional
antibiotics to cases of severe and life-threatening infections,
thus minimising the development of resistance to such agents.
Although several traditional plant extracts have historically
been known to have antimicrobial activity, to date, there has

© The Ulster Medical Society, 2009.

been relatively little or in some cases, no reports examining
the activity against several medically important bacterial and
fungal pathogens.

The aim of this small study was to scientifically examine the
antimicrobial properties of seven plant species, all native to
N. Ireland and which have been associated as the principal
consitituents in several local traditional cures and remedies.

METHODS

Seven plant species were selected from previous literature'-
and included (i) cloves of garlic (Allium sativum), (ii) onion
(Allium cepa), (iii) Yarrow leaf (Achillea millefolium), (iv)
Meadow sweet leaf (Filipendula ulmaria), (v) Confrey leaf
(Symphytum officinale), (vi) Ragwort (Senecio jacobaea)
and (vii) Dandelion leaf and roots (Taraxacum officinale).
These plants were identified botanically and approximately
100g fresh weight of each were collected from the grounds
of the Ulster Folk & Transport Museum, Cultra, Co. Down
[54°39°05.23”N; 5°47°50.73”W] in June 2008. The harvested
plants were divided into subsamples comprising leaf, stem and
root tissues only. For the extraction of aqueous components
from each plant, a recorded fresh weight of each subsample
type was added to three times that weight (volume) of sterile
distilled water in a Braun Food Processor and homogenised.
This pureed sample was transferred to a suitably sized
Schott bottle, capped and incubated overnight at ambient
temperature on an orbital shaker at 150 rpm. Extracts were
then centrifuged at 9000xg for 10 minutes using an Heraeus
Biofuge Primo R centrifuge. Following this, the supernatants
were carefully decanted to fresh containers and placed in an
Edwards Supermodulyo Freeze drier, at -40°C for a minimum
of 48 hours or until complete dryness. For assay purposes,
a recorded weight of freeze dried powder was reconstituted
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with an equal weight/volume of sterile 0.1% (w/v) peptone
saline (CMO0733, Oxoid Ltd., Basingstoke, UK) to give a
known concentration for each extract solution, as detailed in
Table I. For the onion and garlic extracts, fresh produce was
peeled, finely chopped and stomached at ambient temperature
employing a Stomacher 400 (Fisher Scientific Ltd., UK)
for 15mins, prior to recovery of supernatant, which was
subsequently filter-sterilised through a 0.22 syringe filter
(Millipore Inc., USA), before microbiological challenge.

Thirty four microorganisms, including 24 bacteria and
10 fungi were challenged in this study to ascertain the
antimicrobial properties of the eight plant extracts as detailed
above. Of the bacterial isolates selected, 15 were Gram-
negative organisms, which included seven genera, as well
as nine Gram-positive organisms from four genera. Of the
fungi examined, five were yeasts, with the remaining five
being filamentous fungi, from five genera overall. These
organisms and their origins are detailed in Table I. In order to
prepare the inocula for challenge, all organisms were cultured

TABLE 1:

Results of antibacterial and antifungal activity of eight different aqueous plant extracts challenged with 34 pathogenic
bacterial and fungal isolates.

Blank = no inhibition; *, fresh undiluted extracts; NCTC = National Collection of Type Cultures; NCIMB = National Collection of
Industrial Food and Marine Bacteria; MRSA=methicillin-resistant Staphylococcus aureus; MSSA=methicillin-sensitive Staphylococcus
aureus; QC=quality control isolate; ATCC=American Type Culture Collection.

Diameter of zone of inhibition (mm)

Garlic  Onion Yarrow leaf Meadow Confrey leaf Ragwort  Dandelion  Dandelion  Ciprofloxacin

(Allium  (Allium (Achillea sweet leaf  (Symphytum (Senecio leaf root

sativum) cepa)  millefolium) (Filipendula officinale)  jacobaea)  (Taraxacum (Taraxacum

* * ulmaria) officinale)  officinale)  |Spg disk]
Organism/concentration (mg/ml) [100mg/ml] [150mg/ml] [50mg/ml]  [150mg/ml] [130mg/ml] [200mg/ml]
Bacteria
Bacillus cereus NCTC 7464 24
Bacillus subtilis NCTC 10400 (NCIMB
8054) 19 33
Bacillus pumilus (wildtype hand isolate) 15 26
Cupriavidus sp. 27
E. ¢oli NCTC 25922 16 29
E. coli NCTC 9001 27
E.coli 0157 NCTC 12900 15 27
E.coli DH5 11
Enterobacter/Klebsiella sp. 34
Enterococcus faecalis NCTC 775 15
Klebsiella aerogenes NCTC 9528 24
Klebsiella pneumoniae 700603 23
Listeria monocytogenes NCTC 11994 28
Pseudomonas aeruginosa NCTC 1662 25
Pseudomonas aeruginosa NCTC 27853 6 28
Pseudomonas sp 20
Pseudomonas sp 20 18
Salmonella poona NCTC 4840 26
Serratia marcescens 26
Serratia/Rahnella sp. 40
Staphylococcus aureus (MRSA) 43300 25 19
Staphylococcus aureus. NCTC 6571 30 27
Staphylococcus aureus (MSSA) 25923 25 25
Staphylococcus epidermidis NCTC 14990 25 28
Fungi

Aspergillus flavus QC 6658

Aspergillus fumigatus 27.5

Aspergillus niger 27.5

Candida albicans

Candida glabrata ATCC 2001

Candida krusei ATCC 6258 27.5

Candida parapsilosis ATCC 22019 30
Exophiala (Wangiella) dermatitidis QC 7895
Penicillium sp. QC 743275

Scedosporium apiospermum QC 7870

© The Ulster Medical Society, 2009.
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on Columbia Blood Agar (Oxoid CM0331) supplemented
with 5% (v/v) defibrinated horse blood and incubated for
24h at 37°C (for bacterial and yeast organisms) and for 1
week (for filamentous fungi). Under aseptic conditions,
serial dilutions of each isolate were prepared individually in
0.1% [w/v] peptone saline (PS) (Oxoid CM0733), equating
to a 0.5 McFarland Standard (approximately 10° colony
forming units (cfu) per ml) which was inoculated on to fresh
Mueller-Hinton Agar (Oxoid CM0337), by means of a sterile
cotton swab. To this, fresh extracts (10ul) were added and
the inoculum allowed to dry prior to incubation, as detailed
above. Following this, plates were examined visually and any
inhibition noted and its diameter measured and recorded.
Sterile PS and antibiotic susceptibility disks containing 5pg
ciprofloxacin (Mast Diagnostics Ltd., Bootle, Merseyside,
UK) were employed as a negative and positive control,
respectively.

RESULTS

The antimicrobial activity of the eight plant extracts
against the 34 microorganisms tested is shown in Table I.
No antimicrobial activity was observed with any bacterial
or fungal pathogen, for onion (Allium cepa), Yarrow leaf
(Achillea millefolium), Meadow sweet leaf (Filipendula
ulmaria), Confrey leaf (Symphytum officinale), Ragwort
(Senecio jacobaea) or for Dandelion leaf and roots
(Taraxacum officinale). Only the aqueous extract from cloves
of garlic showed inhibition against nine bacterial isolates
(range: 6-30mm zone of inhibition; mean = 19.5mm) and only
the Candida parapsilosis isolate was inhibited by the garlic
extract (30mm). There was complete microbial confluence at
the site of inoculation of the negative control,(0.1% PS) and
all organisms gave a clear zone of inhibition, ranging from
11-40mm diameter zone of inhibition, with a mean zone of
inhibition of 23mm,when tested against the positive control
(ciprofloxacin).

DISCUSSION

Historically, Yarrow leaf (Achillea millefolium), named after
Achilles, who used extracts of this plant to treat wounds, has
been used with anti-inflammatory, spasmolytic, haemostatic
and digestive effects’. Although the essential oil® and total
acid* of two other species of this genus, namely A. clavennae
and A. alpina, respectively, have been reported in the
literature, as displaying antibacterial properties, we did not
observe any antimicrobial activity during this study, with
the species A. millefolium, which we tested. Likewise, we
were not able to demonstrate any activity with Meadowsweet
leaves (Filipendula ulmaria) or ragwort (Senecio jacobaea),
although other species within these genera, other than those
tested, have been shown to exhibit some antimicrobial activity.
Although these plants may not be able to exert a direct
physiological antimicrobial effect, it may be that their clinical
efficacy lies in their associated activity in the stimulation
of other systems, such as macrophages or nitric oxide. For
example, Kim et al.® suggested that there was an activation
of inducible nitric oxide synthase by Taraxacum officinale in
mouse peritoneal macrophages. These results suggest that the
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capacity of Taraxacum officinale to increase NO production
from rIFN-gamma-primed mouse peritoneal macrophages
is the result of TO-induced TNF-alpha secretion. Likewise,
Dolganiuc et al.® examined the effect of in vivo stimulation
with an aqueous extract obtained from roots of Symphytum
officinale on mouse peritoneal macrophages and showed that
Symphytum officinale initially activated the respiratory burst
of the cells and later inhibited it, activating the synthesis of
catalase, SOD etc. Hence, such plants materials may exert
a physiological effect through an alternative modality to
antimicrobial inhibition.

Previously, Ballard demonstrated that garlic has been used
in traditional Ulster cures to treat asthma, epilepsy, measles
and whooping cough'. More recently, a further reference to
garlic as an ingredient in a cure for measles has been found,
which like the previous one came from north Co Londonderry.
However, the sources of this information do not specify
whether Allium sativum or Allium ursinum is indicated. Our
data demonstrated that the aqueous extracts of garlic were
the most potent plant material examined against bacterial
and fungal pathogens, which is in general agreement with
the published literature, where garlic is known as a potent
antimicrobial. Garlic contains organosulphur groups, that can
act as metal chelators, powerful nucleophiles or electrophiles
and hence confer antimicrobial properties on this compound.

CONCLUSION

Our data has qualitatively shown that cloves of garlic had a
limited antibacterial activity against 9/24 isolates tested and
exhibited some antifungal properties against 1/10 fungal
isolates examined. These data would suggest that traditional
cures and remedies solely reliant on the antimicrobial
properties of aqueous extracts of these plants would have little
or no microbiocidal activity.
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SUMMARY:

Annual figures collected by the Samaritans from the
Registrar Generals’ figures for suicides for the years 1984-
2002 inclusive were analysed. Trends by gender, age group,
marital status and method were examined. Suicide rates were
standardised where appropriate. The mean annual rate was
calculated for the 10 year period 1984-1993 and compared
with the nine year period 1994-2002. The mean annual rate
of suicide increased by 4.7%. Female suicide rates decreased
by 17%, male suicides increased by 13.2%. The highest
percentage increase was seen in males aged 25-34, (34%)
followed by the 15-24 age group, (26.5%). There was a
significant upward trend in suicide rates at p<0.01 in young
males aged 10-34 and a significant fall in total suicide rates
in those aged 35+. The greatest increase in the mean annual
rate was seen in those of single status in sexes, males 24.2%
and females 28.6%. There was a decrease in the mean annual
rate for all methods of suicide except hanging with an increase
0f 99.37% in males and 87.80% in females.

The overall rate of suicide in Northern Ireland appears to be
rising. This trend is largely a result of the increase in suicides
amongst young males aged 10-34. Violent methods of suicide,
namely hanging have increased, suggesting that this more
lethal method is contributing to the higher suicide rate.

INTRODUCTION

The issue of suicide in Northern Ireland (NI) has been
addressed by a number of initiatives. Suicide prevention was
one of the four key areas in the Promoting Mental Health
Strategy and Action Plan 2003-2008 which envisaged a 10%
reduction in overall suicide rate by 2008'. The Bamford
Review of Mental Health and Learning Disability has
recommended that a suicide strategy be developed as a
matter of urgency?. The Suicide Prevention Strategy for NI
was launched in October 2006 as a result of concern about
an increase in suicides in the province of particularly among
young people®. The aim of this strategy is “to reduce the
Northern Ireland suicide rate, particularly among young
people and those most at risk” and a target of reduction in
suicides by 15% by 20113,

As part of the suicide prevention strategy an analysis of
suicide and self harming in NI was commissioned using data
held by the General Register Office*. The use of five year
moving averages highlighted that the rate of male suicides in
NI had increased steadily from 1991-2004%.

The World Health Organisation has estimated that in 2004 the
total suicide rate was 7.0/100,000 in the UK. Within the UK,

© The Ulster Medical Society, 2009.

Scotland has the highest suicide rate followed by NI with rates
in England and Wales falling in recent years®. This rate was
less than that in the Republic of Ireland, which was estimated
at 9.7/100,000 with Lithuania having the highest suicide rate
at 40.2/100,000°.

The Samaritans in NI have been at the forefront of highlighting
the issue of suicide. They provide a 24-hour confidential help
line to those in distress and have been involved in public
awareness campaigns and, since 1984, have been collecting
suicide figures on a yearly basis. Accurate yearly figures are
notoriously difficult to ascertain - official mortality figures
underestimate the true mortality, therefore official data should
be treated with caution.

All deaths by suicide in NI require an inquest. When a death
is suspected to be a suicide it is referred to the coroner and
goes through a formal inquest. Upon completion, coroners
provide a summary of their finding to the Registrar. Death is
then recorded as a suicide by the General Register Office. The
Office of National Statistics has drawn attention to the problem
they have in obtaining timely information from coroners until
an inquest is complete. Based on General Register Office
figures 1999-2003, 24.3% of suicides are registered within six
months, 93.7% within one year and 96.9% within two years.
A time delay occurs between actual death occurring and date
of registration of up to several years in some cases, making
it difficult to monitor trends. The difficulty in the formal
recording of suicide in Northern Ireland was also highlighted
in the Promoting Mental Health Strategy and Action Plan' as
well as the Luce Report investigating the death certification
in Britain and NI in 2003".

The suicide statistics collected by the Samaritans in NI were
used as the basis of this study. Figures for suicides occurring
in a particular year at inquest and adapted for year of death,
differ from official figures collected from the Office of
National Statistics, and are based on registered deaths. By
using the data from the Samaritans we hypothesize that this
data may more accurately reflect time trends than official
figures as they record suicides in the actual year in which
they took place. We undertook to identify if there was a time
increase in suicide rates and which particular groups were
affected.

Windsor House, Belfast HSC Trust, City Hospital Campus, Lisburn Road,
Belfast BT9 7AB, United Kingdom and Departments of Psychiatry*,
and Epidemiology and Public Health+, Queens University Belfast,
Belfast BT7.
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METHODS

Figures collected on a yearly basis by the Samaritans from for
suicides in NI from 1984 to 2002 were analysed. These were
collected from Registrar General for suicides occurring that
particular year at inquest and adapted for year of death. These
do not take account of “undetermined deaths”. In discussion
with the General Register Office and other researchers it has

TaBLE I:

Changes in Recorded Suicide Rates by Sex

been established that there are ~20 such deaths in Northern
Ireland per year; if all of these deaths were suicide it would
increase the Northern Ireland suicide statistics by about 15%.

Suicides for those aged 10 years and above were considered.
Trends by gender, age group, method and marital status were
examined. Calculation of suicide rates per 100,00 of the
population was done using the 1981 census figures for the
years 1984-1990, the 1991 census
figures for the years 1991-2000
and the 2001 census figures for the
years 2001-2002. Suicide rates were
standardised when appropriate by
gender, age or marital status using the

1984 -1993 1994-2002 ;
population figures for these groups
Mean Mean Mean Mean Change in % from the appropriate census. The
Annual Annual Annual Annual Mean Change  mean annual rate was calculated for
Number Rate Number  Rate Annual Rate the 10-year period 1984-1993 and
compared with the 9-year period
Male 93.6 15.35 112.3 17.47 2.12 13.20% 1994-2002. The percentage change
Female 32.3 4.94 28.8 4.10 -0.84 -17.0% between these two groups was then
Total  125.9 10.00 1411 1047 047 4.70% calculated.
When comparing time periods
TabLE IT: for marital status the period used
. L was 1985-1993 and 1994-2002
Changes in Recorded Suicide Rates by Age as available data from 1984 was
1984-1993 1994-2002 incomplete.
Age Sex Mean Mean Mean Mean Change % Standardised suicide rates by age
Annual Annual Annual Annual in Mean Change and sex were further analysed.
Number Rate Number Rate Annual A correlation matrix was applied
Rate enabling touching age bands that
showed similar patterns to be
10-14 M 0.7 1.03 0.6 0.82 -0.21 -20.3% combined. In females this resulted
F 0.3 0.44 0.3 0.52 0.08 18.2% in two groups to be analysed, age
10- 34 and 35*. In males, four groups,
1524 M 214 16.2 262 20.5 43 26.5% age up to 3‘:};1 3?—54, 53-74 aﬂl(ti (715_*-
ombining the two sexes resulted in
F 3.5 2.76 4.6 3.7 0.94 34.1% four groups, age 10-24, 25-34, 35-64
and 65*. A linear regression model
with year as the key explanatory
2534 M 22 20.97 329 28.1 7.13 34% variable was then fitted to each
F 4.4 4.29 6.1 5.01 0.72 16.8% of these groups. Allowances were
made for non-random components,
for example in a year with a high
35-44 M 15.3 17.39 21.3 20.97 3.58 20.6% suicide rate strategies maybe put in
F 6.3 6.96 6.8 6.52 -0.44 -6.3% place the following year to address
this, by in all cases applying an
4554 M 124 1664 152 17.6 0.96 5.8% auforegression of lag size 1 year term
only progressing to autoregression of
F 7.0 8.56 5.7 6.48 -2.08 -24.3% lag size 2 when auto regression 1 was
significant. P<0.05 was taken as the
significant cut-off value.
55-64 M 11.7 17.58 7 10.2 -7.38 -42%
F 5l 6.75 2.3 3.1 -3.65 -54.1%  RESULTS:
Changes in Recorded Suicide Rates
65-74 M 62 12.55 5.7 10.79 -1.76 -14% by Gender:
F 4.2 6.52 3.18 -3.34 -51.2% Table I compares the mean annual
suicide rate standardised by gender
75+ M 3.9 16.44 3.4 11.82 -4.62 -28.1% for the periods 1984-1993 with 1994-
F 15 33 0.9 157 173 -52.4% 2002. There was a 4.7% increase in
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the mean annual rate from 10 to 10.47. There was an increase
in the mean annual rate of male suicides from 15.35 to 17.47
(13.2%). Female suicides decreased from a rate of 4.94 to
4.1 (—17%). The male: female suicide ratio increased from
2.9:1t0 3.9:1.

Changes in Recorded Suicide Rates by Age Only:

In the 10-24 group a regression coefficient of b = 0.05
suggested a flat series (b =0.05 +/- 0.18, P = 0.609). In the
25-34 age group a positive regression coefficient of b=0.15
indicated a non-significant upward trend toward an increase
in suicide rates in this group (b = 0.15 +/- 0.21, P = 0.192).
In the 35-64 group a regression coefficient of b = -0.68,
indicated a significant downward trend in suicide rates in
this group (b =-0.68 +/- 0.49, P = 0.015). In the 65" group
there was a highly significant downward trend in suicide rates,
with a regression coefficient of b =-0.60 (b =-0.60 +/- 0.25,
P<0.01). In all cases autoregression of lag size 1 was not
significant and therefore not considered.

Changes in Recorded Suicide Rates by Age and Gender:

Table II compares the mean annual suicide rate standardised
according to age group for the periods 1984-1993 with 1994-
2002. There were few suicides for either gender recorded
for the 10-14 age group. Comparing the two groups in table
II. The mean annual rate increased for males for those aged
15-55. The highest percentage increase was in the 25-34
group with an increase in the mean annual rate of 34%. This
was followed by the 15-24 age group with an increase of
26.5%. There was a decrease in male suicide rates between
the two groups for all those aged 55+. The mean annual rate
increased for females in the 15-24 and 25-34 age groups. The
highest percentage increase was in the 15-24 age group with
an increase of 34.1%. The 25-34 age group had a percentage
increase of 16.8%. There was a decrease between the mean
annual rates of the two groups for all females aged 35+.

TasLE III:

Changes in Recorded Suicide Rates by Marital Status

Male Suicide Rates:

In the 10-34 age group a positive regression coefficient of
b = 1.26 indicated a statistically significant upward trend in
suicide rates in this group (b = 1.26 +/-0.35, P<0.01). In the
35-54 group a regression coefficient of b = 0.34 indicated a
non-significant upward trend (b = 0.34 +/- 0.58, P = 0.266).
In the 55-74 a negative regression coefficient of b = -0.52
indicated a non- significant downward trend in suicide rates
(b =-0.52 +/- 0.55, P = 0.082). In the 75+ group there was
a negative regression coefficient of b = -1.25 indicating a
significant downward trend in suicide rates in this group (b =
-1.25 +/-0.89, P = 0.014). In all but one case autoregression
of lag size 1 was not significant and therefore not considered.
In the 10-34 age group autoregression of lag size 1 was
significant at -0.49 +/- 0.45, P = 0.05, auto regression of lag
size 2 was not significant.

Female Suicide Rates:

In the female 10-34 group there was a positive regression
coefficient of b = 0.20 indicating a non-significant upward
trend in suicide rates (b =0.20 +/- 0.28, P=0.185). In the 35+
group a negative regression coefficient of b =-1.29 indicated
a highly significant downward trend in suicide rates amongst
this group (b =-1.29+/-0.54, P<0.01).

Changes in Recorded Suicide Rate by Marital Status:

Table I1I compares the mean annual suicide rate standardised
by marital status for the periods 1985-1993 and 1994-2002.
The mean annual rate increased for both males and females of
single status. The mean annual rate decreased for both males
and females of married status with a decrease of 8.3% for
females and 36.7% for males. There was a small increase in
the mean annual rate for widowers of 3.37% but the rate for
widows decreased by 29.4%. There was little change in the
rate for male divorcees and a marked decrease for the females
of 54.8%. Male divorcees had by far the highest mean annual
suicide rate, six times greater than married males.

Changes in Recorded Suicide
Rates by Method:

Table IV compares the mean

1985-1993 1994-2002 suicide rate by method available
Mean Mean Mean Mean Change in % classified according to ICD9
Annual Annual Annual Annual Mean Annual Change for the periods 1984-1993 and
Status Sex Number Rate Number Rate Rate 1994-2002. The most common
Single M 435 165 573 205 40 24.2% glethofi of suicide in males in
oth time periods was hanging.
F 8.3 35 11.3 4.5 1.0 28.6% In females overdose was the
most common method of suicide
for both time periods. There was
Married M 42.7 13.2 40.8 12.1 -1.1 -8.3% a decrease in the mean annual
F 16.1 4.9 10.9 3.1 -1.8 -36.7% rate from 1984-1993 to 1994-
2002 for all methods of suicide
used except for hanging with a
Widowed M 4.7 26.7 5.1 27.6 0.9 3.37% percentage increase in males of
F 5.0 6.8 3.3 4.8 2.0 -29.4%, 99.37% and in females 87.80%
an almost doubling of the mean
annual rate.
Divorced M 4.1 75.2 9.1 75.3 0.1 0.1%
F 3.1 38.9 3.2 17.6 213 -54.8%
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DISCUSSION

The results of this study indicate that the total suicide rate
in Northern Ireland appears to be rising. This appears to be
largely as a result of the increase in young male suicides aged
10-34, with a statistically significant upward trend at p< 0.01.
Suicide rates appear to be falling in the older population with
a significant decrease in the 35* age group in total suicide
rates. The small number of female suicides make trends
difficult to establish, however again they showed a non-
significant upward trend in those less than 35 and a highly
significant fall in suicide rates for those age 357, (p<0.01). As
the suicide rate in the younger male population rises, that in
the older population is falling, cancelling out significant rises
if only total trends are examined and not the age break-down.

This is the first study specific to Northern Ireland which has
examined the age and breakdown of suicide rates adjusting
for non-random components. It was only in the young male
population aged 10-34 that autoregression of lag size 1
was significant, indicating that in this population there is a
tendency for a higher than average suicide rate followed by a
year where the suicide rate drops.

It is difficult to compare this data with that commissioned by
the NI Suicide Prevention strategy which examined 5 year
moving averages and the comparison of age standardised
yearly rates*. They showed an increasing suicide rate in
Northern Ireland from 1991-2003 with males aged 25-34

having the highest percentage of suicides, a similar trend
to this data. This study would appear to mimic a trend seen
in England and Wales in the 1980s and early 1990s which
showed an increase in suicides in the young male population
and a decrease in the elderly® and reflects current trends in
Scotland’.

Several limitations of this study need to be addressed. The
exclusion of undetermined deaths in the data it could be
argued may affect results. It has been reported in NI there
was a steady reduction in recorded numbers of undetermined
and accidental deaths during the period 1975-1986".
The generally held view that improvements in recording
arrangements and greater acceptance of recording of death
as a suicide may lead to an increase in the likelihood of the
coroner returning a suicide verdict could we acknowledge
have led to the increase in suicide rates. In the Republic of
Ireland this theory has been examined. Here it was felt that
the increase in suicide figures recorded over the last 20 years
due to better recording accounts for only 40% of the rise and
that it should affect data relating to both men and women of
all ages''. We however feel that improvements in recording
a death as a suicide is an unlikely explanation for our results
as we feel this would have led to a general increase in rates
across all age bands and both genders and does not explain the
significant fall in suicide rates in the older populations.

The increase in the mean annual rate of suicides amongst
the single population with a decrease in the married holds

TABLE IV:
Changes in Recorded Suicide Rates by Method

1984-1993 1994-2002
Mean Mean Mean Mean Change in Mean %
Annual Annual Annual Annual Annual Rate Change
Method Sex Number Rate Number Rate
E950 Poison M 14.5 2.37 14.8 2.30 -0.07 -2.95
F 14.9 2.28 11.7 1.68 -0.60 -26.30
E952 Other Gas M 12.3 2.03 10.1 1.57 -0.46 -23.00
F 1.6 0.25 1.0 0.12 -0.13 -52.00
E953 Hanging M 292 4.78 62.5 9.53 4.75 99.37
F 53 0.82 10.8 1.54 0.72 87.80
E954 Submerge M 11.3 1.87 5.8 0.90 -0.97 -51.87
F 6.9 1.07 3.0 0.41 -0.66 -61.68
E959 M 19.7 3.23 13.1 2.02 -1.21 -37.46
Guns/Explosive F 1.1 0.17 1.1 0.16 -0.01 -5.88
Others =E951 M 6.6 1.09 6.0 0.91 -0.18 -16.51
Domestic Gas F 2.5 0.44 1.2 0.16 -0.28 -63.63
E956 Cut/Pierce
E957 Fall from Height
E958 Others
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with the general held belief that marriage acts as a protective
factor. However as there was no age group breakdown any
differential impact could potentially be explained by the age
distribution of the group. The small numbers in the widowed
and divorced population mean it is not possible to reach firm
conclusions. Little attention is given to the method of suicide
in the literature on NI'2. This study found that suicide by most
methods is falling except for hanging with an almost doubling
of the mean annual rate between the two time groups for both
sexes. Amongst the female population overdose remained the
preferred method for both groups indicating their preference
for less violent means.

The increase in hanging as a suicide method is a trend
which was also seen in Scotland between 1981-1999 where
hanging as a method increased as car exhaust fumes as a
method decreased with the advent of catalytic converters's.
In Australia which had a rising young male suicide rate,
restriction of firearms led to a doubling in the rate of hanging,
however in both cases this trend commenced even before
the advent of these restrictions'. It has been suggested
that as prevention strategies restrict access to other means,
males have a tendency to seek out alternatives!*'* and that
the reduced stigma of hanging with the abolition of judicial
hangings has contributed to its increasing use as a method".

Gunnell and colleges have argued in relation to England and
Wales that changes in method preference and therefore in case
fatality should be considered before concluding that changes
must relate to social trends'®. Given the rise in young male
suicides found in this study, we hypothesise that hanging
as a suicide method could be contributing to this higher
suicide rate. This has important implications for any suicide
prevention strategy, giving the difficulties in restricting access
to this means and hangings case fatality of approximately
70%"7.

The causes of suicide are complex and multifactorial. We have
made no examination in this study of the social and health
factors behind our results. In addition NI differs from our
counterparts in Scotland’ and the Republic of Ireland'® who
are also experiencing rising young male suicides in that we
have experienced 30 years of civil conflict. One of the key
areas in the NI Suicide Prevention strategy is research into
the existing gaps in our information both localised and shared
with our counterparts above.

CONCLUSION

The overall rate of suicide in Northern Ireland appears to be
rising. This trend is largely a result of the increase in suicides
in the young male population, with suicides in the older
population falling. The greatest rise is observed amongst the
single population. Suicide by most methods is falling except
for hanging which has increased dramatically in both the male
and female population. We hypothesize that this more violent
method could be contributing to the higher suicide rate.

Conflict of interest — the authors have no conflict of interest
to declare.
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SUMMARY

A pilot study was performed to assess the effectiveness
of treatment in an opioid dependent population using the
Maudsley Addiction Profile (MAP) tool'.

The primary outcome of the study was to assess if treatment
had an effect on 1. Substance use (quantity and frequency
of use), 2. Health risk behaviour (injecting and sharing
injecting equipment), 3. Health symptoms (physical
and psychological) and 4. Personal /Social functioning
(relationships, employment and crime). A secondary outcome
was also sought.

The study took place in 2007 in an inner city Belfast hospital
specialising in the treatment of addiction, over a two month
period. Fifteen patients, all opioid dependent and receiving
outpatient community treatment, were interviewed at baseline
(prior to the commencement of treatment) and at eight weeks
follow up.

Three patients were lost to follow up. Two patients stopped
using altogether. Of the remaining patients, improvements
were seen in most areas. There was a decrease in the use of
heroin (71.28%), cocaine (99.72%), crack cocaine (100%),
cannabis (99.94%) and alcohol (33.17%). There was a
reduction in injecting behaviour (60.93%). Improvements
were observed in health with a reduction in physical (41.35%)
and psychological (35%) symptoms. Overall personal and
social functioning improved regarding interactions with
family and friends. A reduction in crime was also observed
(75%).

Opinions and views of staff involved in the study were
generally positive.

This patient population presents with multiple and complex
needs. Effective treatment needs to address these needs and
not just drug addiction alone. The Maudsley Addiction Profile
tool highlights this.

INTRODUCTION

The effect of drug misuse is felt by everyone?. It can affect
the lives of individuals and communities. Drug misusers often
have a set of complex problems. This needs to be taken into
consideration if recovery is going to be successful. Problems
may range from unemployment, homelessness, involvement
in criminal activities to poor physical (particularly the risk
of HIV, Hepatitis B, C and other blood borne infections

© The Ulster Medical Society, 2009.

from sharing injecting equipment) and mental health issues.
In Northern Ireland drug misuse has become a significant
public health issue and costs hundreds of millions of pounds
a year. In 2006 the government launched “A New Strategic
Direction for Drugs 2006-201173. This document contained a
number of concerns around the treatment of those who misuse
drugs including prevention, treatment, harm reduction and
monitoring.

METHODOLOGY

Substitute prescribing became policy in Northern Ireland in
April 2004. Shaftesbury Square Hospital is located in the
centre of Belfast and is involved in the treatment of all forms
of drug and alcohol addictions - it covers a catchment area of
370,000. The service provides substance misuse maintenance
and detoxification programmes and offers a choice of
methadone or buprenorphine medication. It works in liaison
with social services, housing and local psychiatric services.
The patients can be referred by primary care, Drug Outreach
Community Team (these are teams that work exclusively in
the community), secondary care mental health services and
the criminal justice system. A self referral system service is
also in place. The substitution prescribing team consists of a
part time administrative team member, four senior full-time
nurses, a full time staff grade doctor, a half -time specialist
registrar doctor with a consultant psychiatrist input.

In this study all patients fulfilled the ICD10 criteria of
Substance Dependence: opioid in nature*. The ICD10
categorises the mental and behavioural disorders due to
psychoactive substance use by drug types. Informed consent
was obtained. All patients were fully informed about the
study. Confidentiality was assured and patients were given
the option of withdrawing from the study if they decided to at
any stage. Patients were interviewed at baseline i.e. prior to
commencement of treatment and at an eight week follow up.
Patients were assessed on both occasions using the Maudsley
Addiction Profile (MAP). The MAP is a brief questionnaire
developed in the UK for assessing individuals with drug and
alcohol problems. It is both reliable and valid*S and can be

Shaftesbury Square Hospital, 116 — 120 Great Victoria Street, Belfast BT2
7BG, and * Psychiatric Department, Mercy University Hospital, Cork,
Republic of Ireland.
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administered to patients in 15 minutes or less. The 30 day
period before intake of treatment is used as the recall period
for the MAP interview. It looks at four main areas: substance
use, health risk behaviour, physical and psychological health
and personal /social functioning.

All patients received outpatient community treatment.
This consisted of initial review by the medical team and
weekly (or more frequent if needed) review by their team
key worker (nursing and medical staff). Once stabilised this
review could be decreased to fortnightly. It is the practice of
this service that the majority of patients commence opiate
substitution treatment as an out patient (prescribed by primary
care) whether it is for a detoxification or for a stabilization
programme (unless it is decided by the team that for medical
or social reasons inpatient treatment is required). Urine
screens were taken at regular intervals by individual key
workers (i.e. nominated staff members) which would identify
recent use of illicit substances. Boxes 1-4 show areas assessed.

A secondary outcome using a qualitative study approach
involving staff was also looked at. All staff involved in
administering MAP was asked about their views of adding
MAP to their initial assessment and at definite follow up
periods.

Opinions were sought to explore subjective experience
regarding the advantages and disadvantages to the
introduction of MAP.

RESULTS AT BASELINE

All of the patients who had been accepted onto the opiate
substitution programme at the start of January 2007 were
included. All received outpatient community treatment.
15 people (13 male and 2 female) were interviewed. They
ranged in ages between 30 and 55 years. Ten patients had self
referred, two came from their GP (primary care), one came
from the community addiction team (a team that works in a
structured outpatient setting), one had been referred from a
secondary mental service (i.e. from a psychiatrist) and one
had come from the Drug Outreach Team, (a mobile outreach
team that work exclusively in the community). None had been
referred through the criminal justice system.

All the patients were polydrug users i.e. using more then one
type of drug at the time (Box 1). Ten patients reported using
heroin. One patient had bought methadone. This was on top
of his daily heroin use. Methadone is a controlled drug with
a high dependency potential and a low lethal potential. Two
patients admitted to buying Morphine sulphate tablets (MST).
MST is an opioid analgesic and is used in severe pain. It does
not have a licence to be used in opiate dependency.

Four patients admitted to buying Dihydrocodeine (DHC)
tablets. This was on top of one patient’s daily heroin use.
Dihydrocodeine is an opioid analgesic and is used medically
for moderate to severe pain. Repeated administration of DHC
may cause dependency and tolerance. DHC does not have a
licence for use in opiate substitution. One patient admitted
to buying buprenorphine. This was not used on top of any
other opioids. Buprenorphine is an opioid analgesic and its’
indications for use includes moderate to severe pain. It also
has a licence for opiate substitution.
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Ten patients reported using alcohol for the thirty days prior
to the study. This ranged from a pint of beer for one day (two
units) to three pints of beer daily for seventeen days (102
units). Seven of the patients had used cocaine in the thirty
days previously. Cocaine is a stimulant drug. All admitted to
snorting cocaine as opposed to injecting.

Crack cocaine was used by four patients. One patient admitted
to injecting crack cocaine whilst the other three took it orally.
Six patients reported using Cannabis.

Regarding health risk behaviour, five (four male and one
female) admitted to injecting heroin (Box 2). None reported
sharing injecting equipment. Of these five, three reported
injecting on a daily basis up to twice a day. One reported
injecting twenty five days of the thirty previous days again
up to twice a day. The one female who admitted to injecting
reported that she injecting twice a day for thirteen days.

Five patients admitted to unprotected sexual contact. All five
reported to be in a relationship with a partner at the time of
the study (Box 2). All admitted to some form of physical
symptoms (Box 3). The maximum score was 40. The highest
score was 33 and the lowest score was 8. The most common
symptoms were muscle pains/joint pains and tremors/shakes.

All patients admitted to some form of psychological
symptoms. The maximum score was 40. The highest score
was 40. The lowest score was 8. The most common symptoms
were “feeling tense” and “feeling no interest in things”.

In personal/ social functioning eight patients were in a
relationship with their partners at the time of this study (Box
4). Six patients admitted to conflict. All patients had had
some form of contact with their relatives. Four admitted to
conflict with their relatives. Thirteen out of fourteen patients
had had contact with friends in the previous thirty days
prior to engagement in treatment. Three patients admitted to
conflict with friends. Only three patients admitted to working
in the previous 30 days. One had worked six day, one was in
full employment and one worked four days per week. Four
patients admitted to being involved in some form of crime in
the previous 30 days. Two had been involved in selling drugs
on eight occasions. One admitted to one episode of shoplifting
whilst another admitted to two episodes of shoplifting and
nine episodes of being caught for possession of heroin.

RESULTS AT EIGHT WEEKS FOLLOW UP

There were three patient lost to follow up. All three did not
return to the programme after the initial assessment. Of
these three drop outs two were male and one was female. All
three were multiple drug users and were heavy users of illicit
substances. Only one of the three had injected. Two patients
had stopped using illicit drugs altogether.

For substance use (Box 1) five patients admitted to the
continued use of heroin. Of these two admitted to continue
injecting but denied sharing. The average total use per patient
in the previous thirty days was 2.8g. This was a decrease of
71.28%. There was no reported use of DHC (dihydrocodeine).
One patient had taken an MST (morphine sulphate) tablet
on one occasion. Three patients continued to drink. The
average total units consumed per patient were 41.3 units
which was a decrease of 33.17%. Two patients continued to
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use cocaine and the average total use per patient was 0.1g.
This was a decrease of 99.72%. No patient reported the use
of crack cocaine. Four patients continued to use cannabis. The
average total use per patient was 1.01g which was a decrease
0f 99.94%.

BOX'1
Substance Use Baseline Eight week
Average total follow up
scores per Average total
patient score per patient
Heroin (grams) 9.75 2.8
Alcohol (units) 61.8 41.3
Cocaine (grams) 359 0.1
Crack cocaine (grams) 21.8 0
Cannabis (grams) 18 1.01

For health risk behaviour (Box 2) two patients continued to
inject. One patient injected twice one day. The other individual
injected twice a day for 19 days. The average total episodes
per patient were 20 episodes. This was a decrease of 60.93%.
Four patients continued to have unprotected sexual activity
with their partners. The average total episodes per patient were
7.75 which was a decrease of 0.6%.

BOX 2
Health Risk Behaviour Baseline Eight week
Average total follow up
scores per Average total
patient score per patient
Injecting behaviour 51.2 20
(episodes)
Unprotected sex 7.8 7.75
(episodes)

With physical health (Box 3), all patients had reduced their
scores. The average total score per patient was 11.6 which was
reduction of 41.35%. All patients had reduced their scores in
the psychological health domain. The average total score per
patient was 13 which was a reduction of 35%

BOX 3
Health Baseline Eight week
Average total follow up
score per Average total
patient score per patient
Physical symptoms 19.78 11.6
Psychological symptoms | 20.1 13

In the personal/ social functioning domain (Box 4), seven
patients had contact with their partners and the average total
days of contact per patient was 30 days which was an increase
of 9%. Three patients continued to have conflict with their
partners and the average total conflict days was 16.6 days
which was an increase of 10.66%.

11 patients continued to have contact with their relatives and
the average total days of contact were 26.09 days which was
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an increase of 48.23%. Five patients continued to have conflict
with their relatives and the average total days of conflict per
patient were five days which was a decrease of 62.9%.

12 patients continued to have contact with friends and the
average total days of contact per patient were 20.5 days which
was an increase of 14.28%. Two patients continued to have
conflict with their friends and the average total days of conflict
per patient in the previous thirty days were two days. This was
a decrease of 81%.

Two patients continued to work .One worked in full
employment and one worked for nine days. The average total
days of employment per patient was 14.5 days which was an
increase of 3%.

Only one patient had one episode of shop lifting which was
a decrease of 75%.

BOX 4
Personal / Social Baseline Av. Eight week follow
Functioning total score per | up Av. total score
patient per patient
Relationship
Partner contact (days) | 27.5 30
Partner conflict (days) | 15 16.6
Family contact (days) | 17.6 26.09
Family conflict (days) | 13.5 5
Friends contact (days) | 17.5 20.05
Friends conflict (days) | 12.33 2
Employment (days) 14 14.5
Crime (episodes) 7 1

QUALITATIVE RESULTS ON VIEWS OF MAP

Staff views regarding the administration of the Maudsley
Addiction Profile:

“The MAP was focused and direct and explored areas which
may not necessarily be addressed. It provided material for
work in further sessions”

“The MAP was easy to use and it did not impinge on other
duties, it was completed during scheduled appointments”

“I could see the MAP been implemented into daily practice.
However there were concerns raised by some patients
regarding confidentiality especially those with a criminal
background”

“I found the questions very direct and patients found it easy
to answer”

“The MAP provided information which often gets lost when
focusing on screening results”

“It helps both the patient and staff member involved to see
clearly if improvements have been made with treatment”

DISCUSSION
Interpretation of results

Two patients had stopped using drugs altogether. Both of
these were male. Both had injected and had been heavy users
of drugs. Data was incomplete as three patients were lost
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to follow up at eight weeks due to the fact that they did not
remain engaged with the addiction services. All three failed
to return without reason. It was impossible to obtain any
information regarding the status of these patients at the end
of the study. The concern here is that these dropouts may not
be representative of those who completed the trial.

The majority of patients in this study were male which
would reflect the majority of addiction studies. Of those
that completed the study, most scores showed improvement
during treatment although it is not clear whether the
improvements were significant as no statistical tests were
applied. All substance use i.e. in both frequency and quantity
showed improvement. No patient was using crack cocaine at
follow up. Multiple drug misuse is common in this patient
population. Treatment outcomes can be extremely variable
and varying degrees of improvement can exist. Evidence has
shown that drug treatment is effective in reducing illegal drug
misuse’. Better treatment outcomes have been found to be
associated with time in treatment and whether treatment was
completed'’. Retaining patients in treatment considerably
enhances the benefits to both patients and society in general'!.
Early treatment drop-out is associated with a high risk of
relapse to problem drug risk'2.

In this study a reduction in the misuse of alcohol was seen.
The World Health Organisation advises that the maximum
recommended levels of weekly alcohol consumption are
21 units for men and 14 units for females. Heavy drinking
especially alcohol dependence is an important problem
in drug misuse treatment and can sometimes be forgotten
about. Dually (drug and alcohol) dependent individuals often
have higher rates of criminal involvement and more health
problems than drug misusers without drinking problems'?.
Heavy drinking causes a serious threat to the health of this
group, especially as many have liver disease and impaired
liver function'. The reduction regarding alcohol intake in
this study could be due to a number of factors. Regular
education around the use of alcohol and opiate substitution
medication can improve awareness of the dangers of alcohol
misuse. Another possible factor here could be that if any staff
member has concerns of a patient’s use of alcohol whilst on
the programme, suspension of opiate substitution medication
can be sought.

Physical and psychological scores showed improvement.
In this study health risk behaviour showed improvement at
follow up with decreased episodes of injecting behaviour.
In 2005 The “Shooting Up” Report'® showed that there was
an increase in the sharing of injecting equipment amongst
injecting drug users. This recent research into drug injecting
trends amongst those using heroin and crack/cocaine
suggested a growing risk of blood borne virus transmission
i.e. HIV, Hepatitis B and C infection. Shaftesbury Square
Hospital as with other addiction services provides education
around injecting risk and unprotected sexual risk behaviours.
Studies show that reductions regarding instances of injecting
and sharing injecting behaviour have been found 4-5 years
after patients were admitted to treatment programmes'¢.

Psychological symptoms are common with this patient
population especially those related to anxiety and depressive
mood!”. Many receive treatment for a psychiatric health
problem other than substance abuse. Studies have shown
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that the severity of psychiatric disorder had been found to be
related to poorer treatment outcomes'®. In this study there was
no information whether any of these patients were already
engaged with mental health treatment i.e. primary care or
secondary mental health services.

Regarding personal/social functioning, all contact (partner,
family and friends) improved. Interestingly though the average
score of partner contact had improved, the average score of
partner conflict showed an increase. Possible reasons for this
could be that during the initial withdrawal period from drugs,
patients will become more aware of their surroundings and
their responsibilities. Giving up the drug life style can lead
to thoughts of guilt and self- blame leading to interpersonal
and intrapersonal conflict.

There was a small increase in employment, however at follow
up two patients continued to work compared to three at
baseline. There was a reduction observed in crime episodes
with treatment and this reflects other studies findings®.

This study showed certain strengths. The subject researched
was relevant to day-to-day practice in the Addiction Unit. All
patients fulfilled the ICD10 criteria of Substance Dependence
Syndrome. Sampled subjects were selected from the waiting
list regardless of how they had been referred. There was no
stringent inclusion or exclusion criteria. Data collection was
systematic.

The use of a qualitative approach was appropriate. The Opiate
Prescribing team were asked about their personal opinions of
incorporating the Maudsley Addiction Profile tool into their
assessments. Staff were encouraged to be open and honest.
Any relevant statements were written verbatim by the authors.

There were several limitations which need to be mentioned
here. The study only consisted of 15 patients and had a short
follow up period of eight weeks after the initial assessment.
However there were a lot of similarities in the results
compared to previous studies?*??. Mean scores were taken
and there was a lack of statistical analysis in this study. There
was one patient who due to his high use of illicit use tended
to skew the results.

It is important to be aware that not all aspects related to a full
research project can be thought of at this very early stage and
may only become obvious when the larger research project
is carried out e.g. problems about resources may arise later
in a main study (although this pilot study did not require a
significant investment of resources).

In this study all of the patients received outpatient treatment.
Due to the fact that only one form of treatment was used,
no comparison can be performed between inpatient and
outpatient treatment. There was also no record if a patient was
commencing an opiate detoxification or an opiate stabilisation
programme.

The MAP tool is depending on self report of drug use and
behaviour. There is the risk of the “Hawthorne effect”, in
that the presence of the researcher may affect the behaviour
of those researched. This is difficult to control for. Doubts
are frequently expressed about the extent to which self-report
screening instruments can provide an accurate picture of
substance use. Patients may not want to admit to their drug
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taking behaviour due to the fear of possibly not been accepted
or retained in the treatment programme. In this study regular
urine specimens were taken by the individual key worker
to validate self report drug use. However it is important to
remember that many of these illicit drugs have a very short
wash-out period (i.e. they can leave the body quite quickly
e.g. heroin 2-4 days, cocaine 12-72 hours). These illicit
substances may therefore go undetected if patients are seen
on a weekly basis.

It was difficult to quantify drug amounts. Many patients buy
large quantities of drugs and make up their own drugs daily
e.g. a joint of cannabis or a line of cocaine. The authors
attempted to control for this by using drug standardised
weights.

There were certain variables/factors omitted from the MAP
assessment tool that should be considered and could influence
outcome. Regarding the treatment of these patients in this
study all were on some form of pharmacological treatment i.e.
opiate substitution medication (methadone or buprenorphine),
however doses were not recorded. Although all were seen
weekly by their key worker the individual sessions were
not standardised. Questions regarding accommodation
arrangements (i.e. whether all patients at the time of the
study were in stable accommodation or homeless) were not
included.

Despite the limitations of this study, the overall results were
positive regarding when patients with a diagnosis of substance
dependency engage with an opiate substitution prescribing
service. The study addressed the effectiveness of treatment.
The treatment of this population is difficult and complex.
Recognition of these factors and their importance helps
treatment services more effectively.

From this pilot study a research question and plan can be
developed. Involved service providers appeared positive
regarding their opinions and attitudes of the study. This may
help to convince others that the main study is worth pursuing.

The authors have no conflict of interest.
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INTRODUCTION

The collections of the Ulster Folk and Transport Museum
include Archives in which are preserved large quantities
of information about all aspects of the history of the local
way of life. During the 1960’s and 70’s, Questionnaires were
circulated on a regular basis from the museum to respondents
throughout Ulster, and these now constitute a vital part of
this Archival Collection. In 1965, a Questionnaire (UFM/65/
Q2) on the subject of ‘Cures and Charms’ was distributed,
and this paper presents an analysis of the replies received,
which provide considerable insight into the subject of curing
among social groups who, in the absence of freely available
health care and in a period when medical knowledge was
considerably less well developed than is now the case, largely
needed to be self reliant when facing illness. The personal
experience of the respondents reflects in most cases the early
decades of the twentieth century and in a few cases the late
nineteenth, but the knowledge base on which this experience
is founded is likely to be much older, as can occasionally be
unequivocally demonstrated. It should perhaps be stated at the
outset that the paper comes with a health warning, as some
of the cures mentioned in the source are at the least mildly
alarming, and some likely to be downright dangerous. The
approach is historical and ethnological, rather than medical.
Don’t try this at home!

TABLE I:

Geographical Distribution of Responses

Region Representation
Co Antrim 32

Co Armagh 12

Co Cavan 1

Co Donegal 11

Co Down 25

Co Fermanagh 9 (+1 unidentified, probably Fermanagh)

Co Londonderry 12
Co Monaghan 2

Co Tyrone 17

GEOGRAPHICAL DISTRIBUTION

Responses to the Questionnaire came from all nine of the
Ulster counties, with Co. Antrim being the best represented,
Co. Cavan the least well. (Information relating to cures in
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Cavan is however available in Beatrice Maloney, ‘Traditional
Herbal Cures in County Cavan,” Ulster Folklife vol 18.) Table
I shows that almost 50% (57 out of 112) of the data came from
the eastern counties of Antrim and Down.

Fig 1. Lough Neagh Eel Fisherman, Thomas John Quinn,
demonstrates the use of an eel skin bandage as a cure for sprain.
(Photograph by TK Anderson).

In terms of individual cures, some responses make reference
to places other than that designated by the respondent as the
primary area to which he or she refers. Occasionally, this
may be to a cure to be found in another region and known to
the respondent for an unspecified reason, frequently to a cure
available in a particular place. For instance, one respondent
from Ballycastle in Co. Antrim refers to water from a certain
well on Rathlin Island as a cure for warts, while occasionally
Belfast is specified in relation to a visit to the gasworks to
cure whooping cough.

THE DATA

In total, the 112 completed questionnaires provide 1153
individual cures. Occasionally, a respondent knew more
than one remedy for a specific ailment. Table II illustrates
the number of cures for individual ailments. This Table is
divided into two groups, the first of which comprises the
fourteen ailments on which information was solicited by
the questionnaire. In terms of quantity, this accounts for
the overwhelming majority of individually cited remedies.

Ulster Folk and Transport Museum, Cultra, Holywood, Co. Down BT18
OEU, United Kingdom.
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TaBLE II:

Numbers of Cures, (Group A, Solicited, Group B, unsolicited)

Ailment No of References Recorded Cough (human or horse) 1
Group A Cut 2
Asthma 35 Earache 1
Burn(s) 101 Eczema 1
Cramp (differently interpreted | 64 (+1 animal) Foreign Body in Eye 2
by respondents) Hiccough 5
Epilepsy 28 Hydrophobia 1
Erysipelas 31 Infectious Diseases 1
Headache 70 Influenza 1
Jaundice 37 Kidney Trouble 1
Mumps 62 Measles 3
Rickets 11 Purgative 1
Sprain 120 Quinsy 1
Stye 113 (+ 1, also for ‘sore eyes’) Rheumatism 3
Toothache 104 Ringworm 7
Warts 162 Scald 2
Whooping Cough 134 Shingles 1
Group B Sore 1
Abscesses 2 Sore Eyes 4
Bed Wetting 1 Sore Throat 3
Bloodlessness 1 Stings 3
Boils 3 Stomach Ache/Ailment 4
Cancer 4 (+1, malignant skin Thrush (Oral) 1
disease) Tuberculosis 4 (+1, ‘early TB’)
Chilblains 3 Ulcer 1
Cold (possibly in horse) 1 Varicose Veins 1
Cooling Blood 1 Wind/Colic 1
Corns 1 Wounds 1

However, some respondents also provided unsolicited
responses, and these are noted as Group B.

CONSISTENCY OF THE DATA

Some of the cures cited by respondents refer to commercially
available products. For instance, three of the cures for asthma
(one from Co. Londonderry, one from Co. Donegal and one
from Co. Down) cite Friar’s Balsam as an inhalant. I know
from personal childhood experience that this was also used as
a cure for a wheezing chest condition referred to in my family
as ‘croup’. Glauber Salts are cited as a cure for toothache in
one response from Moneymore in Co. Londonderry, while
in another from Warrenpoint in Co. Down, Glauber Salts
followed by oatmeal gruel provides a cure for headache.
Mrs Cullen’s Powders are referred to as a cure for headache
in a response from Co. Monaghan. Of the references to
cures for styes, 81 refer to thorns, almost always specifying
gooseberry thorns, but these vary from merely a ‘touch with
a gooseberry thorn’ to ‘seventh son of seventh son pierces
stye seven times with gooseberry thorn’ or ‘bless three times
with nine gooseberry thorns pointing’ or ‘pierce with twelve
gooseberry thorns, throw these alternatively over left and right
shoulder.” Nine of the cures for stye refer to a wedding ring,
one of these combining ring and thorn (‘prick with gooseberry
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thorn passed through gold ring.”) Another specifies that the
ring used must belong to a ‘widow with a posthumous child.’
Twenty four of the cures for burns refer to baking soda, 20
to buttermilk, most usually in combination although each is
also cited independently. 18 of the cures for erysipelas refer
to butter, usually unsalted butter. Goose grease and eel skins

Fig 2. Coltsfoot. (Photograph by Paul Hackney)
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Fig 3. Bogbean or bogbane. (Photograph by Paul Hackney).
are each mentioned eighteen times as cures for sprain (figure
1). Twenty five of the wart remedies refer to the effectiveness
of either a snail or a slug, which usually must be rubbed on
the wart and then impaled on a thorn. Another frequently
mentioned remedy for whooping cough is to pass the sufferer
under the belly of a donkey, although some specify the animal
must be male, some female; some specify a particular number
of times that the action should be repeated. For mumps, a
roughly similar cure is cited. The victim should wear the
blinkers of an animal and be led around the farmyard, visiting
the various animal houses on the way. Occasionally, these
are reversed so that the first is cited as a cure for mumps, the
second as the cure for whooping cough. While it is possible
that a degree of confusion has crept in for certain cases, there
is also a reasonable degree of consistency in the reversal.
Similarly, the belief that to lick the underside of a newt or
‘mankeeper’ provides a cure for burns is mentioned twice,
but on one occasion this is given as the cure for asthma.
(‘Keep newt or frog 2 or 3 days, lick back of hungry newt
or frog, lick chest of sufferer.’) These and other examples
provide evidence that belief in the efficacy of certain cures
(if with certain specific refinements) was widespread across
Ulster, but it is also clear that for many ailments there were
several potential cures. For some of these, there is a strong
degree of consistency, but some appear quite idiosyncratic.
Geographical patterning does not generally account for the
consistency, although both cures for ‘foreign body in the
eye’ come from Co. Antrim, one from near Carrickfergus,
one from near Ballymena. In each case, the cure is the same,
‘Charm, mote appeared in bowl of clean water’. However,
it cannot be assumed that this cure was not known in other
regions. The data from the questionnaire helps to provide
a picture of traditional remedies in Ulster, but additional
information as yet uncollated from other sources will help
to contextualise and further interpret the evidence presented
here.

PLANT BASED REMEDIES

Plant based remedies may appear more ‘rational’ than some
of the cures preserved in the questionnaire, but even some of
these are quite idiosyncratic. For instance, garlic is mentioned
as a cure for asthma (the leaves should be chewed in one
case, in another garlic should be taken in a salad, in a third
the usage is not specified) for epilepsy (again the use is not
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given), garlic seeds steeped in whiskey are cited as a cure
for measles, and garlic in the socks as a cure for whooping
cough. One respondent commented that his ‘own remedy’ for
jaundice ‘would be 3 or 4 oranges a day.’ The same person
remarked ‘I have proved that eating about half a pound of
grapes will bring very quick relief from influenza , but was
also aware of cures known to others, and of plants whose
curative powers are widely known. For instance, he remarked,
‘A friend of mine cured a leg ulcer with applications of raw
plantain leaves’. Plantain is widely known as a remedial
plant.! Table III extrapolates from the Questionnaire all
references to traditional plant based cures, although some
of the names given are highly localised and occasionally
incomprehensible.

I have used the precise spellings for plant names given in
the source. Sherlock is likely to be charlock, both bustry and
bourtry are most likely to be bore tree, or elder (Sambucus
nigra.) Botanist Paul Hackney, who has kindly provided
the Latin names (Table IV) and associated information
included above, remarks of vernacular plant names ‘they
may be very local, or inconsistently applied to quite different
species, or corrupted forms of standard names.” (Personal
communication, 30 May 2008.) Bearing this caution in mind,
it is the case that with the exception of blackcurrant, laurel,
potato, swede and the mysterious cityfast and clancummer,
all of these plants are in some way included in Medicinal
Plants in Folk Tradition, although this book does not refer
to the museum’s questionnaire. The respondents therefore
are referring to plants with reputations as medicinal, even
if the applications listed above do not always match those
mentioned in the book. The information they provide sits in
a framework of medical efficacy also established elsewhere,
and has the potential to make an additional contribution to this
body of knowledge. It should be noted that while most of the

kney).

Fig 4. Ribwort plantain (Photograph by Paul Hac
are quasi magical, also involving the use of charms.

POULTICES, OINTMENTS AND INFUSIONS

Table III illustrates that occasionally plants provided the basis
for poultices and infusions, but these were also prepared
from other substances. A poultice of carbolic soap, milk
and sugar is recommended in one case for boils. A flour
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TaBLE III:

Plant Based Remedies (figures 2-7).

Plant name Ailment Usage (if known)
Agrimony Headache Tea
1 Poultice (of rotten fruit
Apple Stye 2 Apply rogsted :
Ash Jaundice Boiled bark
Barbary Jaundice Green part boiled in milk placed next to skin
Blackheads Asthma Boil in sweet milk, drink liquor
To cool blood
Headache Dried and eaten
Bogbane .
Jaundice

Stomach ailment

Stewed roots ‘of bogbind’

Bogbane (‘bog beans’) and

Boils (also rheumatism

Boil, drink liquor

dandelion leaves and ‘pains’)
E(;)l;gl‘t;ane, burdock and rose Bloodlessness Simmer together, 3 tablespoons taken per day
Broom Kidney trouble Leaves stewed

Eczema Cupful of water in which roots boiled
Burdock . . R

Jaundice A dose
Burdock, common dock and . . . . .
water dock Jaundice Boil equal parts of roots, drink 2/3 glasses of liquor daily
Bustry Warts Rub with leaf, bury leaf.
Buttercup Warts Le.ave.s brqught to woman who rubbed these on warts; ‘three good words

said nine times

Buttercup or ‘cityfast’
(unclear' if these are Cancer Cured by brother and sister, plaster.
alternative names for same
plant or alternative cures)
Celery Rheumatism Tea made from seeds

ll:j/Irerrllp zlas Applied warmed and dry
Chick(en) Weed P Roasted on red coals and applied hot

Sore ears .

Sprain Warm chick weed

p Hold limb in spring of water and poultice with chick weed
Clancummer Erysipelas Boil
Coltsfoot Asthma 1 Dried then burned and inhaled
2 Extract from coltsfoot ‘really effective’
. Mumps Juice

Dandelion Warts Juice

Nettle sting (3 references)

Varicose veins Boiled
Dock/docken Small burn Cover with skin (thin and transparent) of leaf taken from at/below ground

Cough (in human or
horse)
Sprain

level
Seed

Leaves

Elderberry and Blackcurrant

Tuberculosis (early stage)

Syrup from leaves of both, stewed together and taken in quantity

Eyebright

Jaundice

Boil in milk, drink liquor

Flax

Burn
Cold (in horse?)

Mumps
Sprain

Whooping cough

1 Carron oil of linseed and lime water (5 references)

2 Raw linseed oil

Seed boiled, left overnight, few spoonsful taken.

Linseed poultice

Flax ‘straining string’ (linen thread) tied round affected part (4 references,
also 2 to hemp cord, 1 to red cord, 1 to black thread and 1 to string knotted
3 times)

1 Seed boiled

2 Linseed oil mixed with liquorice

© The Ulster Medical Society, 2009.

www.ums.ac.uk



30

The Ulster Medical Journal

Asthma 1 Leaves chewed
2 Eaten in salad
Garlic . 3 Unspecified
Epilepsy
Measles Seeds steeped in whiskey
Whooping cough Placed in socks
Ground Ivy Stomach ache Stewed
Heather Warts Hot ash
Hemlock Jaundice Must be applied by certain person
Mumps Stewed and applied as poultice
Erysipelas Boil leaves and apply
Headache Poultice
House Leek Sore eyes Juice
Stye 1 Apply leaf
2 Apply nine leaves
3 Juice (2 references)
Jaundice bush . I Boiled i? millf, drunk
Jaundice 2 Bark boiled, liquor drunk
3 Piece of ‘jaundice tree’ boiled, liquor strained and drunk
Laurel Burn Jelly of leaves stewed in unsalted lard
Liverwort Jaundice Boiled in milk
Moss Sprain Rub
Asthma 1 Boil roots with honey
Nettle 2 Roots stewed
Cramp Sting limb
Onion Chilblains Rub
Plantain Burn Raw leaves
Leg ulcer Raw leaves
Wounds Leaves of ribwort plantain beaten to pulp, applied and covered with gauze
Poppy Sore eyes Steam from seeds (presumably boiled)
Mumps ‘Roast potato bandage’ tied round throat
Rickets Patient washed in hot potato water
Potato Quinsy Hot poultice
Warts Rubbed with raw potato (potato also features in quasi magical cures for
warts)
Primrose and *bourtry’ bush | Burn Primrosel leaves gnd ‘boutry’ bark boiled with butter, made into _salve
(unclear if all boiled together or butter used to make salve of boiled plants)
Primrose, speedwell and
fairy flax (square stemmed Jaundice Roots of primrose and speedwell boiled with stems of fairy flax in milk
variety)
Rhubarb Jaundice Juice
Erysipelas 1 Poultice, which is made either with ‘fairy thimbles’ or using either plant.
Rose Noble (‘figurant”) 2 unspecified
Tuberculosis Berries boiled, liquor drunk
Rose, wild (dwarf white) Headache Shoots stewed
Sage Erysipelas Leaves stewed in milk, liquor drunk, leaves applied as poultice
Sherlock Sprain Heat leaves on oven, handful of salt
Solomon’s Seal Toothache Root
f&?:ﬁ;;gfgé devil’s Malignant skin disease Milk like juice
Swede Boils Boil, mash and apply as poultice.
Tansy PurgaFive Liquor of boiled plant
Jaundice
Tormentil Stomach ache Roots stewed
Violet Cancer Stew leaves, drain liquor and drink each morning
Whins Headache Eaten green
Influenza Stew blossoms, drink liquor
Yarrow Hydrophobia

© The Ulster Medical Society, 2009.
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TABLE IV:

Latin Taxonomy

Hemlock Strictly speaking, Conium maculatum,
but respondents might be referring to
hemlock water dropwort which is a much
commoner plant in the same family, also
poisonous, Oenanthe crocata

House Leek Sempervivum tectorum

Jaundice bush Probably Berberis

Liverwort Many species. The commonest ones
are Pellia species and Conocephalum
conicum.

Nettle Urtica dioica

Plantain Any species of Plantago. The two
commonest ones and the most likely
intended are Plantago lanceolata (ribwort
plantain) and Plantago major

Poppy Papaver spp.

Potato Solanum tuberosum

Primrose Primula vulgaris

Rose Noble Scrophularia nodosa

Sherock Sinapis arvensis

Solomon’s Seal Polygonatum

Sunspurge Euphorbia helioscopia

Swede Brassica napus subsp. Rapifera

Tansy Tanacetum vulgare

Tormentil Potentilla erecta

Violet Viola riviniana

Whins Ulex europaeus

Yarrow Achillea millefolium

Popular Name Latin Taxonomy (where identifiable)

Agrimony Probably Agrimonia eupatoria or
Agrimonia procera, but may refer to
‘hemp agrimony’ (bastard agrimony,
Dutch agrimony, water agrimony etc.)
which is Eupatorium cannabinum

Apple Malus sylvestris

Ash Fraxinus excelsior

Barbary Berberis (several species)

Blackcurrant Ribes nigra

Bogbane Menyanthes trifoliate

Boutry bush, also | Probably Sambucus nigra

bustry

Broom Cytisus scoparius

Burdock Arctium minus

Buttercup Ranunculus spp.

Chick(en) Weed Stellaria media

Coltsfoot Tussilago farfara

Dandelion Taraxacum spp.

Dock/docken Species of the genus Rumex

Elderberry Sambucus nigra

Eyebright Euphrasia officinalis

Fairy thimbles Probably Digitalis

Flax Linum usitatissimum

Garlic Allium ursinum

Ground Ivy Glechoma hederacea

Heather Erica cinerea, Erica tetralix, Calluna
vulgaris

and honey poultice is mentioned as a cure for an abscess,
one of fat bacon for corns. For erysipelas, one source cites a
poultice of black peat from bog hole, which should have no
contact with air and be boiled in churned buttermilk. Another
recommends bog water with unsalted butter for the same
ailment. Hot bran applied as a poultice is once mentioned in
the context of mumps. For a sprain, the recommendation is

Fig 5. Rose Noble (Photograph by Paul Hackney).
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either a poultice of salt curd of sweet milk and buttermilk,
or of oatmeal porridge. A cold tea leaf poultice is cited once
as a cure for stye. A sock full of hot salt, sometimes called
a ‘salt poultice’ is frequently recommended as a treatment
for mumps and for toothache. However, the most frequently
cited poultice is of cow manure, occasionally with refinements
such as this should come from one animal and sometimes
with the specification that it must be fresh. Sometimes it
is used in combination with another element, usually clay.
Cow manure is recommended for abscess, burns, erysipelas
(mixed with flour), and scald. A poultice of goose manure is
recommended for mumps, while for jaundice goose manure
should be boiled in a cloth in milk, and the milk drunk. Ginger
boiled in milk as a cure for cramp is frequently mentioned and
sounds much more palatable. We have seen that eel skins and
goose grease are both recommended as remedies for sprain,
and in one case the application of a split salted fish is also
suggested, with the note that it is very effective, although it
smelled ‘rather badly.” The juice of a ‘gunnadoir’, described
as a ‘stingfish found under rack’ is mentioned as a cure for
asthma. Soup of mouse flesh provides a cure for bedwetting in
one reference from Co. Down, while a Co. Fermanagh source
mentions otter soup for epilepsy. Saffron tea is recommended
for measles. Cold water, usually from a spring, may be used as
a rub or recommended to be drunk, in one case from a cow’s
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horn. Blacksmith’s cooling water (in which hot iron has been
cooled) is recommended as a remedy for both rickets and
warts (on one occasion, it is stipulated that the water must be
taken without the knowledge of the smith, but it is impossible
to know if this was to ensure efficiency or because the smith in
question disapproved). Simple massage is also recommended
in several cases. Occasionally, human urine features in cures.
For jaundice, one cure suggests that the patient drinks his or
her own urine, another that the patient urinates on an egg,
then while praying places the egg in a south flowing stream.
In one case, drops of liquor amnii are recommended as a
cure for both styes and sore eyes. Pig’s blood is frequently
recommended as a cure for warts, and sometimes it is
necessary for the sufferer to thrust wart infested hands into
the throat of a newly slaughtered animal. Other substances
mentioned as having curative properties are saltpetre, brown
paper, mustard, whiskey, flannel, cloves, tobacco and one of
the more alarming, for toothache, is a ‘pea of “carobine” and
light when wet in mouth.’

Fig 6. Violet (Photograph by Paul Hackney).

CHARMS

Occasionally, all of the above categories of cure may involve
a particular person, the repetition of a prayer or formula, or a
combination of these. Sometimes, for example in the case of
using gooseberry thorns to cure styes, substance, individual
and ritual all contribute to the remedy. The distinction
between differing categories of cure is not always completely
clear cut. In the case of blacksmith’s cooling water, it is not
clear whether the cure relates to the powers traditionally
associated with this craft or to a chemical property of the
water. The blacksmith is cited or implied in certain other
cures too. In one case, the eldest blacksmith in the area is
said to have a cure for rickets. Passing ‘three times over the
anvil’ is mentioned as a cure for asthma. One cure for epilepsy
in a child is described, ‘child’s head placed on anvil, other
side of which struck by smith’. Reference to a terrifying
experience of this sort is also found in other sources. For
example Dr Francis McPolin, the principal of Ballymaghery
Boys’ School in Hilltown who made an important collection
of folklore in his home area during the 1940’s, mentions in
his notebooks that a certain ‘Blacksmith, (at) the Alt, tells
me he is of the third or fourth generation of Blacksmiths and
so he can cure, and did cure, rickets in children. He strips

© The Ulster Medical Society, 2009.

the kid, lays him out on the anvil, makes nine winds at him
with the sledge hammer, washes him in the cooling water
and then blesses him with a crucifix’. (These Notebooks are
preserved in the Archive of the Ulster Folk and Transport
Museum.) Other people referred to as acquiring cures by
virtue of their status are children born in a particular point
of the family sequence, occasionally third, but most usually
seventh or seventh of seventh, sometimes but not always in a
chain of the same gender. Married women, or occasionally a
couple in which the wife’s surname is unchanged, posthumous
children, widows and widows with posthumous children are
also mentioned. There is a reference to an occasion on which
a person who has the power to cure loses this when the charm
is used for an animal instead of a human. Cures may also be
obtained at certain places, especially holy wells. In one cure
for toothache, from Donegal, the recommendation is to say
prayers to St Columbcille at certain stone in the graveyard
of the abbey in Templedouglas, after which the afflicted jaw
should be rubbed on the stone.

Fig 7. Whins (photograph by Paul Hackney).

The practices both of leading a person around animal houses
(or to a well) while wearing blinkers and passing him over and
under a donkey are sometimes described as ‘charms’, and may
involve a degree of ritual, especially in the number of times or
the time at which the action is repeated. However, some of the
respondents refer to the possibility of there being a curative
aspect in animal proximity. One remedy for mumps is that
the sufferer should rub a cheek against ‘the pigcroo door.’
Another, for asthma, recommends the patient to ‘remain in or
above stable, “ammonia of urine”’. Similarly, the numerous
wart cures that recommend rubbing the affliction with a snail
also insist that the snail must then be impaled on a thorn,
while those that prefer rubbing with raw potato sometimes
state that this must be cut into certain number of pieces and/
or be disposed of in a certain way. Warts may also be sold,
or disposed of in various ways in the proximity of funerals.
Whooping cough is frequently said to be cured by a woman
whose name is unchanged at marriage, although occasionally
she must give something, most usually food, the type and/or
quantity of which may be specified, to the patient. A pinch
of a material ‘that cannot be counted’ should be thrown at
someone suffering from epilepsy. Another cure for epilepsy,
one that is perhaps surprising in a local context, is ‘Bury a
live hen at patient’s head’ (if necessary carry the person to
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suitable place in order to carry this out.) Cures for sprain
are often attributed to a certain person who must be visited
and who recites prayers or incantations while rubbing the
wounded part. This cure is still extant, and I can vouch for its
effectiveness (at least for a short time) as I have experienced it
myself. Finally, the Questionnaire responses include a version
of the ancient charm Super petram, a cure for toothache which
Jonathan Roper has traced to the tenth century?.

The Archive of the Ulster Folk and Transport Museum
includes in addition to this Questionnaire various other
sources relating to traditional cures. These are in the form
of notebooks and audio recordings, which offer additional
potential resources for the study of traditional medical
practice in Ulster. However, this Questionnaire itself provides
a substantial amount of data, which demonstrates that curers
in past society had the capacity to draw on a range of skills,
including no doubt psychological insight. It also shows that
belief must frequently have been a powerful element in
curative practice, as on occasion must a considerable degree
of risk. Recently an examination of the in vitro antibacterial

© The Ulster Medical Society, 2009.

and antifungal efficacy of several of the plant remedies in
table I1I has been reported?.
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ABSTRACT

Screening for osteoporotic vertebral fractures traditionally
involves X-ray of the thoracic and lumbar spine. We evaluated
use of dual energy X-ray technology in patients with
osteoporosis. We found this technology useful in the clinic
setting and it has advantages in that less radiation is delivered
to the patient.

INTRODUCTION

Osteoporotic vertebral fractures are a major cause of
morbidity. Those who have had a vertebral fracture are at an
increased risk for future fracture but this risk is significantly
reduced by appropriate treatment'. Many of these fractures
cause little or no pain and it is has been suggested that less
than one third are diagnosed clinically?.

The use of routine x-rays for screening is inappropriate but
dual energy X-ray technology can be used to assess vertebral
morphometry with much less radiation exposure. We have
assessed the practicality of using this technique in a clinic
setting.

METHODS
Subjects

An osteoporosis specialist nurse assessed each patient
attending an outpatient osteoporosis clinic. Those with
suspected vertebral fracture were eligible. If a patient had
suffered new onset of back pain, loss of height or a recent
fall they were asked if they would like to participate, and
95 patients were enrolled. Written informed consent was
obtained. The study was approved by the Queen’s University
of Belfast Ethics Committee.

Vertebral Morphometry

Dual-energy X-ray absorptiometry was performed by lateral
vertebral morphometry (LVM) using a Hologic 4500A
densitometer. Time taken to carry out this study was recorded
for the first fifteen patients. The LVM image was evaluated
independently by two non-radiologist clinicians (BMcG, HT)
and agreement was reached after discussion.

Radiography

Patients had lateral thoracic and lumbar spine X-rays at the
clinic or equivalent X-rays taken within the preceding three
months were accepted. These images were independently and
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blindly assessed by the non-radiologist clinicians (BMcG, HT)
using a digital calliper to calculate anterior, mid and posterior
heights to the nearest one-hundredth of a millimetre.

All adequately visualised vertebrae (using both methods)
were evaluated using an established