
 
 

Oral presentations 2013 Abstracts 
 
Winner:  
Ceiling of Treatment documentation. 
Dr Mark Dahill, Dr Louise Powter 
 
Background: 
Patients are often inappropriately subject to distressing investigations and treatments by on-
call doctors, forced to make treatment escalation decisions without intimate knowledge of 
patient circumstance.  At the Royal United Hospital (RUH), Bath, ‘ceiling of treatment’ 
(CoT) decisions are infrequently documented in medical notes; however, resuscitation 
decisions (one extreme of a spectrum of treatment options) are well documented on ‘do not 
attempt to resuscitate’ (DNAR) forms.   
Methods: 
The medical notes on elderly care wards were audited for the presence of documented CoT 
decisions, before and after, the introduction of a new CoT form.   
Results: 
Documented CoT decisions increased from 30% (n=57) to 57% (n=113) of patients, after 4 
weeks of using the forms (p=0.14).  In a questionnaire to all trust medical trainees (F1 to 
registrar), 67% (n=70) had seen the new forms on their out-of-hours shifts.  Of these, 100% 
found them useful and we received encouraging qualitative feedback. 
Key messages: 
In view of a recent NCEPOD report 1, it is imperative and realistic to document CoT 
decisions for hospital patients.  Since August 2012, DNAR forms have been removed from 
the RUH.  Treatment escalation and resuscitation decisions are now documented on the new, 
trust-wide, CoT proforma.                 
 
1   Findlay G, Shotton H, Kelly K, Mason M.  Cardiac Arrest Procedures: Time to Intervene.  
National Confidential Enquiry into Patient Outcome and Death (2012) 
 
Runner Up:  
 
Do hospital staff know how to manage anaphylaxis? 
Dr Sarah Sanderson, Dr Mhairi Murdoch and Dr Anna Lowdon 
 
Background:  
The Resuscitation Council UK (RCUK) state that all staff trained to give intravenous 
medication should also be able to initiate treatment in cases of anaphylaxis. A case at our 
hospital demonstrated that staff were uncertain how to administer adrenaline in anaphylaxis. 
We performed a study to assess whether this was an isolated occurrence or if the problem was 
more widespread. 
Methods:  
We used a questionnaire to assess knowledge of clinical staff on all medical and surgical 
wards at our hospital. The study group included doctors and nurses. 113 questionnaires were 
completed. 
We also looked at notes from cases of anaphylaxis from June 2011 to June 2012 to assess 
whether documentation and follow up was compliant with guidelines.  
Crash trolleys on all wards were checked to see if in date anaphylaxis packs were available.  
Results:  



 
 

Out of our study population only 19% knew how to initiate immediate management of 
anaphylaxis. Our hospital is not meeting current standards for documentation or follow up.   
Key Messages:  
There is a worrying lack of knowledge from hospital staff on the management of this life 
threatening condition.  This may be a widespread problem and needs to be addressed in order 
to improve patient safety and standards of care. 
 
A Behaviour Change Approach to the implementation of Medical Reconciliation Patient 
Safety Guidance. 
Dr Shaan Hyder, Ms Natalie Taylor, Mr Mike Urwin, Dr Stephen Beer 
 
Background: 
In 2007, a systematic review reported variances of 30-70% between the medications patients 
were taking before admission and their prescriptions on admission.2 The National Patient 
Safety Agency released an alert to elicit nationwide improvement in medicines 
reconciliation.5 It is assumed that disseminating information using a top-down approach will 
improve practice. However, implementing patient safety guidance involves a complex 
behaviour change.1,4 
Methods:  
Working with the HIEC team, we conducted a baseline audit (n=39) within MAU at a DGH 
to identify target behaviours to address. Psychometric questionnaires and focus groups were 
organised for junior doctors and pharmacists to address barriers to implementing the 
guidance.3 
Results: 
54% of patients were found to have discrepancies for omitted drugs. 52% of patients found to 
have ≥ 1 discrepancy had not been corrected.  Barriers to compliance included social 
influences and resources. Staff suggested a telephone system should be in place to facilitate 
communication. Screensavers and text messages were used to disseminate key messages. 
Key Messages:  
Using a bottom-up approach to identify key behavioural barriers and finding innovative 
methods to inform staff about new strategies to overcome these, should reduce the number of 
prescription errors that occur. A post-intervention audit is currently underway. 
References:  
Abraham, C., & Michie, S. (2008). A taxonomy of behaviour change techniques used in 
interventions. Health Psychology, 27(3), 379-387.  
Dillon, A., Tamber, S., Marlow, M., Venter, B., Kelson, M. (2007). Systematic review for 
clinical and cost effectiveness of interventions in medicines reconciliation at the point of 
admission. National Institute for Health and Clinical Excellence.  
Michie, S., Johnston, M., Abraham, C., Lawton, R., Parker, D., & Walker, A. (2005). Making 
psychological theory useful for implementing evidence based practice: a consensus approach. 
Quality & Safety in Health Care, 14, 26-33. Michie, S., Johnston, M., Francis, J., Hardeman, 
W., & Eccles, M. (2008). 
 
 
 
 
 
 
 



 
 

The 0.12 Formula for the treatment of Hypoglycaemia and Hyperglycaemia in Children 
with Type I diabetes mellitus: Validation and Safety Data 
Dr Leda Yazbeck, Dr Nelly Ninis, Dr Mando Watson, Dr Samir Wassouf 
 
Background: 
Children with diabetes mellitus live with hypo- and hyperglycaemias, which are associated 
with inherent dangers. 
Existing formulas attempting to quantify patients’ insulin requirements have proved 
ineffective and rather arbitrary1.  
This paper tests the effectiveness of the 0.12 formula using patient’s weight and 
carbohydrates consumption. It calculates glucose and insulin sensitivity guiding hypo- and 
hyperglycaemia treatment, specifically for each patient.  
Method: 
Data from the Continuous Glucose monitoring system (CGMS) applications and the 
associated food diary were used to assess the blood sugar achieved after hypo- and 
hyperglycaemia treatment. This was compared to that expected via the 0.12 formula using the 
Wilcoxon statistical analysis. 
Results: 
20 and 42 patients were assessed for hypoglycaemia and hyperglycaemia respectively.  
In either treatment, there was no statistically significant difference between expected and 
achieved blood sugar; p-values were 0.53 and 0.072 respectively.  
Furthermore, insulin sensitivity derived using the 0.12 formula was compared to that 
calculated through the historically popular 100 rule1. Wilcoxon statistical analysis showed 
significant statistical difference between the two formulas; p-value 0.0025, (confidence 
interval +/- 0.000484). 
Key Messages: 
This demonstrates that the proposed formula is safe and reliable for hypo- and 
hyperglycaemia management in children with type I diabetes mellitus; it should be 
implemented widely to improve safe practice.  
References:  
1: Hanas, R. Type 1 Diabetes in Children, adolescents and young adults.  Class 
Publishing, London 2007.  
 
The Clinical Utility of Nocturnal Oximetry as a First Line Investigation for Obstructive 
Sleep Apnoea 
Dr Hannah Lyons, Sanefuji R, Tippu Z, Kosky CA 
 
Background: 
Nocturnal polysomnography (NPSG) is the accepted gold standard investigation for diagnosis 
of obstructive sleep apnoea (OSA)1, but its availability and cost are limiting factors as a first 
line investigation.  
Nocturnal oximetry is a validated alternative2. We present our experience of using nocturnal 
oximetry as a first line investigation in the diagnosis of OSA in a national tertiary referral 
centre for sleep disorders.   
Methods: 
160 patients referred underwent nocturnal oximetry and were followed prospectively. >4% 
oxygen desaturation index (ODI) greater than 10/hour and typical desaturation trace on 
oximetry were used for diagnosis of OSA.  
Results: 



 
 

87 (54.4%) patients had oximetry results compatible with OSA.  49 (30.6%) had normal 
oximetry and OSA was excluded. Oximetry was non-diagnostic in 24 (15%), 21 (13.1%) 
were referred for further investigations.  
In the 87 OSA patients, the average age was 47.4years (range 20-79 years) and 39 (28.7%) 
were female. BMI was recorded in 61 patients, the average was 35.0kg/m2 (range 22.8-63.2 
kg/m2). The average 4% ODI in these were 23.4/hour (SD 25.7). 
Key Messages: 
Nocturnal oximetry is a useful, inexpensive and readily accessible first line investigation in 
patients with suspected OSA.  
Only a small proportion of patients required further investigations to confirm sleep apnoea. 
References: 

1. Clinical guideline for the evaluation, management and long-term care of obstructive 
sleep apnoea in adults. JCSM  

      2. Netzer N, Eliasson AH, Netzer C, Kristo DA. Overnight pulse oximetry for sleep-
disordered breathing in adults: a review. Chest 2001; 120(2): 625-633. 
 
 
Airway exchange devices: evaluation of airway trauma potential using porcine lungs. 
Dr. Rebecca Jackson, K Nyangoni, AR Wilkes, I Hodzovic 
 
Background; 
Airway exchange devices (AED) are a means of achieving safe tracheal tube exchange and 
extubation of difficult airways [1]. Several case reports describe life threatening airway 
trauma associated with AEDs [2]. This study aims to determine the forces required to induce 
such airway trauma. 
Methods: 
Ten samples of the Sheridan (Teleflex Medical, UK) and Cook (Cook UK) AEDs were 
studied.  
Perforation potential:  an AED was inserted into porcine lungs and perforation force (N) was 
recorded. Barotrauma potential: time to visible barotrauma was measured in a porcine lung 
by insufflating oxygen through the device.  
Results: 
Values are mean(SD).   
 Sheridan Cook Diff [95 % CI] p value 
Perforation force (N) 11.3(1.6) 20.1(2.6) 8.8 [6.7-10.9] < 0.001 
Time to barotrauma (s)     

O2 flow 2 l/min 12 (1.3) 20 (4.7) 8 [5 -11] <0.001 
O2 flow 4 l/min 5 (1.1) 10 (1.5) 5 [4-7] <0.001 

 
Key Messages:  
The Sheridan AED needed significantly less force to cause airway perforation. Barotrauma 
was caused within a few seconds in both devices. The speed of barotrauma was significantly 
faster with the Sheridan compared with the Cook at both flow rates. Both AEDs have 
significant potential to cause airway trauma and barotrauma and should be used with caution.  
References: 

1. Mort TC. The Efficacy of the Airway Exchange Catheter  Anesth&Analg 
2007;105:1357-62. 

2. Benumof IJ.Airway Exchange Catheters: Simple Concept, Potentially Great Danger.  
Anesthesiology 1999;91:342-3. 

 



 
 

Healthcare improvement project: improving FY1 on-call efficiency. 
Dr Jessica Langtree, Dr Kate Doughty 
 
Background: 
As  medical F1 on-call we felt time is often wasted completing non urgent jobs leading to 
little face-to-face time with acutely sick patients; leading to poor patient care.  
Our aim was to gather data to show what F1s spend their time doing whilst on-call and 
categorise for analysis. Once areas of time wastage are identified employ Quality 
Improvement Projects to lessen this and revaluate in 6 months. 
 
Methods: 
We shadowed on-call medical FY1s for 24 hours over one weekend, timing each of their 
jobs. Jobs were then categorised for analysis. 
Results: 
Data categorised into 9 different sections. Results which stood out include... 
 
Out of 24 hours of on-call data: 

• 3hrs17 min organising the on call database.  
• 2hrs 15 min rewriting drug charts. 
• 1hr 9 min walking from ward to ward. 
• 32 min logging on to a computer. 
 
• 11hrs was spent performing acute reviews of sick patients. Of this time only 2hr 45 

min was spent examining or talking to a patient. 
Key messages: 
We have identified a number of QIPs to lessen time wastage which include; 

 iPads to access weekend database remotely 
 E-prescribing 
 E-requesting for bloods and imaging 
 “Weekend summary” stickers 
 Improved database for documentation and triage of weekend jobs 

 
 
 
How could a junior doctor save your hospital money? An ITORCH initiative 
Dr Emma Coombe and Dr Lorna Willoughby 
 
Background: 
Every patient should be discharged with an electronic discharge summary to ensure timely 
provision of information necessary for future care. The reduced number of junior doctors at 
the weekend is a major barrier to achieving this vital communication with primary care. 
Method:  
As part of the iTORCH initiative (Innovators in Torbay Clinical Healthcare), this project 
sought to measure the number of summaries sent within 24 hours when employing an 
additional junior doctor at the weekend, with the aim of achieving results in line with national 
targets. 
Results:  
The percentage of summaries sent within 24 hours of discharge was not sufficient to meet 
national targets. Following the intervention, Torbay Hospital is now achieving the national 
targets with a significant increase in summaries sent within 24 hours.  



 
 

Key Messages:  
Through meeting national targets where trusts are paid by results, this scheme is cost 
effective with a potential to save £352,000 per annum within Torbay Hospital. This initiative 
is an example of how hospitals can adapt to the growing need for consistent 24/7 service 
provision and communication. Could efficiency savings such as this make a difference in 
your hospital? 
 
Reducing morbid obesity prevalence in semi-rural Huddersfield: an audit of GP 
practice consultations  
Dr Joanna Lobaz and Paul Lobaz  (5th Year University of Leeds Medical Student) 
 
Background: 
In England, 3.8% of women and 1.6% of men are morbidly obese (Body Mass Index (BMI) 
>40).i This number is predicted to rise, with an increase in associated morbidity and 
mortality. 
Methods: 
Over a 1-year period, morbidly obese patients within our practice were identified.  Medical 
notes were examined.  Performance was evaluated in comparison to the National Institute of 
Clinical Excellence gold standard at reducing obesity prevalence.  
Results: 
One per cent (65 patients) of patients were morbidly obese.  Mean age was 53 yrs (20-85), 
with a female preponderance (72%). Mean BMI was 44.4 (40.1-63.5). Co-morbidities 
included hypertension (42%), type 2 diabetes mellitus (29%), ischaemic heart disease (3%) 
and non-alcoholic fatty liver disease (3%). Patients consulted on average 9.4 times.  Patients 
were weighed on 1.6 occasions, with 50.8% of patients having no weight recorded.  Waist 
circumference was recorded on 4 occasions.  Interventions offered included: in-house weight 
monitoring (29%), Orlistat (18%), Physical Activity Liaison Service (17%), Kirklees Weight 
Monitoring (17%) and Bariatric surgery (11%). 
Key Messages: 
Our morbidly obese patients were not being opportunistically assessed with regards their 
weight.  Pro-active action is needed ‘normalise’ weight management and to increase uptake 
of existing weight-management services.   
 
 
Developing a Paediatric Induction for Surgical Foundation Year 1 Doctors 
Dr Michael Beckett and Dr Anthony Choules – Unable to present due to weather 
 
Background: 
Our hospital has no shared care protocol for paediatric surgery (neither does around 87%1), 
meaning children are cared for by FY1s with no experience of paediatrics beyond medical 
school, leaving many FY1s lacking in confidence. We designed and used a method based 
around learner confidence to create a paediatric induction tool for surgical FY1s. 
Methods: 
We used an evaluation cycle2, 3 involving a confidence survey. This was developed around a 
common paediatric surgical case and used three times; first to identify specific learning 
needs4 and then twice more after the teaching (immediately and 3 months) to demonstrate 
retention of any increases in confidence. The first survey also looked at which tools the FY1s 
would find most useful. The second survey also looked at how useful they rated the material. 
Results: 



 
 

We developed a specific induction tool which has led to improved confidence maintained for 
at least 3 months. We have successfully demonstrated a method for developing curricula 
involving confidence instead of competence. 
Key Messages: 
FY1s have the knowledge to care for children; however, they lack confidence in specific 
areas. By developing a curriculum based on confidence surveys, induction material can be 
targeted to this and show retention of improvement. 
 
References: 

1. Campling EA, Devlin HB, Lunn JN The Report of the National Confidential Enquiry 
into Perioperative Deaths 1989 available at http://www.ncepod.org.uk/1989.htm 

2. Wilkes M, Bligh J. Evaluating educational interventions. BMJ 1999; 318:126972. 
3. Morrison J ABC of learning and teaching medicine. BMJ 2003; 326:385-387 

Grant J Learning needs assessment: assessing the need BMJ 2002 324:156-159 
 
 
Handover: minimising risk to optimise patient safety 
Dr Katherine Hawton, Dr Sarah Richardson, Dr John Moreiras 
 
Background:  
Our aim was to improve the efficiency and effectiveness of handover to optimise patient 
safety. Changing work patterns have made handovers more frequent and thus increasingly 
important.  
Method:  
After identifying handover weaknesses, we audited practice, established staff opinions and 
implemented changes. Thirty handovers were assessed during July 2012. A handover 
questionnaire was sent to doctors and nursing staff were interviewed. 
Results:  
Handovers frequently started late; the mean delay was 21 minutes. Mean duration was 39 
minutes, with 71% of doctors stating handovers were too long. Although 77% of doctors felt 
SBAR could be effective, it was only used for 8.2% of patients. Safety factors were rarely 
discussed. 66% of handover had outside interruptions and 77% involved non-relevant 
conversations. 100% of doctors felt patient safety should be a handover priority.  
Key Messages:  
Handover guidance was produced, including “rules of handover”, timings, SBAR and patient 
safety briefing. Staff were given formal SBAR training. The patient list was amended with 
SBAR headings and boxes for roles and contacts. We have re-audited to quantify 
improvements.  
Handover is a critical event in our working day with potential for misinformation. Good 
practice dictates that there should be strong leadership, effective transmission of information 
and structured format to improve patient safety. 
 
 
A pneumothorax, not a pneumothorax, but a pneumothorax! 
Dr Haniya Kazi, Dr Naeem Jagirdar  
 
Background: 
Pneumothorax is a common clinical emergency presenting to A&E with chest pain, shortness 
of breath and tachypnoea. It has a reported incidence of 18 to 28 per 100,000 men per year 
and 1·2 to 6 per 100,000 women per year. Secondary spontaneous pneumothorax occurs in 



 
 

older subjects with underlying lung disease. It usually follows from ruptured bullae in 
patients with COPD.Iatrogenic pneumothorax may follow a number of procedures such as 
mechanical ventilation biopsy and pleural drains. 
Methods:  
This case report emphasises the pitfalls of not considering the common differentials for this 
medical emergency. 
Results:  
We present a pictorial review of a patient with COPD and bullae, which was misinterpreted 
as a pneumothorax in A&E and had an intercostal drain, following which he deteriorated and 
had complications including massive surgical emphysema, a pneumothorax and broncho-
pleural fistula and finally succumbed. 
Key Messages:  

1. Not all lucencies on chest radiographs are pneumothoraces. 
2. Other differentials need to be considered and a thorough history and clinical 

examination play a vital role in establishing the diagnosis. 
3. Comparison with previous chest radiographs would be helpful where available. 
4. A CT scan would differentiate between bullae and pneumothorax and urgent 

discussion with the radiologists is recommended if there is clinical doubt. 
 

Audit: Is there justification for routine post-operative liver function tests (LFT’s) in 
elective colorectal surgery? 
Dr Amy Ferris, Gupta V, Rees M, Swarnkar K 
 
Background: 
Intra-abdominal surgery can be associated with transient abnormalities in liver function tests 
(LFTs) which tend to normalise spontaneously1.  We aimed to review whether LFTs taken 
the first 3 days after colorectal surgery affected management, and whether there was potential 
cost-saving by limiting use.  
Methods: 
Patients undergoing elective colorectal surgery over a 6-month period were audited. 
All LFT’s requested within the first 3 post-operative days were analysed.  In those cases 
where LFTs were abnormal, we assessed the proportion of cases investigated, whether results 
spontaneously normalised, and any difference between laparoscopic and open surgery. 
Results: 
Over 6 months 104 patients met the inclusion criteria.  Of those patients with abnormal 
LFT’s, only 6 were investigated further and they all had previously diagnosed liver 
metastases.  By discharge, LFT’s had returned to normal in 89% of patients.  There was no 
difference in the number of abnormal results between laparoscopic and open procedures.  A 
saving of £1120 was calculated in our group if routine testing was not performed. 
Key messages: 
Abnormal LFTs during the first 3 days following colorectal surgery is very common, and 
usually self-limiting. We suggest LFTs should be requested only if clinically indicated.  This 
could equate to a significant cost saving. 
References: 
1 Ahmad NZ.  Routine testing of liver function before and after elective laparoscopic 
cholecystectomy: is it necessary?  JSLS. 2011 Jan-Mar;15(1):65-9. 
 
 
 



 
 

Patient retention of information from information leaflets for 
Oesophagogastroduodenoscopy and Colonoscopy. 
Dr Lara Sammut, Dr Carl Tua 
 
Background: 
Informed consent, in a health care setting, is the process whereby patients consent to, or 
refuse an intervention. Prior to the oesophagogastroduodenoscopy (OGD) and colonoscopy, 
patients are informed about the procedure, alternative means of investigation, the risks and 
benefits of carrying out, or not carrying out the procedures at the gastroenterology outpatient 
clinic. Patients are also sent an information leaflet at home containing information about what 
they should expect before, during, and after the procedure, as well as the associated risks and 
complications. The aim of this audit was to assess how much information patients retained 
from the explanation at the outpatient gastroenterology clinic and through the patient 
information leaflets. 
Methods: 
An hour prior to the procedure, patients were given a questionnaire. Apart from demographic 
data, patients were asked regarding the level of education, previous endoscopic procedures, 
risks and complications related to the procedure. 
Results:  
65 patients underwent 69 endoscopic procedures which were assessed. 
OGD - 37 patients; colonoscopy – 32 patients; Age range was 18 - 87 years (median age: 56 
years; gender: 63% females). 
70% of patients who underwent an OGD were not aware of any complications (sore throat, 
bleeding, oesophageal damage/perforation, complications related to sedation). 19% were 
aware of one complication, 5.5% were aware of two complications, none were aware of three 
complications and 5.5% were aware of all four complications. 
65.6% of patients undergoing a colonoscopy were not aware of any complications mentioned 
(bleeding; perforation and its consequences; and complications related to sedation). 12.5% 
were aware of one complication, 6.3% were aware of two complications, and 15.6% were 
aware of all complications. 
Key messages:  
This preliminary data demonstrates that although patients were explained the risk of 
procedure at out-patients and through the patient information leaflet, the majority of patients 
were still unaware of the complications. Interestingly 38.5% of the patients had already 
previously undergone an endoscopic procedure and 98.5% were aware of the indication for 
their procedure. Thus, we will be investigating the possible reasons for this. 
 
 
Is phosphate the new cholesterol? 
Dr Andrew P McGovern, Professor Simon de Lusignan, Professor Simon Jones 
 
Background:  
Recent data has demonstrated an association between elevated serum phosphate and 
increased cardiovascular events in people with chronic kidney disease. It has also been 
demonstrated that phosphate levels are correlated with vascular calcification suggesting that 
there is a true causal link between phosphate and cardiovascular disease. In the general 
population high phosphate intake from processed foods is associated with higher serum 
phosphate levels. However data on the role of phosphate in cardiovascular disease in the 
general population is lacking. 
Method:  



 
 

We followed a cohort of people (N=357,753) with normal renal function, using GP records, 
over a 2.5 year period to investigate the effect of serum phosphate on cardiovascular events 
and mortality. A logistic regression analysis was used to control for known cardiovascular 
risk factors. 
Results:  
In people with normal renal function there is a graded increase in cardiovascular risk with 
increasing serum phosphate. Phosphate above 1.50mmol/l was associated with the highest 
risk OR 1.66 (95% CI 1.03 - 2.68, p=0.008). No minimum threshold for this effect was found 
with hypophosphatemia being associated with lower cardiovascular risk OR 0.58 (95% CI 
0.35 - 0.95, p=0.046). 
Key message:  
These data suggest that serum phosphate may represent an overlooked cardiovascular risk 
factor. 
 
Protocols, can you find them? 
Dr Katie Young, Lucy Allanby, Alex Aquilina, Nataly Gibson, Calumn Honeyman, Sheena 
Lam, Mady Tarrant, Sara Upperton, Katy Wells, Stuart Gillett 
 
Background: 
Medicine is becoming increasingly protocol driven. Hospital trusts have their own variations 
on each protocol. Doctors must be able to access each trust’s protocols. 
North Bristol Trust has an intranet, where all the protocols can be found.  But can they? 
Methods: 
We timed how long and with how many mouse clicks it took for 40 doctors to find 3 
protocols through the current intranet. 
Results: 
The one protocol with a single port of access from the trust homepage was found by all, in 
under 12 seconds.  48% of doctors were not able to locate the two other protocols within 5 
minutes. Of the 52% that found the protocols it took an average of 111 seconds and 17 mouse 
clicks. 
Key messages: 
Accessible protocols are essential for patient safety. We have shown that doctors at North 
Bristol Trust find it difficult to locate protocols that do not have a single access point on the 
trust homepage. Working with IT services, we plan to improve the intranet by collating the 
guidelines and creating a single portal, in which they can be found. Having done so, we will 
re-assess how long it takes junior doctors to find protocols. 
 
 
Prediction of falls in the elderly: A large community based cohort study 
Dr Meena Rafiq, Dr Andrew P Mcgovern, Professor Simon Jones, Professor Simon de 
Lusignan, - Unable to present due to weather 
 
Background: 
Falls are the leading cause of injury in patients aged over 65[1]. 30% of this population will 
experience a fall each year [2, 3], with an estimated annual cost to the NHS of £1.7 billion [4]. 
Falls prevention services have been shown to effectively reduce the risk of falls by up to 
55%, but limited resources mean they cannot be offered to all patients [4]. Small cohort 
studies have identified risk factors associated with falls [2, 3, 5-9]. This research aims to verify 
these results in a large population set and construct a model to identify high-risk individuals. 
Method: 



 
 

Routine GP data was collected on 119,645 individuals aged over 65 from GP databases 
across West Surrey over a 2.5year period. Logistic regression with backwards-stepwise 
elimination was used to identify positive predictive factors for falls. A regression tree was 
used to generate a falls prediction model based on these risk factors. 
Results: 
Age, deprivation score, alcohol use, elevated BMI, previous stroke; ischaemic heart disease, 
anaemia, previous falls, and antipsychotic medication were associated with increased risk of 
falls. The cross-validated error rate of falls prediction of our model was 37%. 
Key Messages: 
This Falls-Prediction model can reliably identify individuals at highest risk of falls, which 
can be used to guide referral to falls prevention services to maximise benefit and ensure 
effective allocation of resources. 
References: 
1. Hornbrook, M.C., et al., Preventing falls among community-dwelling older persons: results from a 

randomized trial. Gerontologist, 1994. 34(1): p. 16-23. 
2. Hausdorff, J.M., D.A. Rios, and H.K. Edelberg, Gait variability and fall risk in community-living older 

adults: a 1-year prospective study. Arch Phys Med Rehabil, 2001. 82(8): p. 1050-6. 
3. Hale, W.A., M.J. Delaney, and W.C. McGaghie, Characteristics and predictors of falls in elderly 

patients. J Fam Pract, 1992. 34(5): p. 577-81. 
4. AgeUK, Falls in the over 65s cost NHS £4.6 million a day, 21 June 2010. 
5. Close, J.C., et al., Predictors of falls in a high risk population: results from the prevention of falls in the 

elderly trial (PROFET). Emerg Med J, 2003. 20(5): p. 421-5. 
6. Divani, A.A., et al., Risk factors associated with injury attributable to falling among elderly population 

with history of stroke. Stroke, 2009. 40(10): p. 3286-92. 
7. Koski, K., et al., Physiological factors and medications as predictors of injurious falls by elderly 

people: a prospective population-based study. Age Ageing, 1996. 25(1): p. 29-38. 
8. Robbins, A.S., et al., Predictors of falls among elderly people. Results of two population-based studies. 

Arch Intern Med, 1989. 149(7): p. 1628-33. 
9. Tromp, A.M., et al., Fall-risk screening test: a prospective study on predictors for falls in community-

dwelling elderly. J Clin Epidemiol, 2001. 54(8): p. 837-44. 
 
 
Black Wednesday? 
Dr Anthony Thaventhiran, Dr Orla Callaghan, Mr Adam Howard 
 
Background: 
Audit is necessary to ensure assumptions about good clinical management do not lead to 
missed opportunities for its improvement. We audited the care of patients recovering from 
surgery on different days of the week. A common assumption is that weekend care is likely to 
be substandard: we found care on Wednesdays to present greater risks to patients. By 
completion of the audit cycle, we were able to identify the critical cause and so to implement 
changes, ensuring a measurable, cost-neutral improvement in outcome.  
Methods: 
A comprehensive analysis interrogating results from patient questionnaires, documentation 
and accuracy of observations, doctor review times, critical care out-reach calls and mortality 
data across the week.  
Results: 
We discovered that Wednesday was the most dangerous day to be a general surgical in-
patient. Further investigation suggested this was due to scheduling of the senior nurses’ 
meeting, which left inexperienced nurses on the wards at this time. A structured handover and 
changes to the nursing time-table were implemented. Re-audit confirmed our hypothesis. 
Key messages:  



 
 

We should not presume that basic standards are best on weekdays. There is a need for 
structured handover meeting if patient safety is not to be compromised in shift-based patterns 
of work. 
 
Not every fall is mechanical 
Dr Raunak Singh & Dr Ashish Patel 
 
Background: 
Falls are one of the leading causes of morbidity and mortality in people aged over 65, and 
lead to overwhelming high admissions rates to secondary care settings (1). The majority of 
these are associated with one or more causes, with some studies identifying up to 400 
independent risk factors (2), (3).  
Methods & Results: 
Case report and literature review. We looked at an unusual presentation of an 82 year old 
woman who presented with recurrent falls and a sharp decline in baseline functionality. 
Considering her age group and lack of sinister symptomology, initially this was put down to 
simple causes. She was admitted to secondary care due to lack of definitive diagnosis in the 
primary care setting. Following this, she was found to have lung primary with brain 
metastasis and cerebral oedema. 
Key Messages: 
Falls in elderly people are a common presentation in both primary and secondary care. A 
systematic approach with detailed clinical assessment is imperative to discerning between 
simple causes and more complex, unusual causes. Secondary care referral and/or 
investigations may be indicated in unusual or unexplained cases to identify more sinister 
causes. 
 
(1) NICE 2004. Clinical practice guideline for the assessment and prevention of falls in older 
people. Available at: www.nice.org.uk/nicemedia/live/10956/29585/29585.pdf. Accessed 
19/11, 2012. 
 
(2) Rubenstein LZ; Falls in older people: epidemiology, risk factors and strategies for 
prevention. Age Ageing. 2006 Sep;35 Suppl 2:ii37-ii41. 
 
(3) Oliver D, Britton M, Seed P, Martin FC, Hopper AH. Development and evaluation of 
evidence based risk assessment tool (STRATIFY) to predict which elderly inpatients will fall: 
case-control and cohort studies. BMJ 1997; 315: 1049-53. 
 
 
HIV Education (HIVE): Improving UK Public Health,Training Tomorrows Medical 
Educators 
Dr Clare Ruth Smith, Dr Rachel Edwards, Emily Waterhouse, Kay Seal, Dr Ed Klaber, Dr 
Sanjay Patel 
 
Background:  
HIV is 100% preventable and 100% incurable. The global HIV epidemic creates both an 
imperative to act and an opportunity to learn. Inaccurate knowledge, stigma and social taboo 
has resulted in an uneducated UK population with rising HIV prevalence.  HIV Education 
(HIVE), established by foundation doctors delivers interactive workshops aiming to increase 
HIV knowledge and challenge attitudes of school pupils whilst allowing medical students to 
develop fundamental teaching skills. 



 
 

Method:  
To evaluate the impact of this near-peer teaching model 105 pupils aged 14-15 participated in 
a one hour HIVE-led workshop. A ‘before and after’ Likert-scale questionnaire assessed 
knowledge and attitudes of school pupils.  
Results:  
Following the workshop there was a 53% increase in the number of pupils who strongly 
disagreed ‘HIV is 100% curable’ and a 30% increase in the number of pupils who strongly 
disagreed ‘People with HIV should be separated from people without HIV’. 
Key Messages:  
This pilot study evidences an increase in knowledge and change of attitudes following a 
HIVE workshop. With formal evaluation there is potential for application to high prevalence 
areas. HIVE is a unique teaching model combining a public health initiative through medical 
education with an apprenticeship for future medical educators. 
 
 
Mycophenolate Mofetil: A Treatment for Diabetic Nephropathy? 
Dr Vibhuti Gupta, Dr Francisca Ezughah 
 
Background: 
Mycophenolate mofetil (MMF), a pro-drug of mycophenolic acid, is an immunosuppressive 
agent with good clinical evidence of use in a variety of situations including dermatological 
indications, post-transplantation, and illnesses such as lupus nephritis, membranous 
nephropathy, and glomerular disease. 
Clinical practice in Chesterfield, UK, saw two patients being treated with MMF for 
dermatological conditions experience an improvement in their co-existent diabetic 
nephropathy while on the treatment.  In one case, stopping MMF resulted in deterioration in 
renal function. 
Methods:   
Two patient case notes providing local experience were reviewed, along with a literature 
search for evidence for the use of MMF in improving diabetic nephropathy. 
Results: 
Assessment of results is ongoing.  Initial data from two case reports locally suggests use of 
MMF was associated with improvement in renal function in patients with diabetic 
nephropathy.  
Key Messages: 
Local experience of two cases demonstrates improvement in renal function of patients with 
diabetic nephropathy while being treated with MMF for their dermatological conditions. 
Further studies with MMF are required to determine its effectiveness in patients with diabetic 
nephropathy.  
References: 
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Jumping to Conclusions: Arteriovenous Malformation - A Case Report  
Dr Sarah Miller 
 
Background:  
Cerebral arteriovenous malformations account for 1-2% of all strokes1 and are an important 
cause of intra-cerebral haemorrhages in young adults2.  
Methods/Results/Case Description: 
A 28 year old homeless woman presented with a 3 day history of right sided weakness and 
headache after drinking with friends. She had a history of chronic pain and was a regular 
A&E attender; indeed she had been discharged by A&E the previous day having been given a 
diagnosis of hysterical paralysis. On examination she had a right sided facial, arm and leg 
weakness, sustained clonus and hyperreflexia. CT showed a 32mm left thalamic bleed. 
Angiography subsequently demonstrated a choroidal arteriovenous malformation which was 
later embolised. The patient required extensive rehabilitation and social input and has since 
had multiple A&E presentations complaining of emotional blunting, recurrent headaches and 
unconfirmed seizures.  
Key messages: 
Objective management of such patients can be challenging for doctors of all grades. This case 
highlights how easily one might dismiss frequent attenders, too quickly turning to psychiatric 
and conversion disorders in order to explain their symptom patterns. Secondly the case 
demonstrates the extensive management and rehabilitation challenges in young adults who 
experience stroke as a consequence of AV malformation. 
References:  
1Gabrial R (2010). Ten-Year Detection Rate of Brain Arteriovenous Malformations in a 
Large, Multiethnic Defined Population. Stroke. 41: 21-26    
 
2 Ross J & Salmon R (2009). Interventions for treating brain arteriovenous malformations in 
adults. Cochrane Stroke Group. Accessed at: 
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD003436.pub3/full 
 
Do hospital staff know how to manage anaphylaxis? 
Dr Sarah Sanderson, Dr Mhairi Murdoch and Dr Anna Lowdon 
 

 



 
 

Background:  
The Resuscitation Council UK (RCUK) state that all staff trained to give intravenous 
medication should also be able to initiate treatment in cases of anaphylaxis. A case at our 
hospital demonstrated that staff were uncertain how to administer adrenaline in anaphylaxis. 
We performed a study to assess whether this was an isolated occurrence or if the problem was 
more widespread. 
Methods:  
We used a questionnaire to assess knowledge of clinical staff on all medical and surgical 
wards at our hospital. The study group included doctors and nurses. 113 questionnaires were 
completed. 
We also looked at notes from cases of anaphylaxis from June 2011 to June 2012 to assess 
whether documentation and follow up was compliant with guidelines.  
Crash trolleys on all wards were checked to see if in date anaphylaxis packs were available.  
Results:  
Out of our study population only 19% knew how to initiate immediate management of 
anaphylaxis. Our hospital is not meeting current standards for documentation or follow up.   
Key Messages:  
There is a worrying lack of knowledge from hospital staff on the management of this life 
threatening condition.  This may be a widespread problem and needs to be addressed in order 
to improve patient safety and standards of care. 
 
 
The Performance of Routine CT Scan for The Detection of Colorectal Cancer 
Dr Kin Tong Chung, Irfan Sohail, Hugh Colvin, Ajit Lukram 
 
Background:   
Although colonoscopy and CT colonography in expert hands are the most sensitive 
investigations for colorectal cancer, some may not tolerate the necessary bowel preparation 
and insufflation of gas into the colon. We therefore assessed the performance of an 
unprepared contrast CT scan for the detection of colorectal cancer. 
Methods:  Retrospective review of all patients who had contrast CT scan of the abdomen and 
pelvis and then went on to have colonoscopy at our institution between 2007 and 2010.  
Results:   
96 patients were identified to have had CT scan prior to colonoscopy. The sensitivity of CT 
in detecting colorectal cancer was 1.000 (95% confidence interval 0.198 – 1.000); specificity 
0.957 (95% CI 0.888 – 0.986); positive predictive value 0.333 (95% CI 0.060 – 0.759), 
negative predictive value 1.000 (95% CI 0.948 – 1.000).  
Key Messages:   
When presented in terms of negative predictive value, the value of a contrast CT is higher 
than expected. If a patient is frail and/or not very likely to have colorectal cancer on clinical 
grounds, the reassurance of an entirely negative CT scan may be accepted without invasive 
investigation. However video colonoscopy is usually necessary to assess positive CT 
findings. 
 
 
 
 
 
 
 



 
 

Simulation as a teaching tool – Unable to present due to weather 
Dr Jasmeen Bains, Jessica Wynter-bee, John Hickman, Russell Metcalfe-Smith 
 
Background: 
Researchers have reported an increase in death rates of 6% corresponding with the start date 
for Junior doctors.  
The transition from medical student to junior doctor is challenging and lack of confidence 
especially in emergency situations can result in suboptimal patient care. 
Simulation is a growing tool used to facilitate learning and development in health care 
professionals; addressing human factors and knowledge base.  
Method: 
A 5 week course on medical emergencies using simulation was offered to medical students. 
The format; 
 

.  
Results: 
Pre-course, a group of 15 medical students at Croydon University Hospital were assessed on 
their confidence in managing acute emergencies.  
Subjective confidence in managing acutely unwell patients ranged from 0/10 to 5/10, on a 
scale where 0 = No confidence, and 10 = Absolute Confidence. 
14/15 students scored 50% or less in a quiz on recognising and managing medical 
emergencies.  
Post course, the confidence of the students ranged from 5/10 to 8/10, reflected also by all 15 
students scoring 60% or above in the assessmen 
Key Message: 
Utilising simulation to provide a safe environment for future doctors, where they can be 
exposed to clinical scenarios, will produce more competent and skilled junior doctors, 
providing a higher standard of patient safety and care. 
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Winner:  
 
Cardiovascular Health monitoring in Patients with psychotic illnesses: An audit series 
comparing performance in both primary and secondary healthcare settings. 
Dr David Ledingham and Dr Rakesh Modi 
 
Background:  
Patients with psychotic illnesses are predicted to die 15 years younger than the normal 
population. The chief cause is cardiovascular disease1. Evidence-based guidelines 
recommend regular monitoring of their cardiovascular risk2.  
This series of audits investigated the cardiovascular monitoring of patients with psychotic 
illnesses in three representative healthcare settings:  Urban primary, rural primary and 
secondary psychiatric care. Efficiency of communication between primary and secondary 
care was also audited. 
Methods: 
Primary health care audits were undertaken in an urban and a rural setting. These looked at 
the proportion of patients who had their physical health regularly monitored in line with 
NICE guidelines. 
A similar audit was performed in an acute inpatient psychiatric unit. It also investigated the 
communication of results to GPs. 
Results: 
All audits showed that monitoring of cardiovascular health and communication of findings 
between primary and secondary care was below expected standards. Recommendations were 
made and have delivered some improvement. 
Key Messages: 
Cardiovascular health in patients suffering from psychotic illnesses is a significant problem 
that is currently poorly addressed.  
Failings occur both in individual services and in communication of results between primary 
and secondary care. 
These audits demonstrate potential for improvement in local services and in inter-service 
communication. 
 
1: Hennekens CH, Hennekens AR, Hollar D, Casey DE. Schizophrenia and increased risks of 
cardiovascular disease. Am Heart J. 2005 Dec;150(6):1115-21. Review. PubMed PMID: 
16338246. 
2: Core interventions in the treatment and management of schizophrenia in adults in primary 
and secondary care. NICE clinical guideline 82 (2009) – Schizophrenia. 
 
Winner 
 
Adherence to guidelines for extended venous thromboembolism prophylaxis in 
colorectal cancer patients 
Dr Markand Patel, Dr Mark Harris, Dr Ian Tapply, Mr Robert Longman 
 
Background: 
Extended venous thromboembolism prophylaxis (EVTEP) with enoxaparin for 28 days 
following surgery for cancer has a 60% risk reduction for venous thromboembolic events 
compared with a standard 6-10 day course.1 NICE guidelines suggest EVTEP should be 
offered to patients undergoing major abdominal/pelvic cancer surgery.2 This audit aimed to 



 
 

assess whether the Trust’s EVTEP prescribing and monitoring guidelines were being 
followed. 
Methods: 
A retrospective audit was undertaken using medical documentation of patients undergoing 
elective colorectal cancer surgery at the trust during February 2011. Adherence to trust 
EVTEP guidelines were recorded using a proforma, with targets at 100% for each standard. 
During April-May 2012, a prospective re-audit was undertaken. Following each cycle, audit 
results and improvement suggestions were presented to multi-disciplinary team-members.  
Results: 
Comparison of the initial audit (n=19) and re-audit (n=17) results showed a global 
improvement in guideline adherence. Marked improvements were seen in correct 
identification of programme patients (10% to 82%), information provision (16% to 82%) and 
correct completion of discharge letters (33% to 100%).  
Key Messages: 
This audit has shown improvements in EVTEP-related patient care and adherence to 
guidelines following educational interventions. The third audit cycle is underway to 
determine whether further education has brought about desired improvement. 
References: 

1. Bergqvist D, Agnelli G, Cohen AT, Eldor A, Nilsson PE, Le Moigne-Amrani A, et al. 
Duration of prophylaxis against venous thromboembolism with enoxaparin after 
surgery for cancer. The New England Journal of Medicine. 2002;346(13):975-80. 

National Institute for Health and Clinical Excellence. CG92 Venous thromboembolism – 
reducing the risk. London: National Institute for Health and Clinical Excellence; 2010. 
 
 
 
Runner up:  
Lorazepam prescribing in a Psychiatric Hospital 
Dr Rosemary King, Dr Guy Undrill 
 
Background: 
There are no clear guidelines on short term use of Lorazepam for behavioural control apart 
from rapid tranquilization. There is a need to identify whether there are peaks of 
administration at patients’ bedtimes which may imply that Nursing Staff are giving it as night 
sedation instead of for behavioural control. 
Methods: 
Data on Lorazepam prescription, dosage and administration was collected from the drug 
charts of current inpatients in 4 Wotton Lawn Hospital wards on April 5th (56 patients) and 
19th (68 patients). Some patients were assessed twice. The data was collected for a period of 1 
week retrospectively from the collection day. 
Results: 
68.5% patients had Lorazepam prescribed, and 51.8% of patients with Lorazepam prescribed 
received it. There was a definite peak at 22:00pm when the majority of Lorazepam was 
dispensed. Our impression is that it was most likely used for night sedation. 
Key Messages: 
Too much prn Lorazepam is prescribed on admission. Consultant feedback provided several 
suggestions for improvements including a modified drug chart. The authors will be meeting 
the Hospital/Unit managers to discuss findings and are liaising with the Drugs and 
Therapeutics Committee regarding the development of a guide to prn medication for junior 
doctors and nurses. 



 
 

 
Runner up:  
 
Are junior doctors best prepared to prescribe insulin? 
Dr Kittiya Sukcharoen, Dr Matthew Everson 
Background 
Although maladministration of insulin has been identified as a never-event by the Department 
of Health, a National Diabetes Inpatient audit identified significant errors in insulin 
prescribing. Prescription charts are usually started by junior doctors on patient admission. A 
recent Foundation Year 1 (F1) induction survey showed F1s did not feel confident in 
prescribing insulin. 
Aims and Objectives: 
The identification of common errors in prescribing, using National Patient Safety Agency and 
Department of Health standards. 
Methods: 
The audit examined the prescription charts of 40 insulin-dependant diabetic patients admitted 
between July and November 2011 to Great Western Hospital.The standards set in this audit 
was 100%. This audit identified more insulin prescribing errors at GWH than another trust, 
doing the same audit but which had an insulin prescribing section in its drug charts. To avoid 
dosage errors ‘units’ must be written in full. Significantly, there was compliance of 75% in 
GWH compared to 92% in the other trust. The other trust had ‘units’ pre-written on the form. 
Key Messages: 
Recommendations: 
� Add an insulin prescribing section into the prescription chart. 
� Bring forward the F1 insulin prescribing teaching into F1 induction week. 
� Improve junior doctors knowledge by making e-learning module on diabetes 
compulsory 
 
 
 
Creating a formalised Surgical Handback System at Southmead Hospital. 
Dr Helen Casey, Dr Maylin Oppenheimer, Dr Kiri Dixon 
 
Background:  
Southmead hospital accepts emergency surgical admissions for Urology, Vascular and 
General Surgery. Foundation Year 1 (FY1) doctors are on-call 8am to midnight. Emergency 
patients are clerked and reviewed by the on-call Specialist Registrar then managed by the 
FY1 until midnight.  No formal process to ‘hand-back’ these patients existed between the on-
call and speciality teams, thereby affecting timely patient management.  
Aim:  To create a formal process where 100% of emergency surgical patients are ‘handed 
back’ to their appropriate speciality by 8am the next day. 
Methods:  
FY1s undertook measures to quantify the extent and reasons for the delay.  Potential factors 
contributing to delays were analysed utilising a ‘fish-bone’ diagram.  
Results: 

1. An electronic ‘hand-back’ system for all emergency surgical admissions was created. 
2. Consequences of ‘hand-back’ delays was communicated to surgical colleagues, 

including designing a presentation for 2012 FY1 induction.   



 
 

3. A standardised communication process for all emergency surgical patients was 
developed with the Clinical Site Team.  

Key Messages:   
Demonstrating and recognising the multi-factorial nature of delays in ‘handing back’ on-call 
surgical patients has facilitated creation of a formal system. This has ensured emergency 
patients are ‘handed back’ to their appropriate speciality improving patient safety and 
decreasing length of hospital stay. 
 
Improving the provision of smoking cessation advice and therapy on the vascular 
surgery unit at the John Radcliffe Hospital, Oxford, UK – a clinical audit. 
Dr Elizabeth Morris and Dr Adam Willington - Unable to present due to weather 
 
Background: 
Stopping smoking is a key intervention in reducing cardiovascular disease.  Research 
demonstrates that hospital admission represents an important opportunity to initiate this 
process. 
Methods: 
This closed-loop clinical audit of 46 vascular surgery inpatients at the John Radcliffe 
Hospital, Oxford, assessed the existing provision of smoking cessation counselling and 
evaluated simple interventions to improve service.  Retrospective data was collected over 1 
month, with a subsequent spot re-audit 2 months later. 
Results: 
Initial results revealed only 64% of current smokers received smoking cessation counselling.  
Furthermore only 55% were offered nicotine replacement therapy (NRT).  Following an 
MDT education session and simple changes to the patient admission pathway, repeat audit 
demonstrated 100% of current smokers were counselled about smoking cessation, all of 
whom subsequently received NRT. 
Key messages: 
This audit shows that simple interventions can effect substantial changes in the delivery of 
smoking cessation services.  This represents an opportunity to modify long-term health 
outcomes in many patients. 
 
Get Trolleyed’ A Service Improvement project 
Dr Jennifer Callaghan, Dr Anna Fisher, Dr Katie Brice 
 
Background: 
Our setting was a busy District General Hospital in Taunton, Somerset. Junior Doctors noted 
whilst on-call one of the main problems encountered was finding equipment for 
venepuncture, due to differing layouts and stock levels in equipment rooms across the 
hospital. 
Methods: 
Initially we surveyed junior doctors, discovering the extent of the problem. Holding a 
‘cannula day’ we recorded how many were performed over 24 hours. After compiling a list of 
equipment needed to safely perform these tasks, we measured the time to collect this in 
various equipment rooms. A prototype of our equipment trolley was placed on a test ward, 
where we took repeat timings and resurveyed to look for improvement. 
Results: 



 
 

With introducing the trolley the average time for equipment collection fell from 89 to 20 
seconds. By implementing the trolley we would save 617 junior doctor hours per year (based 
on doctors performing 3-6 venepunctures per day) 
The trolley was well received by medical and nursing staff. 
Key Messages: 
A simple change can make a large difference. 
The trolleys are relatively cheap to implement, easy to maintain and will make a huge impact 
of the day to day life of all members of the MDT. 
 
 
Foundation Doctors as change agents: Creating a Department Handbook 
Dr Jatinder Minhas, Dr Jonathan Mills – Unable to present due to weather 
 
Background:  
A key anxiety facing foundation doctors is the detail of what is expected of them during a 
rotation. The specific demands of a job are not always communicated clearly, particularly 
when starting a new rotation when new doctors are overwhelmed with information. An 
improvement project aimed at helping foundation doctors cope with information in a 
manageable format was created.   
Methods:  
A handbook was written, having consulted the foundation doctors within the hospital about 
what they felt uncertain and unsure about and information deemed useful by the authors (e.g 
contacts, job roles) was collated into a handbook. The draft was circulated to the foundation 
doctors and consultant staff to obtain feedback, before a final draft was completed. 
Results:  
A departmental handbook was created to support foundation doctors rotating through a 
speciality. Feedback was overwhelmingly positive from foundation doctors and consultant 
staff. 
Key Messages:  
Foundation doctors are key drivers for change within their working environment. If a 
problem is identified, foundation doctors can take the initiative to change their working 
environment, and simple measures can be highly effective. Senior staff are likely to be 
supportive, and the authors wish to encourage other foundation doctors to be agents for 
change. 
 
Flashcards: A simple and cheap innovation to improve foundation doctors’ confidence 
when prescribing. - Unable to present due to weather 
Dr David Rutkowski, Dr Lynne Warrander, Dr Doug Steinke, Dr Ray Keelan  
 
Background:  
Foundation doctors have been found to be major contributors of prescribing errors and often 
feel poorly prepared for prescribing by their undergraduate clinical education1 2. Numerous 
studies have reported these findings; however few studies have introduced meaningful 
interventions.  
Methods:  
A questionnaire was sent to FY2s (n=20) to determine the 15 most commonly prescribed 
medications on call. These medications and instructions were incorporated into a flashcard 
that was disseminated to new FY1s at University Hospital of South Manchester (UHSM). 
FY1s were asked to complete a pre-post questionnaire giving instructions for 10 medications 



 
 

and confidence of their prescribing these medications. A control group at Manchester Royal 
Infirmary (MRI) were given the same questionnaires but not the flashcard.  
Results:  
No significant difference in confidence was seen in FY1s at either hospital pre-flashcard. 
Both groups at week 4 demonstrated significant improvements in confidence in prescribing 
with UHSM demonstrating a significantly higher level of confidence compared with MRI 
(p<0.05). At week 4, 93% of students still used the flashcard 2.2 times/day claiming that it 
saved time on call (9.2/10). 
Key messages:  
At UHSM, we have introduced a cheap and simple flashcard of medication instructions 
which has been statistically shown to improve FY1s’ prescribing confidence. 
References: 
1. Dornan T, Ashcroft D, Heathfield H, Lewis, P, Miles, J, Taylor, D, Tully M, Wass V. An 
in depth investigation into causes of prescribing errors by foundtion trainees in relation to 
their medical education - EQUIP study. 2009. Study commissioned by the GMC. 
2. O'Shaughnessy L, Haq I, Maxwell S, Llewelyn M. Teaching of clinical pharmacology and 

therapeutics in UK medical schools: current status in 2009. Br J Clin Pharmacol 
2010;70(1):143-8. 

 
CT Pulmonary Angiography in suspected Pulmonary Embolism 
Dr Chris King, Amr Salam, Orhan Orhan, Vincent Mak - Unable to present due to weather 
 

Background: 
British Thoracic Society (BTS) guidelines state that a low or intermediate pre-test probability 
with a negative D-dimer effectively rules out pulmonary embolism (PE), avoiding the need 
for CTPA and its inherent risks (radiation exposure and contrast induced nephropathy). 
Methods: 
We retrospectively reviewed all CTPA and contemporary D-dimer results over two years in 
our trust. For patients with a negative D-dimer (≤230ng/mL), we looked for a documented 
Well’s score in the clinical notes or calculated one if not documented.  
Results: 
1645 CTPAs were performed. The PE detection rate was 15%: the BTS expects 25%, 
suggesting over-investigation in our trust.  
57(6.3%) had a negative D-dimer. Based on their Well’s scores, 79% of these patients were 
scanned inappropriately, costing the trust over £20,000. Only 8% had a Well’s score 
documented.  
Subsequently our radiologists agreed to refuse CTPA requests without a documented Well’s 
score. The respiratory team offered to review patients in whom PE was suspected but did not 
clearly meet BTS criteria. 
A re-audit of CTPA requests over a 2-month period identified a three-fold improvement in 
application of the BTS guidelines.  
Key messages: 
CTPA scanning for patients with a low-intermediate pre-test probability and a negative D-
dimer is bad practice, and potentially harmful. 
 
The NPSA issued new guidelines to reduce the harm caused by misplaced nasogastric 
feeding tubes. 
Dr. Ramona-Rita Sultana 
 
Background: 



 
 

The NPSA issued new guidelines to reduce the harm caused by misplaced nasogastric 
feeding tubes. 
Methods: 
Forty health-care professionals answered a questionnaire on strategies they use to confirm 
naso-gastric tube placement. 
Results: 
Fifty-three percent of respondents were unaware of a Trust policy available.  Twenty-nine 
would never use the whoosh test, however, three use it as a back-up check, four use it if 
unable to get aspirate and two use it if no pH paper is available.  
Two of the respondents who would use the whoosh test believe it is an unsafe practice. 
Seven respondents would give naso-gastric feeding if the pH of the aspirate is 5.5 or 6, which 
are both outside the safe range published by the NPSA.  One-fourth use the litmus paper to 
confirm tube position, which is an unreliable test.  
Fourteen respondents would always request a chest X-ray even if X-ray images are 
recommended as the second-line test and not for routine use.   
Key Messages: 
One key finding is that one-third of doctors are not adequately trained on X-ray interpretation 
for placement of feeding tubes, which causes concern, as misinterpretation of X-rays is the 
main causal factor leading to harm. 
References: 

 Lamont T, Beaumont C, Fayaz A, et al. Checking placement of nasogastric feeding 
tubes in adults (interpretation of x ray images): summary of a safety report from the 
National Patient Safety Agency. BMJ. 2011;342:d2586 
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Maximising the use of Info-flex to improve patient care 
Dr Juliet Bailey, Oliver Dyar 
 
Background: 
Timely discharge summaries (DS) sent to general practitioners upon discharge of patients 
from hospital improves patient care. In SDHCT, DS are written and sent using Info-Flex 
software, the majority written by Junior Doctors (63%). A second significant task of the 
Junior Doctor is creating and maintaining a daily ward list. Currently, each list is produced 
manually using excel or word software. 
Key messages:  
There appears to be unnecessary duplication of work, as the clinical information required for 
a DS is akin to that required for the ward list summary. 



 
 

Methods: 
We used the Healthcare Quality Improvement Partnership model to plan and execute our 
improvement project. Quantitative outcome measures were agreed and a baseline collected 
for - time in minutes per discharge summary and per ward list update. Afterwards, we trialled 
and improved Info-flex software to create a ward list based on DS fields. Data is now being 
collected again while using Info-Flex to create ward lists instead of doing this manually. 
Results: 
Already the figures are promising. Our baseline data found a junior doctor spent up to 8 hours 
per 5 day week on these tasks. Initial data post-change has already found a 25% 
improvement. 
 
The 5th Vital Sign Incorporating Pain Assessment into the Observation Chart at 
UHBristol, a Closed Audit Loop. 
Dr Steven Lindley, Mr. Ben Welham, Dr Nilesh Chauhan 
 
Background 
Pain assessment is considered the ‘5thvital sign’. Previously at UHBristol, pain 
documentation was recorded on a separate form to the observation chart. An audit in 2009 
and reaudit in 2012 determined the assessment of pain of inpatients at UHBristol.  
Methods and Results: 
Five patients were randomised from each ward at UHBristol (n=152). The initial audit asked 
whether pain assessment forms were present and whether they were completed accurately. 
100% of patients had an observation chart. However, only 50% of patients had any form of 
pain assessment tool (1% medical and 64% surgical patients). 40% of patients had pain 
recorded for more than half of very observation entry. 
Results of the initial audit raised a mandate to redesign the observation chart to incorporate 
pain assessment. A new form was introduced in 2011 and reaudited in June 2012. Similar 
methodology was applied for the reaudit. (n=132). There was a 91% uptake of the 
observation chart and 100% patients had pain recorded. 99% of these patients had pain 
recorded for more than half of very observation entry.  
Key Messages: 
Owing to the established use of an ‘observation chart’, the uptake of pain assessment 
recording is now exceptional. Regular and clear documentation of pain assessment has also 
vastly improved. 
 
Audit of BHIVA 2008 HIV Testing Guidelines & Clinical Implementation 
Dr James McGuinness 
 
Background:  
The British HIV Association (BHIVA) identified HIV as a chronic treatable condition and 
published guidelines in 2008 detailing who should be offered testing (1). Our ward consists 
of gastroenterology, rheumatology, infectious diseases and haematology patients A previous 
inpatient audit found that 22% of patients had an indicator condition where testing should be 
offered. 40% had an HIV test carried out and 50% had consent documented within the notes. 
This has been discussed at the ward clinical teaching sessions and grand rounds. 
Method:  
Inpatients were audited with respect to if they had been diagnosed with an indicator 
condition. Indicator conditions were those described in the BHIVA 2008 guidelines. 
Descriptive statistics were then calculated. 
Results:  



 
 

18 inpatient notes were audited. 28% were found to have an indicator condition. 60% had an 
HIV test carried out, with 67% having had consent documented within the notes. 
Key Messages: 

 Late diagnosis is most important factor associated with HIV-related morbidity and 
mortality in the UK (1). 

 Early diagnosis is essential for good outcomes (1). 
 We are still falling short of the 100% target. 
 We have improved. 
 We should continue to use the modified blood results sheet. 
 The audit should be repeated in the next training block. 

 (1) British HIV Association. UK National Guidelines for HIV Testing 2008. 2008; Available 
at: http://www.bhiva.org/HIVTesting2008.aspx. Accessed November 13th, 2012. 

 
Survey of Foundation Doctor’s confirming Death in Accordance with the 2008 
Dr Sarah Leslie, Dr Laura Downie, Dr Paul Jefferson 
 
Background: 
 “A Code of Practice for the Diagnosis and Confirmation of Death,” published in 2008 as a 
guideline confirming death. Our aim was to establish if FY1s were in compliance with these 
guidelines 
Methods: 
A paper survey was sent to hospitals in the UK, asking 5 multiple choice questions. Using the 
2008 guidelines as a standard for comparison - 5 minutes should be taken to establish absence 
of both central pulse and heart sounds, then confirm the absence of papillary response to 
light, corneal reflexes and lack of motor response to supra-orbital pressure.   
Results: 
Response rate of 49.3% covering FY1s from 21 universities.   
Establishing cardio-respiratory arrest; 32%observed for 1 minute, 38%for 2 minutes, 21%for 
3 minutes, 2%for 4 minutes and 6%for 5 minutes.  
98%checked pupil’s response to light, 12% assessed response to supra-orbital pressure and 
13%assessed corneal reflexes. 3% complied with all aspects of the guidelines.   
78%of FY1s had not heard of the 2008 guidelines, 68% taught how to establish death as an 
undergraduate and 58% received teaching during foundation induction. 
Key messages: 
FY1s are not meeting the standard set out by the 2008 Guidelines. Further teaching in this 
subject is required at both an under and post graduate level 
 
A Code of Practice for the Diagnosis and Confirmation of Death, Academy of Medical Royal Colleges 2008, 
http://www.aomrc.org.uk 
 
A bleeding waste of money: an audit of clotting screen requests on the Surgical 
Admissions Unit 
Dr John Williams, Mr Mark Taylor 
 
Background:  
It was observed that many patients admitted via the Surgical Admissions Unit (SAU) were 
having clotting screens with normal results. We investigated whether this test was clinically 
indicated and its cost. 



 
 

Methods: Surgical adult and paediatric patients admitted via SAU over a 14 day period were 
retrospectively identified from a spreadsheet. Their admission history was reviewed to 
identify a clinical indication for a clotting screen and the blood results were reviewed. An 
audit standard was set that 95% of patients should have a clinical indication for a clotting 
screen. 
Results:  
94% of patients had a clotting screen, including several children. 10% of patients had the test 
repeated a second or third time despite previously normal results and no clinical indication. 
Clinical indications could only be identified in 21%. Abnormal results were seen in 5%, who 
were all taking warfarin. The combined clotting screen costs £6.05 per patient. 
Key messages:  
Clotting screens are currently being performed indiscriminately as a baseline or routine test. 
Significant cost savings can be made with judicious requesting. A second audit cycle will 
take place following a teaching session to Foundation Doctors. 
 
Antibiotic Prescribing for Upper respiratory tract infections in Primary care- a 
prospective interventional audit. 
Dr Kawaljit S Dhaliwal, Dr Dinesh Kapoorm Dr Christos Micheal 
 
Background:  
Antibiotic resistance can be described as the resistance of a bacterial species to a previous 
antibiotic medicine to which previously it was sensitive.  
The CDC has reported over 100 million antibiotic prescriptions in primary care equivalent 
settings worldwide. Therefore resistance can easily be promoted with even the smallest 
percentage of inappropriate prescriptions. 
The aim of our study was to investigate and improve upon antibiotic prescribing for patients 
presenting with upper respiratory tract infections in the primary care setting.  
Methods: 
We carried out an analysis over one month of appropriately prescribed antibiotics for a group 
of 52 patients presenting with upper respiratory tract infections in an inner city primary 
healthcare centre. This was then repeated by providing staff with guidelines to help define the 
need for either no antibiotics, immediate antibiotics or even delayed antibiotics.  
Results: 
We showed that following the introduction of a prescribing proforma the overall number of 
antibiotic prescriptions was reduced by 10%. Inappropriate prescriptions were reduced from 
56% to 25% (P value 0.0001). 
Key message: 
This study demonstrates that a statistically significant reduction in inappropriate antibiotics 
prescribing can be achieved through staff awareness and education. 
 
Are patients with early breast cancer at Northumbria Healthcare NHS Trust 
undergoing adjuvant treatment in accordance with NICE guidelines? 
Dr Colette Robbins, Mr M Carr, Maria Lawson 
 
Background: 
Breast cancer is the most common cancer in women in England.  
Adjuvant therapy planning is one key area identified to improve clinical practice in early 
breast cancer.  NICE guidelines recommend adjuvant therapy to start within 31 days of 
surgery. 



 
 

This audit was undertaken at Wansbeck General Hospital (WGH), an oncology unit treating 
patients with symptomatic breast cancer, to measure compliance with guidelines across 
Northumbria Healthcare NHS Trust over a 2 year period. 
Methods: 
The retrospective audit, aided by the NICE Audit support data collection tool, gathered data 
from WGH, the Northern Centre for Cancer Care, medical records and Somerset Cancer 
database. 
Where guidelines were not met (therapy started > 31 days) reasons were sought. 
Results: 
270 patients were diagnosed with breast cancer; 99 did not fit audit criteria.  34% of the 
remaining 171 patients met NICE guidelines.  Excluding exceptions such as patient choice 
this increased to 49%, thus indicating 51% non-compliance mainly attributable to hospital 
factors. 
Key messages:   
The audit shows 49% compliance with NICE guidelines.  As no single factor accounted for 
this figure a number of recommendations have been made for improvement.  Re-audit is 
planned for 2014 after implementation of changes. 
References: 

1. Office for National Statistics. Breast Cancer: Incidence, mortality and survival. London: 
Office for National Statistics; 2012. http://www.ons.gov.uk/ons/rel/cancer-unit/breast-cancer-
in-england/2010/sum-1.html (accessed Oct 2012) 
 
2. National Institute for Health and Clinical Excellence. Early and Locally Advanced Breast 
Cancer: Diagnosis and Treatment. CG80. London: National Institute for Health and Clinical 
Excellence (2009). http://www.nice.org.uk/nicemedia/live/12132/43312/43312.pdf (accessed 
Oct 2011). 
 
3. National Institute for Health and Clinical Excellence. Early and Locally Advanced Breast 
Cancer: Diagnosis and Treatment. Audit Support Implementing NICE guidance. CG80. 
Manchester: National Institute for Clinical Excellence (issued 2009, updated 2012). 
http://www.nice.org.uk/nicemedia/live/12132/44164/44164.DOC (accessed Oct 2011) 
 
High-quality care for acutely ill patients – Review of Recent Publication of a Dr Foster’s 
Audit 
Dr Beenish Inayat , Dr Andrew Money-Kyrle 
 
Background: 
Recent publication of a Dr Foster audit has shown an association 
between increased mortality in patients admitted at weekends compared to during weekdays. 
Following considerable media interest, it has been suggested that this might be because of 
reduced consultant availability during weekends. Alternative explanations include the 
hypothesis that patients admitted during the weekend are on average sicker than those 
admitted during the week. 
The RCP recommends that patients admitted as emergencies should be seen within 6-8 hours 
when the AMU is staffed by a consultant. Patients admitted overnight should have a 
consultant review within a maximum of 12–14 hours. 
Method: 
We have audited the time from admission to junior doctor and consultant review of patients 
admitted under a general medical take and analysed the differences between admission on 
weekdays compared to the weekend. In addition we have looked at the Charlson co-morbidity 



 
 

scores of all the patients to determine whether patients admitted at weekends are at higher 
risk generally. We have undertaken an analysis prior to a major re-organisation of emergency 
services in the Trust and plan to repeat the audit over the coming months following the 
reconfiguration to complete the audit cycle. 
Results and Key Message: 
Preliminary analysis suggests that patients admitted at weekends have more co-morbidities 
on average than those admitted during the week. Patients are likely to be seen less quickly at 
weekends prior to the reconfiguration. Data regarding the situation post-reconfiguration is 
due to be collected and analysed. 
 
 
Audit: Head Injuries in Children 
Dr Amy Ferris, Dr Peter Dale 
 
Background: 
More than 700,000 patients present to hospital with head injuries annually1  and up to half of 
these cases are children.  CT is the gold standard for identifying intracranial injury2 but this is 
not viable in every case.  NICE provide guidance on when to scan children and the aim of 
this audit was to verify whether children are being scanned appropriately.   
Methods: 
All children presenting with head injury in a 3 month period were audited.  Their A&E 
clerking and radiology requests were accessed via the hospital database and were compared 
with the NICE criteria for CT head scans; any discrepancies were verified by the full notes.  
A teaching session on NICE guidelines was provided in the department, and the audit then 
repeated to assess the success of this intervention.   
Results: 
20 children met the criteria for CT scans, but only 12 received them.  In those cases where 
guidelines were not followed, the documentation of rationale was poor.  The compliance with 
guidelines increased from 45% to 78% following the teaching session. 
Key messages: 
All scans performed were indicated, but when CT scans were not performed despite 
indications the rationale needs to be better documented.  Periodic educational interventions 
can increase the adherence to NICE guidelines. 
References: 

1 Maguire JL, Boutis K, Uleryk EM, Laupacis A, Parkin PC.  Should a head injured 
child receive a head CT scan?  A systematic review of clinical prediction rules.  
Paediatrics;124(1):e145-54. 

2  Pickering A, Harnan S, Fitzgerald P, Pandor A, Goodacre S 2011.  
Clinical decision rules for children with minor head injury: a systematic review.  
Archive of dieases in childhood;96(5):414-21 

 
Are X-rays Requested Appropriately in Acute Abdominal Pain? 
Dr Laura Preston - Unable to present due to weather 
 
Background: 
Acute abdominal pain is a common surgical presentation. X-rays can be valuable diagnostic 
tools if used appropriately but if used indiscriminately they expose patients to harmful 
ionising radiation. 
Methods: 



 
 

Surgical admissions with acute abdominal pain were identified over one month. If the patient 
had an X-ray, the indication on the request form was recorded. Using patient notes, the 
findings after clinical assessment were recorded and compared with that on the request form. 
The appropriateness of the request was assessed based on the Royal College of Radiologists’ 
(RCR) guidelines (1). 
Results: 
98 patients were admitted with acute abdominal pain. Of the 58 who had abdominal X-rays, 
30 were appropriate. 56 had chest X-rays and only 22 were appropriate. In many cases, 
information on the request form did not match with the clinical information in the patients’ 
notes. 
Key messages: 
X-rays are being requested inappropriately suggesting that doctors are not aware of the RCR 
guidelines and are treating X-rays as “routine” investigations.  
The RCR guidelines are not readily accessible so I have produced a poster illustrating them 
for the Emergency Department and surgical wards. 
A re-audit is in progress and due for completion in December 2012. 
Reference: 
(1).The Royal College of Radiologists. “Making the best use of clinical radiology services: 
referral guidelines.” London: The Royal College of Radiologists, 2007 
 
Left ventricular failure (LVF) complicating acute Myocardial Infarction (MI) - Are 
prescribing practices concordant with NICE guidance? 
Dr Henry Stuart Good Winearls, Dr Judith Jade & Dr Binoy Skaria  
 
Background: 
Acute LVF remains a common and serious complication of MI1.  In patients with post-MI 
LVF  NICE guidance suggests the use of an aldosterone antagonist licenced for heart failure 
together with an ACE inhibitor and a maximally up-titrated β-Blocker2. The aim of this audit 
was to ascertain if, in patients with LVF complicating acute MI, these agents are being 
initiated and the level of HR control established. 
Method: 
Patients presenting with MI to University Hospitals of Leicester during April 2012 with 
clinical examination or radiological findings consistent with acute LVF were prospectively 
identified. The following data was recorded: demographics, discharge medication, average 
discharge heart rate (HR), Killip class and ejection fraction.   
Results: 
27 patients were identified with 6 dying prior to discharge. 33% of patients were prescribed 
an aldosterone antagonist. All patients were prescribed an ACE inhibitor and all but one a β-
blocker. The average HR was 70 however 8 patients had an average HR of 80-100 prior to 
discharge. 
Key Messages: 
Whilst prescribing rates are good for ACEi and β-blockers, there is significant under-
prescribing of aldosterone antagonists. The up-titration of β-blockade could be also improved 
in some patients. 
References: 
McManus, D., Marcello, C., Saczynski, J., Joel, M., Gore, M., Yarzebski, et al. (2011) 30 – 
Year Trends in Heart Failure in Patients Hospitalized with Acute Myocardial Infarction. Am 
J Cardiol 2011:107:353-359 



 
 

National Institute for Health and Clinical Excellence (2007)  MI: Secondary prevention in 
primary and secondary care for patients following a myocardial infarction CG no 48, London 
National Institute for Health and Clinical Excellence. 
 
Are we following the NCEPOD recommendations for emergency surgery in elderly 
patients? 
Yuka Ikegaya, Jamshed Shabbir  
 
Background: 
A National Confidential Enquiry of Patient Outcome and Death (NCEPOD) report1 in 2010 
highlighted the failure of the NHS in providing good quality clinical care for elderly patients 
undergoing emergency surgery. This report produced important guidelines aimed at 
improving the emergency pre-operative and post-operative care of elderly patients. 
Methods: 
This audit compared the care given to 22 patients over the age of 80 who had undergone 
emergency general surgery (excluding trauma and orthopaedics, urology and vascular) in the 
Bristol Royal Infirmary between January and September 2012 to the NCEPOD guidelines.  
Results: 
Of the 11 processes audited, the trust was not compliant in 4 of the recommended guidelines. 
Most notably, none of the patients received the recommended routine input from the Care of 
the Elderly team (COE), despite over 67% of all post-operative complications resulting from 
medical illnesses and two thirds of recorded deaths secondary to medical causes.  
Key messages: 
There is a clear need to increase the daily input from the COE team in managing acutely ill 
elderly surgical patients with scope to introduce a local trust protocol triggering appropriate 
referral of patients to COE from general surgery.  
 
1. Wilkinson K, Martin IC, Gough MJ, Stewart JAD, Lucas SB, Freeth H, Bull B, Mason M. 
Elective & Emergency Surgery in the Elderly: An Age Old Problem (2010). London: 
NCEPOD; 2010 November [cited 2012 November 14]. Available from 
http://www.ncepod.org.uk/2010eese.htm. 
 
 
Screening for alcohol misuse and alcohol related admissions at the Royal Bournemouth 
Hospital - Unable to present due to weather 
Dr Biren Patel , Dr Safa Al-Shamma  
 
Background: 
Hazardous alcohol consumption is increasing in the UK with alcohol related admissions 
(ARA’s) doubling to over one million since 2002/03 (1, 2). NICE guidelines state that health 
care professionals should routinely screen for alcohol misuse (2).  
Methods: 
We carried out an audit at the Royal Bournemouth Hospital to investigate whether doctors 
were obtaining sufficient information on alcohol consumption in newly admitted patients. We 
also investigated the number of ARA’s and alcohol consumption amongst these patients.  
Results: 
We audited 191 notes over four days and found that 36% of patients had no alcohol history 
taken. Amongst these, 13% were found to be drinking in excess of the recommended limits 
whilst 7% had an ARA. Alcohol contributed to 9% of all admissions of which 22% of 
patients had no alcohol history taken and two thirds of patients were not screened adequately 



 
 

using the CAGE questions. ARA’s were highest in those aged 40-50 (54%). We also found 
that the percentage of patients drinking above the recommended limits declined with age with 
2% of over 70’s (n=127) falling in this category.  
Key messages: 
Our data shows the increasing trend of ARA’s and emphasises the importance of asking all 
patients, irrespective of age, basic questions on alcohol consumption. It is vital that patients 
misusing alcohol are identified and offered the relevant services.   
References: 
1. Statistics on Alcohol: 2012, Health and Social Care Information Centre, Lifestyles 
Statistics, 31st May 2012 
2. National Institute for Health and Clinical Excellence (2012) Alcohol-use disorders: 
preventing harmful drinking [115]. London: National Institute for Health and Clinical 
Excellence 
 
Improving patient safety in a district general coronary care unit – a simple intervention 
with far-reaching consequences 
Salman Gauher, Edward Green - Unable to present due to weather 
 
Background: 
At West Middlesex University Hospital patients on the Coronary-Care-Unit needing 
angiograms are transferred for 'same day treat-and-return' procedures to Hammersmith 
Hospital. These patients often return out-of-hours, necessitating the on-call team carrying out 
their repatriation clerking, who are often unfamiliar with the specificities, and feel 
uncomfortable clerking these patients. Important aspects of a standard post-angiogram 
clerking were frequently being omitted. 
Methods: 
A sample of 15 clerkings were selected, and the frequencies of missing data in each of 11 key 
areas recorded.  
We produced a simple two-page clerking-proforma, in conjunction with Consultant 
Cardiologists, who provided input on the requirements of a high-quality clerking. The 
proforma incorporated patient details, background, procedure results, post-operative 
symptoms, observations, examination requirements, post-angiogram ECG, and post-
angiogram plan. 
Results: 
A significant reduction in miss-rates was seen in 10 of the 11 key areas after the introduction 
of the pro-forma. 
We obtained feedback from users of the proforma, who suggested improvements and 
additions. A subsequent re-audit showed further decreases in the miss-rates, therefore 
indicating improved patient safety. 
Key-Message: 
A simple intervention, if designed appropriately, created with the user in mind, and backed 
by key stakeholders, can result in a significant improvement in patient care and working 
environment for doctors. 
 

Cardiovascular Health monitoring in Patients with psychotic illnesses: An audit series 
comparing performance in both primary and secondary healthcare settings. 
Dr David Ledingham and Dr Rakesh Modi 
 
Background:  



 
 

Patients with psychotic illnesses are predicted to die 15 years younger than the normal 
population. The chief cause is cardiovascular disease1. Evidence-based guidelines 
recommend regular monitoring of their cardiovascular risk2.  
This series of audits investigated the cardiovascular monitoring of patients with psychotic 
illnesses in three representative healthcare settings:  Urban primary, rural primary and 
secondary psychiatric care. Efficiency of communication between primary and secondary 
care was also audited. 
Methods: 
Primary health care audits were undertaken in an urban and a rural setting. These looked at 
the proportion of patients who had their physical health regularly monitored in line with 
NICE guidelines. 
A similar audit was performed in an acute inpatient psychiatric unit. It also investigated the 
communication of results to GPs. 
Results: 
All audits showed that monitoring of cardiovascular health and communication of findings 
between primary and secondary care was below expected standards. Recommendations were 
made and have delivered some improvement. 
Key Messages: 
Cardiovascular health in patients suffering from psychotic illnesses is a significant problem 
that is currently poorly addressed.  
Failings occur both in individual services and in communication of results between primary 
and secondary care. 
These audits demonstrate potential for improvement in local services and in inter-service 
communication. 
 
1: Hennekens CH, Hennekens AR, Hollar D, Casey DE. Schizophrenia and increased risks of 
cardiovascular disease. Am Heart J. 2005 Dec;150(6):1115-21. Review. PubMed PMID: 
16338246. 
2: Core interventions in the treatment and management of schizophrenia in adults in primary 
and secondary care. NICE clinical guideline 82 (2009) – Schizophrenia. 
 
Analysis of the implementation of breast multi disciplinary team decisions at a district 
general hospital 
Dr Alexander Bates, Mr Angus McNair; Miss Donna Egbeare, Mr Charlie Chan, Mr James 
Bristol 
 
Background: 
Multidisciplinary teams (MDT) are an essential part of cancer care in the United Kingdom.  
Evidence suggests that MDT decisions often need revising.  In breast cancer, one study 
investigated MDT implementation rates in Bristol and identified 6.9% decisions that were 
subsequently changed.1 The aim of this audit is to compare MDT decision implementation 
rates in Cheltenham to this standard and to identify factors that may affect this rate. 
Methods: 
All patients discussed at Cheltenham MDT meetings in April 2011 were included.  Decisions 
were identified and compared to the treatment patients received.  Case notes were examined 
where decisions were not implemented to identify reasons. Logistic regression was used to 
identify any association between implementation rates and other factors.  
Results: 
63 decisions proceeded for analysis.  7 (11.1%, 95% CI 3.1%-19.1%) decisions were not 
implemented. Of these, 6 were because of patient choice, 1 was because of new information 



 
 

being obtained post MDT.  Of decisions not implemented due to patient choice, all involved 
choice of surgery. 
No association was demonstrated between implementation rates and lead surgeon and age, 
P=0.45 and P=0.99 respectively. 
Key Messages: 
Implementation of breast MDT decision making in Cheltenham General Hospital is in line 
with published standards.  
The MDT should more closely consider patients’ views to improve this further.  
 
References: 
English R, Metcalfe C, Day J, Rayter Z, Blazeby JM; breast cancer multi-disciplinary team. 
A prospective analysis of implementation of multi-disciplinary team decisions in breast 
cancer.  
Breast J. 2012 Sep;18(5):459-63. 
 
An Audit into DNAR Decision-making on the Elderly Care Unit 
Dr Tessa Glyn, Dr Holly Edmond 
 
Background: 
The recent NCEPOD Report ‘Time to Intervene?’ recommended that resuscitation decision-
making, “should be applied consistently and communicated effectively”. We report an audit 
of practice surrounding Do Not Attempt Resuscitation (DNAR) orders in the Elderly Care 
Unit (ECU) of St Thomas’ Hospital, London. 
Methods: 
Retrospective audit of all ECU patients on single day – 79 patients. Standards based upon 
NCEPOD recommendations.  
Data extracted from patient notes and nursing handover sheets. 
Results: 
49% of ECU patients had DNAR statuses.  
The proportion of patients made DNAR varied by Consultant –38% to 69% of their patients. 
6/79 resuscitation statuses were incorrect on nursing handover sheet. 
Of patients with DNAR orders: 13/39 had capacity. Of these, 62% of decisions were 
discussed with the patient. Of patients lacking capacity, 31% of decisions were discussed 
with next of kin. 
Documentation justifying the decision was poor. 
Key Messages (and Actions Agreed Upon): 
Improve Process of DNAR Decision-making 
-»Update DNAR forms following communication with patient/relatives. 
-»Include tickbox prompt for resuscitation status on ward-round proformas. 
Improve Communication with MDT 
-»Edit DNAR form to mandate communication with Nurse In Charge. 
-»Review resuscitation statuses in bi-weekly MDT Meeting. 
Explore Variation between Consultants 
-»Consultants to discuss personal DNAR decision-making approach at  
 
Audit of Overnight Red Blood Cell Transfusion, Weston General Hospital (WGH) 
Dr Sarah Mabbutt, Dr Philip Robson, Mrs Louise Jefferies 
 
Background:  



 
 

The Serious Hazards Of Transfusion report, 2005, recommends that transfusion at night 
(20.00-0800 hours) is inherently unsafe and should be avoided unless clinically essential (1). 
The aim of this audit was to establish the number and appropriateness of overnight red blood 
cell (RBC) transfusions at WGH.  Criteria for appropriate overnight RBC transfusion were a) 
active bleeding or haemolysis at the time of transfusion, b) low haemoglobin level giving 
significant symptoms (2).  
Methods:  
Case notes for all patients who received an overnight transfusion between 1st and 14th March 
2012 were searched for documentation regarding the reason for transfusion.  
Results:   
There were 27 RBC transfusion episodes, 32% of all episodes, during overnight hours. 1 case 
was excluded. 31% (n=8) of overnight transfusions satisfied the standards, whilst in 62% 
(n=16) there was no acute clinical need for transfusion overnight. 8% (n=2) required 
transfusion for next-day discharge.  
Key messages:  
This highlighted the need for further education for doctors and nurses regarding the hazards 
of overnight transfusion. To encourage thought on this issue, a new transfusion prescription 
proforma was developed with a tick box for whether each unit prescribed needed transfusion 
out-of-hours. A re-audit will occur in 2013 to ensure the situation has improved.  
 
Serious Hazards of Transfusion Steering Group. SHOT Annual Report 2005. UK; November 
2006. 
National Comparative Audit of Overnight Red Blood Cell Transfusion Project Group. 
National Comparative Audit of Overnight Red Blood Cell Transfusion. UK; January 2008. 
 
Confusion over transfusion: An audit of the level of knowledge amongst F1 doctor's 
regarding the medical beliefs of Jehovah's Witnesses 
Dr D Selvakumar 
 
Background: 
Jehovah’s Witnesses have specific beliefs regarding blood transfusions based on literal 
interpretation of passages in the Bible.1 Personal choice affects whether certain blood 
fractions and alternative treatments are acceptable 2, this may not be well known or 
understood by doctors. The foundation programme curriculum 3 states doctors must respect a 
patient’s perspective/views on their treatment; knowledge is necessary in order to fulfil this. 
Methods: 
22 foundation year one (F1) doctors at Worcestershire Royal Hospital were surveyed about 
the medical beliefs of Jehovah’s Witnesses, the results showed inadequate knowledge and 
lack of confidence in managing these patients.  The group were given a teaching session and 
then re-surveyed.  
Results: 
Pre-intervention 18% of F1 doctors felt adequately prepared if a Jehovah’s Witness under 
their care needed blood products.  This rose to 94% post-intervention. 
For questions relating to blood products, post-intervention there was a significant 
improvement (p<0.001) in the percentage of candidates with correct responses (median 
increase of 30%, range = 21% - 65%). 
Key messages: 
This study shows that F1 doctors did not have adequate knowledge about the medical beliefs 
of Jehovah’s Witnesses. Educational intervention significantly improved their level of 



 
 

knowledge and understanding; this should in turn improve the quality of care received by 
these patients. 
 
References: 
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Management of suspected pertussis cases, an audit to the HPA guidelines.  
Dr Eleni Syrimi, Dr Ajay Gupta 
 
Background:  
During the recent outbreak of whooping cough in the UK, 1,322  cases of Bordatella pertussis 
were reported in September. We conducted an audit to determine adherence to the new HPA 
guidelines regarding the management of these patients. 
Methods:  
We retrospectively analysed patients’ records of children with suspected whooping cough, by 
selecting patients who had pernasal swabs for Bordatella pertussis during the last two years. 
We designed an audit pro-forma according to the new HPA guidelines and conducted a result 
analysis.  
Results:  
Amongst 27 patients, 58% should have been notified as confirmed or suspected cases, but 
only 2% was. Furthermore, clinical information of 19% of patients was not adequately 
documented. Finally, only 2% of the patients were investigated for vulnerable contacts. 
Pernasal swabs were obtained according to the protocol in all cases but serology testing was 
not available in our lab. There was adequate documentation of immunisation status, advice 
and follow up.   
Key messages:  
Implementation of training is required regarding the management of suspected pertussis 
cases. Appropriate laboratory testing with pernasal swabs and serology should be introduced 
in all hospital labs. Finally, as pertussis is one of the notifiable diseases, all cases should be 
notified to the local authority. 
 
1Health protection agency: Infection report, Volume 6 Number 43 [document on the 
internet]. c2012 [updated 2012 October 25; cited 2012 November 15]. Available from: 
http://www.hpa.org.uk/hpr/archives/2012/hpr4312_prtsss.pdf 
 
 
Do not ignore the warning bleed; the post-tonsillectomy alert card 
Dr Michelle Carey, Owen Weeks, Alun Tomkinson 
 
Background:  
A post-tonsillectomy bleeding card was designed (figure 1) following a fatality when a 
patient was not brought to A+E after a ‘warning bleed’. The aim was to alert healthcare 
professionals to the dangers of the ‘warning bleed’. 
Methods:  
Twenty paramedics were asked if they attended a patient who was no longer bleeding would 
they advise the patient a) rest at home; b) rest at home and report to the GP; c) take her 



 
 

straight to A&E; d) go to the GP for antibiotics; e) contact her ENT team. They were shown 
the alert card and asked the same scenario again.  
Results:  
40% of the paramedics gave the correct answer before being shown the alert card, with 90% 
after being shown the card. On further questioning paramedics found the card useful as it was 
endorsed by the ENT department at the University Hospital of Wales (UHW) which they felt 
acted as support for bringing the patient into hospital.  
Key messages:  
We have begun to give cards out to patients and plan to audit the effectiveness of them in six 
months time. It is hoped the cards will enforce the seriousness of warning bleeds for both 
healthcare professionals and patients.  
 
 
Improving discharge summaries at Basildon hospital 
Dr Ruth Lamb, Hagen Gerofke 
Background: 
Discharge summaries are important medical documents that should detail information about a 
patients admission to hospital, care during admission, diagnosis at discharge and plan for 
continuing care. 
Methods: 
Discharge summaries and notes of 50 patients discharged from the acute medical ward at 
Basildon hospital were audited. 
Results: 
A significant number of discharge summaries were inaccurate or suboptimal when compared 
to expected standards. 
Co-morbidities, allergy status, investigations and procedures undertaken (and their results), 
medication changes, discharge diagnosis and plan for further care/follow-up were generally 
poorly documented. Further analysis revealed a knock on effect on coding resulting in 
differences to the way the hospital was paid. In over 20% of patients this difference 
amounted to thousands of pounds of loss for the hospital. Areas for improvements were 
suggested and implemented before re-auditing. 
Key messages: 
Discharge summaries not only provide a record or patients about the care they recieved but 
also serve as a means of communication between doctors and other health care professionals, 
are use by coders to determine how (and how much) a hospital gets paid for each admission 
and contribute to epidemiological data by providing information on morbidity and 
mortality. Accurate and detailed documentation is therefore paramount. 
 
 
 
Guidelines for assessing children with cervical lymphadenopathy or peripheral 
(non-cervical) lymphadenitis in the emergency department 
Dr Jane Ding, Dr Geetha Fonseka 
 
Lymphadenopathy and lymphadenitis are common findings in the paediatric population. 
90% of children aged 4 to 8 have palpable cervical lymph nodes (1). The main difficulties lie 
in when to carry out further investigations as the list of differential diagnosis is extensive. 
Commonest causes include infection and reactive nodes, but ones not to miss include 
Kawasaki disease and malignancy. Thorough history taking and examination are key to 
determining the diagnosis. Majority of cases of lymphadenopathy and lymphadenitis are 



 
 

self-limiting or only require simple antibiotics. However, a small group of children will 
necessitate further investigations and/or long-term follow-up.To date there are no national 
guidelines for assessing cervical lymphadenopathy or peripheral lymphadenitis in children. 
As a result some emergency departments frequently carrying out unnecessary investigations. 
The aim of these two sets of guidelines is to provide step-by-step approaches for evaluating 
children who arrive at the emergency department with cervical lymphadenopathy or 
peripheral (non-cervical) lymphadenitis. It also gives general practitioners a framework for 
assessment in clinic and a list of red flags for urgent referrals. 
Reference: 
1. Park YW. Evaluation of neck masses in children. American family physician. [Review]. 
1995 Jun;51(8):1904-12. 
 
 
 
Management of tracheostomies outside of critical care 
Alex Midgely Hunt, Dr Tim van Hasselt, Ms Karen App, Dr Chris Mowatt 
Background: 
With use of percutaenous tracheostomies and outreach services, temporary tracheostomy 
patients are increasingly being managed outside of the critical care environment. It is 
therefore essential that ward staff are adequately trained, equipped and confident in managing 
tracheostomy patients. 
Methods: 
Questionnaires were distributed to nurses on head and neck, surgical high dependency and 
medical high dependency wards, which manage tracheostomy patients, at WorcesRoyal 
Hospital. Bedsides were inspected to assess whether required equipment was present. 
Standards were compared to Intensive Care Society guidelines. 
Results: 
Of 17 nurses of varying seniority, 9 had received no formal training. Whilst 16 nurses were 
confident in the management of a tracheostomy, none identified all the items required at the 
patient bedside. Only 6 nurses were able to select appropriate options to immediately manage 
a blocked tracheostomy, and none for a bleeding stoma. 2 patients' bedsides were audited, 
neither having all of the recommended equipment available. 
Key Messages: 
The preliminary results of this study suggest there may be gaps in knowledge among nursing 
staff regarding emergency management of tracheostomies, and that insufficient training is 
provided. We will complete data collection, and make conclusions and recommendations. 
 
 
 
Improving Dementia Care at Milton Keynes General Hospital: A Case Note Audit 
Dr Sarah Miller, Dr Claire Smith 
 
Background: 
There are 700,000 people with Dementia in the UK (1). 70% of in-patient beds are occupied 
by the elderly with up to 50% suffering cognitive impairment, including dementia (2). This 
audit assessed quality of care for dementia patients at Milton Keynes General Hospital 
(MKGH). 
Methods: 
A retrospective study of 40 case notes with a coded diagnosis of dementia and in-patient stay 
of over 5 days, were assessed using the National Audit of Dementia checklist tool (3). 



 
 

Information was collected on demographics, multi-disciplinary (MDT) patient assessment 
and discharge planning. 
Results: 
Initial MDT assessments were done well with the exception of formal functional assessments 
(7.5% Barthel use). 85% (34/40) of notes contained a personalised information section yet of 
these 94% (32/34) lacked information about preferences and routines and only 2.9% (1/34) 
documented information about actions to calm the patient if agitated. 61% of discharge 
summaries had no information on support needs. 
Key Messages: 
Patient information details and focused discharge summaries were identified as areas for 
improvement. Recommendations include ‘passports’ as used by nursing homes and MDT 
focused discharge summaries. Being part of a national audit, we can evaluate our findings 
against other hospitals and collaborate to make improvements in dementia care. 
 
 
 
Creutzfeldt-Jacob disease (CJD) Policy Adherence at the West of England Eye 
Unit. Royal Devon and Exeter Hospital 
Dr Maria Garcia 
Background:  
CJD is a progressive, fatal neurological disease that belongs to the 
Transmissible Spongiform Encephalopathies (TSEs) also known as prion diseases. These 
conditions are caused by a pathological accumulation in the brain of an abnormal protein 
called PrPSc. 
There have been reported cases of CJD transmission via contaminated neurosurgical 
instruments. This is the reason why many advisory committees have worked together to 
create numerous guidelines and protocols across the NHS on how to protect patients from the 
risk of iatrogenic CThese publications highlight the importance of CJD risk assessment 
protocols for patients 
undergoing surgery. 
Aim: 
This audit aims to evaluate if the WEEU is following the recommended local and 
national guidance with regards to risk assessment and consent for patients undergoing eye 
surgery in the department 
Methods:  
The notes of all patients undergoing surgery during June 2012 (n=412) were 
reviewed retrospectively in order to establish that the CJD risk assessment documentation had 
been completed. 
Results:  
The audit showed that out of the 301 ‘low risk’ surgeries performed in June, 163 
(54%) patients were assessed correctly , and 139 (46%) patients were not. Of the 21 ‘high 
risk’ surgeries only 4 (19%) were adequately assessed 
Key message:  
The results have produced a change in clinical practice within the department, 
and improved patient care and safety. 
 
 
 
An audit of oxygen prescribing on surgical wards 
Dr Leonie Giesen, Neil Ryan 



 
 

Background: 
Oxygen is one of the most commonly administered drugs in hospital, however its prescription 
is notoriously poor [1]. Whilst ready availability and easy administration of oxygen make it 
appear innocuous, both over- and underuse can cause significant morbidity and even 
mortality [2]. 
Method: 
We are currently undertaking an audit of oxygen prescribing on surgical wards at Southmead 
Hospital, using BTS guidelines as the audit standard [3]. The audit will assess whether the 
risk factors and target saturations section of our drug chart is being completed, and whether 
patients on oxygen have it prescribed appropriately. 
Results: 
Baseline data collection from 24 patients on three wards showed that the chart was completed 
appropriately in only 33% of cases, and that target saturations were missing in 46%. 
Several interventions are planned including: trialling a new drug chart, and training and 
communicating with responsible clinicians regarding oxygen prescription. We will then re- 
audit to assess improvements and close the audit loop. 
Key Message: 
Through this audit we hope to highlight deficiencies surrounding oxygen prescribing, 
demonstrate short-term improvement through simple interventions and bring about long- 
lasting change through broader recommendations, such as implementing a local oxygen 
policy. 
 
 
Management of Ectopic Pregnancy in the Emergency Department (Audit) - Unable to 
present due to weather 
Dr Fay Tomlinson, Dr Elizabeth Mowlem, Dr Chris Vorwerk, Mr Marwan Salloum 
 
Background: 
Whilst recent research1 indicates that the case fatality rate from ectopic pregnancy has fallen, 
there remains a need for improvement in timely recognition, treatment and referral of patients 
with suspected ectopic pregnancy in the Emergency Department (ED). 
Method: 
A retrospective audit of 54 patients with suspected ectopic pregnancy over a 2 year period in 
the Queen Alexandra Hospital ED, Portsmouth. Standards were taken from local guidelines. 
Data was collected from patient notes and the blood results database. Microsoft Excel 
spreadsheets were used to analyse and chart the results. 
Results: 
Documented rapid urinary pregnancy tests were performed on 89% of patients, with 19% 
having a documented correctly sized cannula, 61 % having full sets of bloods in ED and 31% 
documented as having observations at the guideline’s recommended frequency. The on-call 
Gynaecology SpR was documented as being contacted for 22% of the stable patients and as 
seeing the patient in the ED for 75% of the unstable patients. 
Key Messages: 
Departmental education is required to disseminate the audit results, improve knowledge of 
the guidelines and to encourage better documentation. An ectopic pregnancy pathway for the 
ED and updated guidelines are currently being proposed to enable safer and more efficient 
practice. 
1 Saving Mothers’ Lives: reviewing maternal deaths to make motherhood safer: 2006–08. 
The Eighth Report on Confidential Enquiries into Maternal Deaths in the United Kingdom. 
BJOG 2011;118(Suppl. 1):1–203. 



 
 

 
 
A study into the management of acute pancreatitis at a UK tertiary centre. 
Dr Clare Bird & Dr Danielle Solomon, Dr Duncan Watt 
Background: 
Acute pancreatitis is a common cause for hospital admission in the UK, with an incidence 
that is increasing1. Due to the prevalence and mortality rate of this condition, the British 
Society of Gastroenterology have published guidelines which outline the timescale in which 
calculation of severity, imaging and management should be carried out2 
Methods: 
Investigation requests and discharge summaries from 183 acute admissions to the Norfolk 
and Norwich University Hospital were used to ascertain the proportion of patients who were 
managed according to the guidelines with regard to; time to severity scoring, time to imaging, 
investigation of aetiology and definitive management. 
Results: 
99 of 183 patients (54.1%) received ultrasound or CT imaging within 24 hours and 67.76% 
(124) had an IMRIE score within 48 hours of admission. Of the 54 patients who were found 
to have gallstone pancreatitis, 30 (55.55%) had definitive management within 2 weeks. No 
cause was found in 83 patients. 
Key messages: 
When compared to the BSG guidelines, this hospital’s management of acute pancreatitis is 
flawed in some key areas, particularly timeliness of severity scoring and definitive 
management. The large number of “idiopathic” episodes suggests a need for regarding 
investigation in the absence of gallstones on ultrasound. 
 
Audit assessing the management of acute hyponatraemia at the Bristol Royal 
Infirmary 
Dr Benjamin Soukup, Dr James Seddon, Dr Rachel Bradley, Dr Sara Evans 
Background: 
Evidence shows that hyponatraemia is associated with increased all-cause mortality (1). 
Management can be complex and if incorrect, carries significant risk of neurological injury 
and death. We aimed to assess how effectively hyponatraemia is managed. 
Methods: 
Standards were generated using recommendations from expert panel guidelines (2) and 
opinions from the departments of endocrinology and geriatrics. A stratified random sample of 
42 inpatients from the past 12 months was selected. Samples were grouped into mild, 
moderate and severe. Hospital notes and blood results were assessed against standards. 
Results: 
A number of key areas were identified as falling below accepted management standards (see 
Fig 1). 
Documented recognition of hyponatraemia and its severity was recorded in 29% of notes. 
Paired urine osmolality appropriately performed in 43% of patients. Documentation of the 
maximum rate of sodium correction recorded in only 33% of severe group. Overall 
management of hyponatraemia appropriate in 69% of patients, falling to 57% in severe 
group. 
Key Messages: 
There are inconsistencies in the management of hyponatraemia. Worryingly, appropriateness 
of management varied inversely with severity.We are introducing trust guidelines and 
providing teaching to juniors. We believe this will improve the management of 
hyponatraemia and will result in better patient care. 



 
 

 
 
Timing of anti-platelet administration following admission with acute stroke 
Dr Christopher Owen, Dr Sue Evans, Dr Alex Dudley-Cooke (FY2 doctor - Unable to present 
due to weather 
 
Background:  
The National Stroke Strategy 2007 recommends that anti-platelet treatment is given as soon 
as possible after an ischaemic stroke or TIA. Accordingly, targets for stroke services include 
the proportion of patients receiving treatment within 24 and 48 hours. As well as being a 
critical step in the management of individuals with ischaemic stroke this target also acts as a 
quality marker for the overall admission process.  
Methods:  
The case notes of every patient admitted to the stroke unit over a two week period were 
reviewed and the time at which each event in the chain leading up to anti-platelet dosing was 
recorded. 
Results:  
The results of the initial audit showed that the target for proportion of patients receiving anti-
platelet therapy within 24 hours of admission was not been met. Analysis of secondary 
outcomes highlighted where avoidable delays were occurring.  
Key messages: 
Several simple interventions addressed deficiencies in process, leading to department meeting 
target on subsequent re-audit, highlighting the role of clinical governance in service 
improvement.  
 

Target  Standard Initial audit 
Re-audit after 
intervention 

Anti-platelet 
therapy within 24 
hours of admission 

95 % 
12 / 17 = 71 % 
Standard not met 

14 / 14 = 100 % 
Standard met 

 
 
 
Physical Health Checks in Primary Care for Patients with Schizophrenia in Scotland: 
Local Audit of Current Practice 
Dr Robert E. Embry, Natalie V. M. Jeffrey ,Dr J. Leuvennink 
 
Background: 
Cardiovascular disease, together with type 2 diabetes, are at present leading contributors to 
excess mortality in patients with schizophrenia.1 In response to this GPs have been 
contracted to perform relevant health checks every 15 months. 
Method: 
We aimed to carry out an audit of GP practices in Dumfries and Galloway, Scotland, to 
assess current practice with regard to physical health checks relevant to these conditions in 
patients with schizophrenia. Patients were stratified into subgroups according to age, sex and 
location.  
Results: 
We obtained results for 80 patients from 23 GP practices, and found a noticeable degree of 
failure to carry out the relevant tests. The audit also identified 5% of patients who were not 
currently registered with any GP.  



 
 

Key Messages: 
The audit showed that a significant number of patients with Schizophrenia receive inadequate 
screening in primary care for cardiovascular disease/diabetes, with different locations having 
varying levels of failure in different aspects of screening. Increased attendance for health 
checks did not necessarily imply a rise in other aspects 
 
 
Are healthcare staff complying with trust guidelines when assessing central vascular 
access devices? 
Miss Charlotte Hateley 
 
Background:  
The National Audit Office report 2000 showed that hospital acquired infections are a huge 
burden financially to the NHS and 15% are thought to be preventable1.Guys Hospital showed 
that 64% of bacteraemias were caused by vascular access devices(CVAD) and 57% were 
from central lines alone.2  
Aim:  
To re-assess the compliance of healthcare professionals with documented line care of CVADs 
according to trust guidelines in order to minimise the risk of hospital acquired bacteraemias. 
Methods: 
Prospective audit (n=26) assessing all CVADs on a surgical ward between 1st April and 31st 
May 2012. Main outcomes: documentation of; insertion,location,daily review and line care. 
Results:  
There has been an improvement in management of central lines with 83% having daily 
continuous line care documented compared to 65% in a previous audit. Initial documentation 
of line insertion is worse with 85% not being recorded. PICC lines have been poorly managed 
with correct documentation for ongoing care being missed in 100% of PICC lines assessed.  
Key messages:  
Although CVAD documentation of line care is improving, much improvement still needs to 
happen when inserting devices and with devices other than central lines through awareness 
and education of healthcare professionals involved. 
References: 

1. The management and Control of Hospital Acquired Infection in Acute NHS Trusts in 
England, National Audit Office Report, Comptroller and Auditor General  February 
2000 

2. Enhanced surveillance of meticillin-resistant Staphylococcus aureus bacteraemia in a London teaching 
hospital. The Journal of Hospital Medicine 2006, 63(4):365-373 

3. Case Study: Royal Bol;ton Hospitals NHS Foundation Trust Usinf Root Cause Analysis to Reduce 
MRSA bacteraemias. 2005-2006 report 

 
Supportive Care in Cancer: findings from the 2010 National Cancer Patient Experience 
Survey in England - Unable to present due to weather 
Fiona Mendes, Ben Carter, Nafees Din, Richard Neal 
 
Background: 
Providing good cancer support is essential in treating patients holistically.  The National 
Cancer Experience Survey Programme 2010 investigated current cancer care across 158 NHS 
Trusts in England, using a large sample size, with a high response rate (67%).  
Methods: 



 
 

We undertook secondary analysis of data from 63,144 patients. We classified 80 different 
cancer types into 12 groups. We examined four different domains of cancer supportive care: 
‘clinical nurse specialist (CNS) support’ (knowing CNS’s name, CNS contact and 
communication with CNS); ‘Support information’ (being informed about self-support groups, 
free prescriptions, and financial support); support after hospital discharge and GP support.  
Results: 
There was considerable variation between cancer groups. CNS Support is highest for lung 
cancer and lowest for urological cancers.  
Optimal CNS Support, compared with none, is associated with better information about 
support groups (OR 7.5), free prescriptions (OR 3.0) and financial support (OR 4.6) and 
better support after hospital discharge (OR 3.2). 
Patients with fewer consultations prior to cancer diagnosis are associated with having a 
higher level of GP support during treatment (OR 2.6).  
Discussion: 
There is significant variation in the provision of optimal CNS support between cancers.  Our 
findings highlight areas where greater CNS support, GP support and CNS training can be 
directed. 
 
 

 
Nasogastric tube insertion training and confidence in newly qualified doctors.  
Dr Stephanie Bailey, Dr R Alexander, Mrs S Simpson 
 

Background: 
Nasogastric tubes (NGT) are associated with severe morbidity and mortality[1-3] if placed 
incorrectly as highlighted by recent National Patient Safety Agency alerts[4,5]. NGT 
insertion, taught within undergraduate curricula, is a skill foundation year one doctors (FY1s) 
are expected to perform safely in accordance with national guidelines.  
Method: 
Questionnaires issued to twenty-four FY1s after their first year assessed confidence and 
experience in NGT insertion. A following questionnaire was issued to new FY1s to assess 
previous experience and understanding of the procedure. Teaching has been delivered to the 
FY1s, with formal assessment and re-audit in the next two months. 
Results: 
The initial questionnaire showed three (12.5%) FY1s knew about local or national NGT 
guidelines by the end of their first year. During medical school eight (33%) had performed 
this skill on patients. Seven (29%) inserted their first NGT alone. Seventeen (71%) felt they 
would have benefited from further training. The second questionnaire assessed new FY1s’ 
understanding of NGT, resulting in marks ranging from 29% to 71%. Ninety six percent of 
the new FY1s felt unconfident regarding NGT. 
Key messages: 
Despite teaching at undergraduate level, further NGT training is needed to improve patient 
safety and FY1 confidence in this skill. 
References: 
S. Leonard, S. O’Connel, M. O’Connor. Complications of NGT placement - Don’t Blow it. 
2012. Ir Med J. 105(4): 116-117 
N. Methenya, K. Meertb, R. Clousec. Complications relating to feeding tube placement. 
Current Opinion in Gastroenterology. 2007. 23:178–182 
J. Johnstone, J. Leung, J. Friedman. Nasogastric Tube Misadventures Clinical Clinical 
Pediatrics. 2011. 50(10) 983–986 



 
 

NPSA Reducing the harm caused by misplaced nasogastric feeding tubes: Interim advice for 
healthcare staff. (UK); 2005 Report No.: NPSA Alert:0180A 
NPSA Reducing the harm caused by misplaced nasogastric feeding tubes in adults, children 
and infants (UK); 2011. Report No.: Patient Safety Alert NPSA/2011/PSA002 
 
 
Original Work Abstracts 2013 
 
Winner: 
No laughing matter: Hyena attacks in Ethiopia 
Mr Matt Fell, Professor Mark McGurk 
 
Background: 
Spotted Hyenas are the most common carnivore in Africa and contrary to common belief are 
very successful hunters. In Ethiopia, hyenas live in close proximity to humans and will attack 
if the opportunity arises. This study documented the nature of Hyena attacks and the 
treatment options available.  
Methods: 
Five patients with hyena bites to the face presented to a visiting surgical team in Ethiopia 
during April 2012. The patients were interviewed about the nature of the attack, underwent 
pre-op examination and had reconstructive facial surgery. 
Results: 
All five patients were attacked when in a vulnerable position and sustained severe soft tissue 
injury to the face due to the ripping action of the bulky hyena jaws. Three of the patients 
sustained facial bone fractures making these injuries more severe than the majority of animal 
bites witnessed in the UK. Reconstruction was tailored to each individual but was dictated by 
the replacement of soft tissue, with the aim of preventing infection, restoring function and 
leaving an aesthetically pleasing result. 
Key Messages: 
This study uniquely describes the predictable pattern of hyena attacks on humans and 
provides guidance for managing these patients when they present to a surgical team in a 
resource-limited setting. 
 
Runner up: 
Readability assessment of online patient directed material related to Colonoscopy 
Dr Lauren Hamilton, Mr K. Zia  
 
Background:  
With the move towards a greater emphasis on patient-centred care it is only right that patient 
education materials reflect the national reading age. Patients are able to access a plethora of 
information online but in order to make an informed choice, they should be able to 
understand and interpret the information directed to them.  
Objective: 
To assess the readability of online patient directed material regarding colonoscopy, to 
ascertain whether the material met the UK’s average reading level.  

Method:  
A systematic search was performed using the phrase ‘Colonoscopy procedure’ on three 
popular internet search engines: Google, Yahoo, Bing. The readability of 50 websites were 
assessed using the following readability indices: Gunning Frequency of Gobbledygook (Fog) 
Index, the Flesch Reading Ease Score and Simple Measure of Gobbledygook (SMOG).  



 
 

Results: As expected, the quality of online information regarding colonoscopy appears to be 
highly variable. The majority of the evaluated online patient directed materials is higher than 
that of the average reading age of 9.  

Conclusion:  
Healthcare professionals should endeavour to recommend websites or provide leaflets, which 
give a basic overview of what a colonoscopy entails. Care must be taken to ensure that the 
recommended materials are pitched at a suitable reading age. 
 
 
Highly Commended: 
The UK Orthopaedic Trainee 
Dr Peter Samuel Edward Davies, Mr Simon Graham, Dr Kasra Razi, Dr Sarah Purlackee, Mr 
Ian Braithwaite 
 
Background:   
National training numbers (NTN) in Trauma and Orthopaedics (T&O) in the UK are highly 
competitive. In 2011 there were 565 applicants for 115 positions.  This study aims to assess 
the academic achievements of candidates successful in gaining an NTN and how building a 
successful portfolio affected their work-life balance. 
Methods:   
A telephone survey of 62 orthopaedic units in England was conducted between December 
2011 and April 2012. 
Results:   
Seventy trainees were identified. The median time between graduation and NTN was 5 years 
(Range 2–14 years). Sixty-six per cent of trainees had registrar experience before NTN. The 
median number of PubMed publications held was 3 along with 3 national/international 
presentations. Fourty-four per cent of trainees reported that their work life balance had 
suffered in the years preceding NTN with 60% claiming it improved thereafter. 
Key Messages:   
Candidates applying for NTN should have at least 3 PubMed publications and 3 
national/international presentations. They should not be disappointed if they are unsuccessful 
straight from CT2, since 80% of trainees had at least 1 extra year’s experience. Juniors 
should be aware that a career in orthopaedics might come at some cost to their personal life, 
which is likely to improve after NTN. 
 
Surviving surgery as a foundation year 1 doctor: a peer-led initiative 
Dr Sophie Benoliel, Dr Sara Mahgoub 
 
Background: 
The surgical rotation was highlighted as a weak area amongst foundation year 1 (FY1) 
doctors in our trust. FY1s presented concerns regarding on-call duties, safe prescribing and 
handover. This inspired us to improve the quality of induction and training within the surgical 
department. 
Methods: 
Problem areas were discussed with our peer group. An induction booklet was compiled 
detailing the roles and responsibilities of the surgical FY1 doctor, addressing areas of 
difficulty. To ensure the booklet was comprehensive and accurate, we liaised with consultant 
surgeons in the department. The booklet, enhanced by a set of lectures, was introduced to the 
newly qualified FY1 doctors at the start of their jobs. 
Results: 



 
 

All 32 new FY1 doctors would recommend the session to a colleague. 91% felt that the 
content of the session was relevant to their needs. 97% rated the teaching as excellent. Many 
commented that the booklet would be a useful point of reference throughout their rotation. 
Key messages: 
As a result, FY1 doctors were more confident in delivering better patient care and felt well 
prepared to embark upon their surgical job. Following the success of this project, similar 
induction packs will be introduced amongst other specialties within our trust. 
 
Pilot study into the use of 3D-transvaginal ultrasound  
Dr Chawan Baran 
 
Background: 
Magnetic resonance imaging (MRI) or transvaginal ultrasound (TVUS) can detect 
abnormalities in suspected endometrial cancer, although diagnosis is confirmed by 
endometrial biopsy. MRI is currently the standard imaging method used to assess the depth of 
invasion and predict the stage of malignancy. 
MRI is expensive and time-consuming. Three-dimensional (3D)-TVUS may provide more 
accurate imaging at a relatively lower cost. It is easily performed by trained staff and is well-
tolerated by patients. This study compared the diagnostic efficacy of 3D-TVUS versus MRI 
in the assessment of the depth of myometrial invasion. 
Method:  
Patients with endometrial cancer at a single hospital had 3D-TVUS following their MRI 
scans. After hysterectomy, the histological specimens (the gold standard) were examined and 
compared with the preoperative 3D-TVUS and MRI results. The degree of agreement 
between each imaging method in predicting the depth of myometrial invasion was calculated. 
Results:  
3D-TVUS had a higher sensitivity (73%) and specificity (83%) than MRI (70%) and (67%). 
The agreement with histology was greatest for the 3D-TVUS: kappa=0.521.  
Conclusion 
These results support the use of 3D-TVUS in pre-operative staging of endometrial cancer. 
However, a study on a larger scale is needed to ensure that results in this study are 
representative. 
 
 
Improving the efficiency of new F1 doctors through distributing trust specific 
knowledge  
Dr Emma Conroy-Smith , Dr Sarah Wickenden, Dr Lindsay Fraser-Moodie 
 
Background: 
During our foundation year 1 at the Bristol Royal Infirmary, we established that many aspects 
of working as a junior within a large hospital required local knowledge, which we initially 
did not have. 
Methods: 
Our questionnaire to all foundation year 1 doctors found we were spending large proportions 
of our day acquiring local knowledge regarding difficult referrals, transfers and investigation 
requests specific to the trust, before we were able to complete tasks assigned to us. 
We developed an insider’s guide to the hospital to distribute to incoming F1 doctors; this 
contained the specific local knowledge we had accumulated over the year.  



 
 

We measured the effects of our intervention by recording the time taken for incoming F1 
doctors to complete tasks that required pre-existent local knowledge. We collected data 
before they received the booklet, and four weeks later through questionnaires.  
Results: 
We found our intervention significantly reduced time wasted by junior doctors, giving them 
the local knowledge they needed initially to complete tasks.  
Key messages: 
By passing on trust specific knowledge to new starters, the time spent acquiring this 
knowledge is saved. This allows juniors to complete tasks more efficiently, which ultimately 
improves the quality of care delivered to patients.  
 
Is the use of Teledermatology service between the primary and secondary care trust 
improving the quality of patient care? 
Dr Tracey Wing, Dr David DeBerker  
 
Background: 
Teledermatology is emerging as a form of clinical service to patients that has significant 
value in modern healthcare. It has been the subject of Quality Innovation Productivity and 
Prevention (QIPP) publications . However, at present it has few standards that are established 
to ensure quality.  
Methods: 
A teledermatology service with real time online reporting was audited for quality indicators. 
This was achieved through a feedback tool incorporated into the IT platform, whereby users 
could score images and histories submitted by primary care and reports could be assessed for 
quality content. 
Results: 
The images were mostly satisfactory or better, and improved over time. Majority of the cases 
were also provided with sensible management plans. However, it was clear that not all 
practices provided satisfactory images or referrals, and some feedback given by the 
dermatologists did not offer any treatment suggestions.   
Key messages: 
Today, there is a driving interest in teledermatology as a means to obtaining rapid, convenient 
and efficient healthcare advice within primary care.  By conducting this audit, we are able to 
see the outcome of the quality of images, referrals and feedback over time, and use the results 
to formulate potential suggestions that will allow an improved and continued excellent 
community dermatology healthcare service across the nation.   
 
 

Streptococcus Pneumoniae Bacteraemia in the over 65's - Promoting Vaccination, 
Preventing admissions - Unable to present due to weather 
Dr Michelle Saunders and Dr Tom Wright 
 
Background: 
Streptococcus Pneumoniae bacteraemia is associated with significant morbidity and 
mortality.1 Approximately, 5,000-6,000 invasive cases are reported annually.1 Vaccination  is 
recommended for over  65's  with an efficacy of  50 - 70%.2 70.5% of over 65's in England 
and Wales had received the pneumococcal vaccine by March  2011.3 
Methods: 
Laboratory records identified Streptococcus pneumoniae bacteraemias confirmed on blood 
culture in patients over 65 between January 2007 and October 2012 at Weston General 



 
 

Hospital. The age, sex, bacterial serotype, location of patient and whether vaccine 
preventable was recorded. Using electronic discharge summaries the average length of 
admission was calculated. 
Results: 
55 cases of Streptococcus Pneumoniae bacteraemia were identified in over 65's between 
January 2007 and October 2012. 70.9% (39 cases) were preventable with current vaccination 
programs. The average duration of admission was 17.7 days (ranging from 1-121 days). Cost 
per day of admission to be confirmed. Adult vaccine costs £8.32.4  
Between January and October 2012, more cases were recorded than any other year.  
Key Messages: 
 - 70.9% of  Streptococcal pneumoniae bacteraemias in the over 65's at Weston hospital were 
vaccine preventable. 
- Cost of hospital admission far outweighs the cost of vaccination. 
- 2012 has seen the highest incidence since 2007. 
 
 
Nutrient sensing in the human gut: Investigation of the co-localization rate between 
CaSR, T1R1 and GPR43 receptors with satiety peptides in the human antrum, terminal 
ileum and ascending colon. 
Dr Vasileios Galanakis, Dr Madusha Peiris, Prof. L. Ashley 
 
Background: 
Increasing evidence from animal studies show that apical nutrient sensing receptors, 
expressed in gut enteroendocrine cells, play a key role in the release of satiety peptides{1,2}. 
Early human studies indicate a similar expression pattern of these receptors and role in 
peptide release.{3}. In this study the anatomical relationship between amino acid sensing 
(CaSR), carbohydrate sensing (T1R1), and short chain fatty acid sensing (GPR43) receptors 
and appetite regulating peptides GLP-1, PYY, 5-HT was investigated in the human gut. 
Methods: 
Healthy full thickness human gut sections were incubated with primary and fluorescent 
secondary antibodies and they were viewed under the fluoroscopic microscope to investigate 
co-localization of the CaSR, T1R1 and GPR43 with the GLP1, PYY and 5HT.  
Results: 
The co-localization rate between CaSR and PYY, GLP1 and 5HT was 0%, <1% and 43% in 
the antrum, 20%, 12% and 82% in the ileum and 26%, 14% and 91% in the colon, 
respectively. Co-localization of T1R1 and GLP1 was observed only in the antrum and the 
colon. GPR43 was not expressed. 
Key message: 
The results suggest a CaSR mediated PYY, GLP1 and 5HT release in the human gut, which 
could be further expanded to the development of new anti-obesity strategies. 
References: 
{1}Sternini, et al. 2008. Enteroendocrine cells: a site of ‘taste’ in gastro- intestinal 
chemosensing. Curr Opin Endocrinol Diabetes Obes 15(1): 73–78. 
{2}Frenchet al. 2000. The effects of intestinal infusion of long-chain fatty acids on food 
intake in humans. Gastroenterology 2000; 119: 943–8. 
{3}Page et al. 2012. Peripheral neural targets in obesity. British Journal of Pharmacology, 
1568-RC.R1. 
 
 
 



 
 

Using Simulation to Enhance Foundation Year 1 Doctors’ Induction 
Dr Matthew Everson, Dr Kittiya Sukcharoen 
 
Background: 
There is a reported 6% increase in mortality in the month following the start of Foundation 
Year 1 (F1) doctors in the United Kingdom (1). In 2012 the NHS announced a shadowing 
period for all F1s with the aim to increase local knowledge and skills. Time in this shadowing 
period is valuable and needs to be used effectively. Anecdotal evidence suggests variable 
quality and content of induction programmes across the UK. 
Objectives: 
The aim of this project is to outline a structured in-situ simulation-based programme which 
can be utilised and adapted by individual Trusts. This half-day induction focuses on 
orientating F1s to their local working environment and familiarising them with common and 
high-risk procedures conducted by F1s. The ultimate aim is to improve patient safety by 
reducing medical errors in the first few months of working. 
Method: 
F1 doctors will rotate through a number of focused ‘stations’ around their hospital. F1s will 
be required to: acutely assess a patient on the ward, prescribe insulin and warfarin and discuss 
a CT request in radiology. 
Conclusion: 
We will be trialling this programme with final year medical students in the new year before 
hopefully rolling this out to F1s in the 2013. 
 

Anaesthetic vapours contribute to global warming: does this knowledge amongst 
anaesthetists reduce usage? - Unable to present due to weather 
Dr T P Smart, Dr JMT Pierce 
 
Background: 
Modern anaesthetic agents contribute to global warming.  The global warming effect of 
isoflurane and sevoflurane are 345 and 575 times greater than CO2, respectively.  Low-flow-
anaesthesia permits safe administration of anaesthesia whilst minimising wastage of 
inhalational agents. Informing anaesthetists of the above could reduce usage.  

Questions: 
 Does providing anaesthetists with the above information reduce usage of inhalational 

agents? 
 Is the environmental impact of inhalational agents significant compared to that of 

commuting? 
Methods: 
Having been informed of the environmental impact of anaesthesia, anaesthetic department 
members proposed solutions to minimise wastage. Once in place, the time-period of January, 
February, March was compared between 2009 and 2010.  The number of anaesthetic vapour 
bottles used was obtained from pharmacy, theatre activity was extracted from the 
“Theatreman” database and the bottle usage/hour was calculated.  The transportation used 
and distances commuted by anaesthetists were obtained via interview.  The environmental 
impact of travelling to work was calculated. 
Results: 
Comparing the time periods, bottle usage/hour reduced from 0.096 to 0.076 (p<0.001). The 
vapour saved was equivalent to 14,905kg CO2 however, over three months, the anaesthetists 
in SUHT produced 31,325kg CO2 by commuting. 
Key Messages: 



 
 

Knowledge about the environmental impact of anaesthetic vapours reduces their use, 
however the reduction was small compared to the impact of commuting. 
 
 

Patient satisfaction, consent and continuity of care: A prospective study of patients and 
surgeons experiences - Unable to present due to weather 
Dr Alexander Bamford, Surgeon Commander Anthony Lambert and Thomas Weatherby 
 
Introduction: 
Little data exists regarding the relationship between patient satisfaction and continuity of care 
in elective surgical hernia repair.  Furthermore, the congruency between patients and 
surgeons preferences regarding continuity of care and consent have not been assessed. 
Methods: 
A prospective survey was carried out to assess patients and surgeons experiences of the care 
provided during elective hernia repair.  
Results: 
48.3% of patients would prefer that the surgeon who sees them as an outpatient to perform 
the operation.  Of these, 60% would be prepared to delay their operation to ensure this. 100% 
of patients felt risks/benefits were sufficiently explained. 41.4% of patients felt the process of 
consent spanned both outpatient clinic and day of surgery, while 20.7% felt they gave consent 
for the procedure in outpatients, rather than on the day of surgery.  
81.25% of surgeons felt patients would prefer such continuity of care. 25% of surgeons had 
concerns about the depth of patient understanding.  Regarding the ability to ask questions, 
100% of patients, but only 50% of surgeons, felt there was sufficient opportunity.   
Key Messages: 
Patients and surgeons views regarding continuity of care are considerably different. Consent 
should be considered as a process rather than a specific point in time. 
 
 

Providing an “FY1 Crash Course” to improve training for incoming junior doctors - 
Unable to present due to weather 
Dr Madhuja Tanya Mitra, Dr Natalia Szypilow 
 
Background: 
Every August a new cohort of junior doctors (JDs) start their working life as FY1’s across the 
country. Much anxiety in this stressful transition period is related to being “on-call”.  
Methods: 
We designed an “FY1 Crash Course” for the shadowing FY1s in July 2012 at Northampton 
General Hospital (NGH).  
The course comprised of an 8 lecture series themed around being on-call. Topics covered:  
1.“Dealing with Death” 
2.“GI bleed” 
3.“Falls assessment” 
4.“Chest pain” 
5.“Surgical presentations” 
6.“Shortness of breath” 
7.“Working at NGH” 
8.“Audience with current FY1s” 
All lectures were created and presented by with approval from Foundation Training 
Programme Director. 



 
 

Results: 
The lecture series was very well received. Student feedback was overwhelmingly positive. 
Attendance rate varied for each lecture (8-29 students). 
100% of students rated the course overall as “good”, “very good” or “excellent” for topic 
relevance, style of teaching and knowledge conveyed. 
Feedback gained: 
“Vital information for starting work as an F1.” 
“ Relevant topics, well presented” 
Key Messages: 
Providing prospective JDs this crash course enabled knowledge, tips and tricks to be shared, 
thereby easing anxiety and making the transition smoother for the hospital. 
We strongly encourage other hospitals to provide a similar course for the JDs next August. 
 
 

Routine pre-operative Chest Radiography for invasive breast cancer. A stage too far? - 
Unable to present due to weather 
Rachel Hubbard, DC Howarth, SJ Amonkar, S Nicholson 
 
Background:  
North-East guidelines state pre-operative chest radiography (CXR) should be performed on 
all invasive breast cancer patients with limited evidence. Current NICE standards indicate 
staging if breast cancer is advanced, recurrent or inflammatory. We assessed findings of pre-
operative CXRs for all patients with clinically early invasive breast cancer (CEIBC). 
Methods:  
Patients with newly diagnosed CEIBC between April 2010 and March 2011 were identified 
from our database. CXR reports (done by a consultant radiologist) and case notes were 
retrospectively reviewed to determine if imaging affected operative management.  
Results:  
503 patients were studied: 4 male, mean age was 62.2 years at initial diagnosis. 475 patients 
underwent pre-operative CXR, 461 being normal (97%). 14 patients had significant findings 
necessitating further assessment, 8 having benign respiratory/mediastinal pathology-not 
affecting their operative management. 3 patients had lung metastases, one had a lung primary, 
2 of whom had voice changes. All four did not proceed to surgery. One patient failing to have 
pre-operative CXR presented 5 months following surgery with lung metastases.  
Key Messages:  
Although CXR are cheap and readily available, <1% performed had significant findings 
affecting management. Our findings are similar to prior evidence questioning the value of 
pre-operative CXR in asymptomatic patients with CEIBC. 
 
 

Are we utilising prehospital ECGs to aid diagnosis and risk stratification in acute chest 
pain admission patients?’ 
Dr Mary Denholm, Dr Vera Lennie, Dr Victor Chong, Dr Alexander Payne. 
 
Background:  
All chest pain patients transported to hospital by Scottish Ambulance Service (SAS) have 
ECGs performed, primarily to triage patients with ST elevation direct to PCI centres. All 
patients have a further ECG on admission. This allows downstream medical staff to identify 
transient or dynamic ST/T wave changes. We felt that prehospital ECGs were being 
underutilised as a diagnostic tool. 



 
 

Methods: 
All acute medical admissions to Crosshouse Hospital screened between 23rd April and 13th 
June 2012. Outcomes:  
1) Presence of the prehospital ECG in the notes  
2) Whether this ECG commented upon by A&E and medical teams 
3) Whether any dynamic changes between prehospital and admission ECGs were noted 
Results: 
192 patients presented via the SAS during the audit period. 55 patients had prehospital ECGs 
available to review in the notes. The A&E and medical teams commented upon 2 and 5 of the 
ECGs respectively, identifying 0 and 3 patients with dynamic changes respectively. The audit 
team adjudicated significant changes in 9 of 55 (16%) patients with ECGs available. 
Key messages: 
Prehospital ECGs are underutilised by A&E and admitting medical teams. A large proportion 
of chest pain patients in our group had dynamic ECG changes that were unrecognised. 
 

 ‘The Fry effect’: comparing referral rates querying a diagnosis of bipolar affective 
disorder in 2005 with 2011.  - Unable to present due to weather 
Dr Gillian Anderson, Dr John Summers  
 
Background:  
In recent years Bipolar affective disorder (BPAD) has received increasing media coverage ; 
primarily focusing on the positive acquisitions of the condition. Consequently questions have 
been raised whether patients may self-diagnose themselves as having BPAD as a means of 
explaining emotional difficulties; thus leading to increased referral rates from primary care. 
Aim:  
The aim of this study was to determine the number of GP referrals for general adult 
psychiatry outpatient assessment querying a diagnosis of BPAD in 2011 compared with 
2005. 
Methods.  
Thirty new GP referrals for general adult psychiatry outpatient assessment in 2005 and 2011 
were selected. Data was collected using a standardised pro forma under the following 
headings:  year of referral, sex, GP reason for referral, diagnosis following initial psychiatric 
review, patient’s view of diagnosis and change in diagnosis over time. 
Results:  
Of results collected thus far there has been a 200% increase in the number of new GP 
referrals querying BPAD in 2011 compared with 2005. None of these referrals resulted in a 
confirmed diagnosis of BPAD following formal psychiatric review. 
Key messages:  
The need for increased public awareness on all forms of mental illness and further education 
on the realities of living with BPAD. 
 
 
A review of wireless video capsule endoscopy use in Mater Dei Hospital, Malta. 
Dr Lara Sammut  
 

Background:  
Wireless video capsule endoscopy (CE) is a minimally invasive imaging technique that was 
primarily devised for imaging of the small bowel. The aim of this audit was to identify 
patient characteristics, indications and outcomes and any possible complications resulting 
from CE since the introduction of the service in Mater Dei Hospital  in 2009. 



 
 

Method:  
Data which included patient demographics, BMI, clinical indications, time of completion of 
study, identification of positive findings, clinical recommendations based on findings and 
presence of any complications, was collected retrospectively from endoscopy reports of 
patients referred for CE at Mater Dei Hospital between 2009 and 2012. 
Results:  
A total of 55 capsule endoscopies were carried out during the study period. Of these, 28 were 
female and 27 were male. Mean age: 55.56 years (95% CI = +/-4.80 years). Mean BMI: 
28.7kg/m2 (95% CI = +/-1.72kg/m2) with no significant difference between male and female 
genders (p=0.22). Caecal views were obtained in 45 out of these 55 studies thus giving an 
81.82% completion rate. No complications were reported with a capsule retention rate of 0%. 
Mean small bowel passage time was of 253.87 minutes (95% CI = +/- 27.41 minutes) with 
the maximal time taken to attain caecal views being 451 minutes. The main indication for 
referral was investigation of iron deficiency anaemia (45.45%). Investigation of abdominal 
pain (n=6; 10.91%), follow up of Coeliac (n=5; 9.09%), diagnosis of Crohn's disease (n=6, 
10.91%) and follow up of Crohn's disease (n=3; 5.46%) were the other common reasons for 
referral. Positive findings were present in 44 out of the 55 procedures performed (80%). In 
the other 20% of cases, no pathology was identified. It was noted that a high proportion of 
procedures (15 out of 55 i.e. 27.27%) reported positive findings in the upper gastrointestinal 
tract. 
Key messages:  
The small bowel completion rate of 82% is in line with international data. However, the fact 
that the positive findings were found in 80% of capsule endoscopies may indicate that not 
enough studies are being done. International data demonstrates a positive rate of 50-60%. 
Furthermore, the fact that 27% of patients who underwent CE had positive upper GI findings 
indicates that patients should have a second OGD prior to CE. 
 

 
 “As good as my consultant?” – Effect of grade in identifying fractures in the emergency 
department. 
Dr Laurence Pearmain, Dr Annie Colthorpe, Mr Michael R Smith 
 
Background:  
Limb fractures significantly contribute to Emergency Department (ED) workload, and missed 
fractures can cause significant morbidity.1 Literature has suggested junior grade doctors have 
a higher misdiagnosis rate than more senior doctors, though there is no UK evidence base.1-3 
This study aimed to identify the frequency of missed fractures in the ED and whether grade 
of practitioner had any effect. 
Methods: 
This was a retrospective study of all patients between 01/06/2011 and 31/12/2011 who had 
plain limb radiographs. Patients were included if they were discharged with, or on later 
reporting had, a missed fracture during this time.  The effect of grade of medical professional 
from FY1 to Consultant upon miss rate was analysed. Statistical analysis was performed 
using one-tailed Chi squared or Fisher’s exact test. 
Results: 
In total 2226 fractures were identified, 62 were initially missed (2.74%).  Junior grade 
doctors had the highest frequency of missed limb fractures (3.78% N= 25/636) and 
consultants the least (1.45% N=3/203). However, any differences between grades of medical 
practitioners were not statistically significant (p>0.05).  
Key Messages: 



 
 

Our missed fracture rate was in-line with what little international data is available.3=8 There 
was no significant difference between grade and missed fractures, a reassuring finding for 
juniors. 
 
 
Improving confidence in prescribing through practically focussed teaching. 
Dr Andrew Cumpstey, Dr Claire Stockdale, Dr Ravi Patel, Dr Sarah De Courcy, Dr Tom 
Wright, Dr Patrick Haslam - Unable to present due to weather 
 
Background: 
Over 86,000 medication errors were reported to the NPSA in 2007.(1) Almost 20% of these 
were made by Foundation Doctors, even though safe prescribing is a core component of the 
GMC’s undergraduate curriculum.(2-4) A lack of training is associated with increased rates 
of prescription errors.(4)  
Methods: 
Current Foundation Trainees delivered a practical prescribing course to 8 final-year medical 
students, focusing on improving students’ confidence in prescribing. Over 5 weeks, sessions 
covered Acute Coronary Syndrome, antibiotics, anticoagulation, fluid balance and 
hyperkalaemia.  
Subjective feedback (measuring confidence out of 10 both before and after the session) was 
collected each week before the course was repeated to 9 different (but similar stage) students. 
Results: 
Overall confidence improved by 4.4 and 3.9 points in Groups 1 and 2 respectively. 
Confidence improved most in treating hyperkalaemia. Feedback was positive, with students 
finding the course a useful addition to their other lectures. 
Key Messages: 

 Students still lack confidence in prescribing common medications at the end of the 
undergraduate courses. 

 Many students have not used a BNF or written on a drug chart before sitting their 
final exams. 

 Short courses focussing on the practical aspects of prescribing can significantly 
increase students’ confidence in common prescriptions. 

 

An Audit of D Dimer guidelines and pulmonary emboli at a district general hospital. 
Dr Lucy Craven, Dr Christopher Arrowsmith, Dr Victoria Wood, Dr Nicholas Sharer.  
 
Introduction: 
A D-dimer test is a useful investigation in excluding a diagnosis of pulmonary embolism (PE) 
when used with a clinical assessment and probability score, and chest radiograph (1-6).  
Manufacturer’s guidelines consider a D-dimer of less than 230 a normal result (7); however a 
previous hospital policy has been to consider below 500 a safe result. D-dimer values of 
between 230 than 500 were therefore considered normal and pulmonary emboli were 
potentially missed.  
Methods: 
Patients with D-dimers less than 500 and a follow up scan were retrospectively identified 
over one year and those with positive diagnosis of PE identified. 
Results: 



 
 

9/39 (23%) of patients with D-dimer less than between 230 and 500 and a follow up scan had 
a PE. 1/59 (1.7%) of patients with a D-dimer value less than 230 and a follow up scan had a 
PE. 
Key messages: 
Patients with low clinical probability and a D Dimer <500 may not have been scanned; hence 
pulmonary emboli could have been missed. Following manufacturer’s guidelines reduces risk 
of missing pulmonary embolism. However, clinical assessment plays an important role in 
diagnosis. A normal value of <230 has been initiated at two hospitals and the audit cycle 
results are to follow. 
 
 
Determinants of vitamin D status in long-term renal transplant patients 
Dr Giorgia Louise Garrett, Penny H, Frame S, Dickinson F, Young AR, Sarkany R, Chitalia 
N, Hampson G, Goldsmith D 
 
Background: 
Renal transplant (RTx) recipients are advised to avoid the sun due to an increased risk of non-
melanoma malignancy (NMSC). This advice potentially accentuates chronic vitamin D 
deficiency.  
Methods: 
We analysed the serum 25(OH)D concentrations in 266 long term renal transplant patients in 
order to explore vitamin D status and to determine whether higher vitamin D levels were 
related to NMSC.  
Results: 
45% of the RTx cohort was vitamin D deficient, 38% was vitamin D insufficient and 17% 
was vitamin D sufficient. Patients with skin cancer had older allografts, poorer renal 
function,were less likely to be physically active, but had higher serum 25(OH)D 
concentrations than did patients without skin cancer. 
Key Messages: 
Vitamin D decifiency is obiqitous in RTx patients and likely to be associated with 
cardiovascular disease and increase cancer risk. Oral vitamin D supplementation may be the 
ideal approach however this needs a randomised controlled trial to confirm benefits.  
 
'Identifying the social functioning of individuals on the continuum of self 
reported psychotic symptoms' 
Dr Andrew Cummings, Prof Stephen Stansfeld 
 
Background: 
Increasingly, psychosis has been viewed as a continuum of symptoms rather than a discrete 
entity. Non-clinical psychotic experiences are present in ~5% of the general population and 
may predict future clinical episodes. 
We investigated whether individuals with a range of psychotic symptoms showed 
associations towards a distinctive phenotype.   
Methods:  
We analysed the 2007 Adult Psychiatric Morbidity Survey (n=7403).  Psychotic symptom 
load was derived from the psychosis screening questionnaire (PSQ). Weighted logistical 
regression analysis was performed to evaluate associations with measures such as 
demographics, drug use, social functioning, and psychiatric outcomes. 
Results:   



 
 

319 (4.3%) and 98 (1.3%) individuals reported 1 or ≥2 symptoms of psychosis respectively. 
 Presence of cannabis use, (OR 1.69, CL 1.27-2.21), less social support (OR 2.01, CL 1.41-
2.85), reduced social functioning (OR 1.58 CL 1.01-2.45), debt (OR 3.20, CL 2.43-4.22), 
neurotic disorder (OR 5.88 CL 4.5-7.68) and GP consultations about emotional issues 
(OR 3.32 CL 1.92-5.72), were significantly associated with one psychotic symptom.  In 
the ≥2 symptom group these associations were more pronounced, suggesting a gradient in 
disease burden.   
Key Messages: 
This study suggests that psychosis may be described as a continuum of increasing symptom 
load with decreasing social functioning. Future research may gain a clearer picture of the 
preclinical stages of psychosis, aiding with earlier diagnosis and targeting secondary 
prevention strategies.    
 
 

A period of orientation for incoming FY2 doctors could improve confidence levels and 
patient safety 
Dr Rebecca Taylor, Dr Ratan Alexander 
 
Background: 
Foundation Year 1 (FY1) doctors must undertake a period of shadowing prior to starting their 
first placement. New Foundation Year 2 (FY2) doctors receive no such orientation of their 
new placement in advance. This may affect patient care as they may not be confident of the 
Trust's protocols for caring for patients when working in a new environment for the first time. 
Methods: 
I created an online survey to gather the opinions of 98 FY2 doctors across the West Midlands 
deanery. Each respondent was asked to give details on how a period of orientation would help 
to improve confidence levels and patient safety. 
Results: 
On starting the FY2 year: 

 50% were confident that they knew the local guidelines and IT processes 

 70.4%  knew what was expected of them in their new role 

 57.7% felt that a period of orientation would benefit them 

Key messages: 
We propose that a period of orientation would improve the transition from FY1 to FY2 
resulting in doctors being more confident with their increased responsibility on day one of the 
FY2 year. We plan to trial the day release of FY1s from their last placement in 2013 to 
shadow the FY2 whom they will be replacing. 
 
 

The Orthoplastic Approach to Lower Limb Reconstruction: A Multicentric prospective 
outcome study in Bristol, Italy and Pakistan 
Mr Matt Fell, Mr Filippo Boriani, Mr Umraz Khan 
 
Background: 
Open fractures of the leg represent a severe injury, which requires shared management 
between plastic and orthopaedic surgeons as recommended by multi-collegiate guidelines 
created in 2006.  The multidisciplinary approach, however, is not the routine all over the 
world and treatments are often based on tradition. 
Method: 



 
 

42 patients with open fractures of the lower limb were prospectively included from 3 separate 
centres in the UK, Italy and Pakistan from January to June 2012. Type of injury, sequence of 
medical management and length of admission were recorded by a single doctor in each 
hospital. 
Results: 
The 42 patients had comparable injuries with similarities in mechanism, location and severity 
of injury. Definitive bony fixation was similar in all 3 countries and usually occurred within 5 
days. In contrast, the timing of soft tissue cover showed marked variation between centres, 
with patients in Bristol having input from plastic surgeons at a much earlier stage. The 
hospital stay for patients in Bristol was considerably shorter than in Italy and Pakistan. 
Key Messages: 
Successful treatment of this severe injury depends on combined management between 
orthopaedic and plastic surgeons and if this approach is adhered to, the outcome for the 
patient will be improved. 
 
 

Investigating anaemia presenting under the Urgent Suspected Cancer Pathway 
Dr Jasmeen Bains, Dr. Sonia Mansukhani, Dr. M Mendall - Unable to present due to weather 
 
Background: 
NICE recommends that in “patients with unexplained anaemia, the possibility of upper 
gastrointestinal cancer should be recognised,” and these patients should undergo endoscopy 
and colonoscopy. 
We wished to determine the value of CT imaging as routine workup for those entering the 
upper gastrointestinal urgent suspected cancer pathway with anaemia. 
Method: 
Data on demographics, investigations, upper and lower endoscopies, and imaging with CT 
scanning, was collected and analysed.  
200 patients were identified, with a mean age of 70 years, (range 22-96), the majority over 50 
years, (182 91%). The mean haemoglobin was 10.2 (range 5.0-13.8).  
Results: 
Intraluminal findings on upper and lower scopes, showed a pick up rate of malignancy of 
13/200 (6.5%). Malignancies included colorectal 7; caecal 2; oesophageal 2; gastric 1; 
intestinal 1.  
Extraluminal findings on CT imaging, showed a pick up rate of malignancy of 23/200 
(11.5%). Malignancies included lung 6; hepatocellular 4; gynaecological 3; breast 3; 
haematological 2; cholangiocarcinoma 2; pancreatic 1; renal 1; bladder 1 
Key Messages: 
We recommend the incorporation of CT into routine investigation of patients over 50 years 
entering the USC pathway with unexplained anaemia. It is important to recognise that 
although intraluminal pathology is likely, other chronic pathologies and extraluminal 
processes can also contribute to anaemia. 
 
 

Audit of transfers for Emergency care from Leeds Prison Cluster 
Dr Sam Roberts, Dr Iain Brew 
 
Background: 
Working as a GP in a prison involves consideration of several factors not faced by 
community healthcare workers. When deciding to transfer prisoners to an external hospital 



 
 

for emergency care, there is increased risk of escape and an expense resulting from the need 
for a prison escort. It is therefore important that decisions to transfer patients are appropriate 
and justifiable. 
Method: 
We audited transfers for emergency care from 3 separate prisons within the Leeds cluster 
over 3 months, examining the appropriateness of the transfer. 
Results: 
A total of 122 transfers were identified. Of these, 11 (9%) were deemed to have been 
avoidable and a further 22 (18%) potentially avoidable. Significant differences existed 
between institutions over the appropriateness of transfers, partially due to different staffing 
levels and resources. However some variation, such as marked differences in rates of referral 
for musculoskeletal injury was unexplained. 
Key Messages: 
We recommend focus on documentation especially given the need to justify transfer 
decisions. 
Consideration should be taken over whether a condition could be managed using resources 
within the prison or dealt with by a non-emergency referral route. 
Development of guidelines for common conditions such as potential fractures and deep vein 
thrombosis should be considered. 
 
 
 

Case Report Abstracts 2013 
 
Winner: CR10- Polyuria and “watery wee” in a toddler – case report 
Dr Jane Ding, Dr Leonie Perera 
 
Background: 
Herbal medicine is not commonly used to treat acute urinary tract infection in this country. 
This case highlights the importance of detailed history-taking and understanding that herbal 
remedies are pharmacologically active.  
Case summary: 
A 2-year old girl presented with intermittent dysuria. Following triage in Paediatric A+E, 
nursing staff became concerned by the large sample of colourless urine she produced, which 
tested positive for leucoctyes. She was described as a “big drinker” to the SHO, raising 
concerns about diabetes insipidus. On detailed questioning it emerged that she had recently 
drunk a herbal tea preparation (buchu, couchgrass, marshmallow, plantain) to help “flush 
out” her urinary system. She was advised to stop the tea. She had localised genital irritation 
and was discharged home with hygiene/barrier advice, pending urine culture results. She 
represented 2 days later with worsening dysuria and fever. Her urine was of normal colour 
and tested positive for leukocyte, nitrites and blood, hence she commenced antibiotics (urine 
cultures subsequently grew coliforms). Herbal use in children is not uncommon and should 
be considered as a cause of polyuria. 
Learning points: 

 Drug history should include both conventional and alternative treatments 
Over the counter herbal remedies can have pharmacological effects and interactions 
 
Runner up:  
Case presentation:  What Lies Beneath.... 
Dr Amy Ferris, Dr Biju Mohamed 



 
 

 
Background: 
An elderly patient admitted with a fall and poor mobility and was found to be septic with a 
chest infection.  He failed to respond to treatment and became more obtunded before 
developing bowel obstruction.  Initially he was treated for sigmoid volvulus, but failed to 
respond.  On further imaging a T5-9 cord compression was found due to vertebral collapse 
caused by bony metastases from a primary bronchogenic carcinoma masked on the original 
xray.  This cord compression was manifesting itself as bowel obstruction. 
3-5% of patients with cancer develop spinal metastases, but in up to 23% of patients it can be 
the presenting feature with no prior diagnosis of malignancy1.  While ileus is a recognised 
complication of spinal cord compression it is very rarely documented as a presenting feature 
of metastatic spinal disease. 
Key messages: 
Revisit the history as it often changes and develops over time.  If the patient doesn't fit the 
diagnosis or doesn't respond as you expect, examine them again.  Patients do not always 
present to the correct speciality or respect the boundaries of our expertise, so readily ask for 
advice.  Finally, if patients present with acute acute spinal symptoms, metastatic cancer 
should be part of your differential diagnosis. 
References: 
Metastatic spinal cord compression - in association with NICE.  BMJ learning 
http://learning.bmj.com/learning/module-intro/metastatic-spinal-cord-compression---in-
association-with-nice-.html?moduleId=10032165&locale=en_GB 
 
Honourable Mention:  
Case Report: Intrathoracic Schwannoma with Horner's Syndrome 
Dr Paul Torpiano, Dr Jennifer Sultana; Dr Paul John Cassar; Mr Alexander Manche, Mr 
Aaron Casha 
 
Background: 
Horner's syndrome (HS) results from interruption of the sympathetic nervous pathway to the 
face and eye, resulting in ipsilateral miosis, partial ptosis, enophthalmos and anhidrosis. It is a 
known association of apical lung carcinoma, and of lesions in the neck, such as cervical 
sympathetic chain schwannoma. However, it may rarely be caused by a benign intrathoracic 
tumour. 
Methods: 
We describe a 32-year-old gentleman with a 1 month history of cough, as well as an 
incidental right-sided HS that had been ignored by the patient for the previous 9 years. 
Computed tomography revealed a large (circa 18cm in diameter) homogeneous lesion in the 
right upper zone with displacement of the midline structures to the left, and severe tracheal 
compression. 
Results: 
At thoracotomy an encapsulated, fluid-filled tumour was excised. Histological examination 
revealed a schwannoma. Postoperatively, the patient made a full recovery, while the HS 
persisted. 
Key messages: 
HS is rarely the result of benign intrathoracic neoplasia, with only a handful of cases being 
described. It is an important presentation that should be fully investigated, even in the 
absence of systemic features suggesting a malignant aetiology. 
 
 



 
 

Honourable Mention:  
A 13 year old girl with rapidly deteriorating neurology leading to Dementia 
Dr Leda Yazbeck, Dr, Robert Klaber, Dr Nelly Ninis 
 
A 13 year old girl presents with an unwitnessed collapse that was associated with chest pain 
and involuntary movements. Examination and basic investigations were unremarkable. 
Following admission for observation, she develops generalised tonic clonic seizure and has 
upgoing plantars; urgent CT head and later MRI brain were normal.  
In the following days she continues to deteriorate; she develops emotional lability, 
hyperacusis, expressive dysphasia and dysarthria and loses her pencil grip.  
EEG shows diffuse encephalopathic changes. Following various negative investigations, 
NMDA receptor antibodies were positive in her blood.  
She receives a course of intravenous immunoglobulins and high dose methylprednisolone.  
Following this treatment, she gradually regains her cognitive function, her symptoms regress 
and she has no further seizures or chest pain episodes. Following few months of 
rehabilitation, she returns to school.  
NMDA-receptor antibodies are a rare cause of encephalitis, which can have detrimental 
consequences should it not be diagnosed and treated early. 
 
 
Perforated acalculous haemorrhagic cholecystitis: a case of an underlying 
adenocarcinoma - Unable to present due to weather 
Dr Ruth Cumber, Dr Tyler, Mr Abdel-Halim, Mr Abdullah 
 
Background: 
Here we present a patient who attended Ysbyty Gwynedd in May 2012 with an acute 
abdomen. At the time, I was an FY1 working as part of the colorectal surgical team (on take) 
and was involved in both the patients’ initial and subsequent care. 
Methods/Results: 
We present an 81-year-old lady admitted with right upper quadrant pain and vomiting. The 
patient was on Warfarin for atrial fibrillation (AF). On admission to hospital she was unwell 
and haemodynamically unstable.  
CT scan images suggested severe cholecystitis and associated intraperitoneal bleeding.  An 
emergency laparotomy showed over a litre of fluid in the peritoneal cavity with a gangrenous 
perforated gallbladder. Subsequently, peritoneal lavage and cholecystectomy were 
performed. 
Histological examination of the gallbladder revealed an adenocarcinoma with abscess 
formation, perforation and haemorrhage into the gallbladder wall. 
Key Messages: 
Perforation of the gallbladder is an uncommon complication of cholecytitis occurring in only 
2-11% of cases. Ultrasound and CT are useful diagnostic tools in such cases and can identify 
the presence of free fluid in the abdomen as well as a thickened gallbladder wall. Early 
surgical intervention is lifesaving.      
This case was published as the first case report of a perforated haemorrhagic cholecystitis 
with an underlying gallbladder adenocarcinoma in English literature. 
 
Myasthenia Gravis Masquerading As A Third Cranial Nerve Palsy 
Dr Maria Loredana Popescu, Annabel Doyle, Jonathan Park 
 
Background: 



 
 

Myasthenia gravis is rare, can often masquerade as other conditions and it is under diagnosed 
in UK, especially in elderly. 
Case based report: 
A 65 year old male presented with a one week history of constant diplopia in all directions of 
gaze, and a right partial ptosis.  Past medical history included vitiligo.  
Initially,he had an exotropia ,a right hypotropia, normal pupillary reflexes and a right partial 
ptosis.  The Hess chart (Figure 1a) raised the diagnosis of pupil-sparing right third nerve 
palsy.  A MRI head and angiogram excluded a posterior communicating artery aneurysm and 
space occupying lesions, bloods were unremarkable. 
 Two weeks later he presented with new findings: left partial ptosis, altered diplopia ,worse at 
the end of the day, poor levator function  (4mm), no Cogan’s lid twitch and no fatigue after 
one minute of upgaze.  A new Hess chart was performed (Figure1b). Positive Acetylcholine 
receptor antibodies put the diagnosis of ocular myasthenia.  A CT thorax excluded a 
thymoma. Under the treatment (corticosteroids and acetylcholine esterase inhibitors) 
symptoms resolved in one week. 
 
 
 
 

 
Key messages: 



 
 

 
Always consider myasthenia in cases of apparent third nerve palsy.  If diagnosed early the 
prognosis is excellent, and the risk of progression from ocular to generalised myasthenia and 
mortality are low. 
 
The diagnostic use of MRI in the non- mobile infant - Unable to present due to weather 
Murray du Plessis, Swathi Sanapala, Murray Thomas du Plessis, Ramphul Neelmanee, 
Kumar Prashant, 
 
Background 
We would like to present a case and associated images highlighting the diagnostic use of 
Magnetic Resonance Imaging (MRI) in non mobile infants. 
A previously mobile 13-month-old toddler presented following a fall with subsequent 
reluctance to weight-bear. A fractured femur was suspected, but not confirmed on x-ray. She 
deteriorated further, evidencing reluctance to sit and screaming episodes when supine but not 
when lying prone. Inflammatory markers were raised and an MRI performed 14 days later 
revealed lumbar discitis with associated vertebral osteomyelitis. She received intravenous 
antibiotics followed by oral antibiotics for 6 weeks and made a good recovery. 
Methods: 
Diagnostic use of early MRI. 
Results:  
Discitis is rare in children. A high index of clinical suspicion is required, the mean duration 
of symptoms can be 24 days prior to presentation and diagnosis delayed by a further 12 days 
post presentation(1). Long-term morbidity includes chronic back pain, premature ankylosis 
and degenerative changes which can be reduced by early diagnosis and treatment (2). 
Key messages 
Although rare, discitis should be suspected in children refusing to weight bear. 
Early MRI is the investigation of choice (2). 
Erythrocyte sedimentation rate is the most accurate investigation correlating with the clinical 
course of Discitis. 
 
An Unusual Cause of Haemoptysis In A Young Woman 
Dr Alexander L Jones, AE French1, N Manghat1, ER Duncan1, TR Cripps1, M Dayer2, G 
Thomas1 
 
Case report abstract:  
A 23 year old female presented with recurrent pleuritic chest pain and haemoptysis. Her plain 
PA chest X-ray was unremarkable, bar the presence of a dual chamber pacemaker with an 
active fixation atrial lead (white arrow), and a passive fixation lead in the right ventricle 
(Image 1). This had been electively implanted a year previously for intermittent AV block as 
a late complication of catheter ablation for AVNRT. A CT pulmonary angiogram was 
undertaken to exclude a pulmonary embolus.  
This showed no evidence of pulmonary emboli, but instead demonstrated extra-cardiac 
erosion of the atrial lead through the anterior right atrial wall, with the tip (white arrow) lying 
in the lung parenchyma (Image 2). The lead was extracted and replaced without 
complication, with resolution of her symptoms. Late erosion of leads is an uncommon, but 
recognised, complication of device implantation, and should be considered in the differential 
diagnosis of such patients. 
 



 
 

 
 

 

 
 
 
 
Portal Vein Thrombosis: A Case Report and Literature Review 
Dr James Gauci, Dr Sarah Cuschieri, Dr Mario Vassallo 
 
Background: 



 
 

Portal Vein Thrombosis (PVT) is increasingly frequently being diagnosed. The lifetime risk 
in the general population has recently reported to be 1%.(1) While this condition has 
traditionally been associated with cirrhosis or liver malignancy (2,3), it may also occur without 
any liver disease (4,5). 
Methods and Results: 
The report presents a case scenario of PVT as a complication of Protein S deficiency, and is 
followed by a literature review. The index patient is a middle-aged lady who presented with 
abdominal pain and hepatosplenomegaly. Liver function tests were deranged, however a 
cirrhosis screen was negative. Liver biopsy showed sinusoidal dilatation suggestive of portal 
vein thrombosis; this was confirmed on CT scan. A thrombophilic screen then revealed the 
presence of Protein S deficiency.  
The patient was anticoagulated and followed up by serial oesophagogastroduodenoscopies. 
Gastro-oesophageal varices were banded, and she remained clinically stable until an episode 
of malaena five years after her initial presentation. The bleeding persisted despite maximal 
medical treatment, and she was referred for decompressive shunt surgery. She has since done 
considerably well. 
Key Messages: 
Portal vein thrombosis is a cause of substantial morbidity and mortality. A thorough 
investigation of the cause is key to the management of this condition. (6) 

 
Clinical Case Report: An Unlikely cause of fever in a returning traveller 
Dr Angharad Woolley, Dr Neil Hedger, Dr Rithesh Veetil 
 
Background: 
Pyrexia of unknown origin (PUO) was originally defined in 19611  and later revised2  as “a 
fever of 38.3ºC or more lasting for at least 3 weeks for which no cause can be identified after 
3 days of investigation in hospital or after 3 or more outpatient visits. PUO can be separated 
into Classic, Nosocomial, Immune deficient (neutropenic) and HIV associated. 
Methods: 
We describe a patient who presented with fever and systemic malaise after returning from 
abroad and in whom no cause could be found for more than two months. 
Results: 
A diagnosis of Takayasu’s Arteritis was eventually made on Positron Emission Tomography 
– Computerised Tomography (PET-CT). The patient improved on high dose steroids. 
Key messages: 
The case serves to highlight the challenges posed by patients presenting with pyrexia of 
unknown origin (PUO) and the importance of maintaining a broad and systematic diagnostic 
approach, even in the presence of apparent “clues” such as travel history.  
This case advocates taking advantage of evolving technology as part of a structured 
diagnostic approach, to minimise the length of time to diagnosis and the morbidity associated 
with it.  
We go on to discuss the condition of Takayasu arterits including its presentation, diagnosis 
and treatment. 
 
 
Cardiac Tamponade : A “Heart” Diagnosis 
Dr Deep Shah, Mr G Thiruma Manivannan - Unable to present due to weather 
 
Background:  



 
 

The presentation of cardiac tamponade is often vague and can be a challenge to diagnose in 
the Emergency Department. We present a case of a previously fit and well man who became 
compromised in the department. 
Case:  
54 year old previously fit and well man presented shortness of breath and chest pain for a 
week. Examination was unremarkable including normal heart sounds, non-distended neck 
veins and a normal JVP. Initial observations showed a regular pulse of 72, BP ranging from 
114 – 94 systolic and saturating at 99% on air. Investigations showed a mildly raised CRP 
and chest radiograph showed a small left sided effusion. Within six hours the patient became 
tachypnoeic and went into fast AF at a rate of 140. Urgent CTPA showed a large pericardial 
effusion. Echocardiography showed severe LV impairment with EF of 10-15%. Urgent 
pericardiocentesis was performed with symptomatic improvement. Pericardial fluid showed 
no cause of the effusion and it was presumed secondary to viral infection. 
Key Messages: This patient had a successful outcome from cardiac tamponade but may have 
benefitted from earlier diagnosis. We discuss the role of ultrasound scanning in the 
emergency department in patients with chest pain of no clear cause. 
 
 
Pseudoaneurysm of the hepatic artery as a rare complication of infective endocarditis; a 
case report 
Dr Charlotte March, Dr M. Malaki and Dr C. Mowatt 
 
Abstract 
The term ‘psuedoaneurysm’ refers to a haematoma formed by leakage through a small lesion 
in an arterial wall 1,2.   Hepatic artery psuedoaneurysm (HAP) is an uncommon 
phenomenon, most commonly associated with trauma, surgery and percutaneous biopsy, but 
is a noted yet rarely reported complication of bacterial endocarditis3.  In the post-antibiotic 
era mycotic emboli cause aneurysm or pseudoaneurysm in 2-10% patients with infective 
endocarditis, and if on the correct antimicrobial therapy half of these will resolve 
spontaneously 4,5.   This report details the case of HAP in a patient with Staphlococcus 
aureus  infective endocarditis, causing biliary tree obstruction and haematemesis, and how 
this was successfully managed using minimally invasive radiological embolization. 
 
 
 
Diagnostic lumbar XRs in the context of infective discitis 
Dr Lorna Starsmore 
 
Background: 
Infective discitis remains a relatively uncommon condition with reports of incidence in the 
range of 0.5-2.5/100,0001,2 and although Staphylococcus aureus is the most common 
infective organism4 Enterococcus is increasingly recognised2,3.  In this report a case of 
Enterococcus faecalis discitis is described and illustrated with diagnostic lumbar XR imaging 
(Fig 1 & 2).  
Methods: 
The diagnosis was suggested with a history of sub-acute back pain alongside raised 
inflammatory markers and made following spinal MRI imaging.  It was only after MRI 
suggestion of discitis that the initial XR image (Fig. 2) was reviewed against a lumbar XR 
taken three weeks earlier (Fig. 1) following a fall, revealing rapid, progressive lumber 
destruction.    



 
 

Results: 
Enterococcus faecalis was isolated from blood cultures and appropriate antibiotics therapy 
initiated.  The patient responded well to medical management and a multidisciplinary team 
approach, being discharged well to a community hospital.     
Key Messages: 
This report also outlines the common presentation, risk factors and management of infective 
discitis with the rare opportunity to view the progression of the disease on classical lumbar 
XR illustrations.   
It also highlights the importance of always interpreting radiological investigations in context 
of the full clinical picture, including previous radiological investigations. 
 
 
Case Report: VIPoma, a rare tumor; a rarer cause of acute diarrhoea. 
Dr Lara Sammut  
 
Backround:  
A 51 year old female with a past medical history of Charcot Marie Tooth presented with a 1 
week history of severe diarrhoea (15X a day) and vomiting (4X a day). The patient denied 
abdominal pain, weight loss or fever, bleeding PR or recent travel. 
Method:  
On examination, the patient was found to be dehydrated, tachycardiac and hypotensive. 
Abdominal examination showed non-specific tenderness without any rigidity or guarding. 
Initial blood tests demonstrated severe hypokalaemia 1.73mmol/L [3.5-5.1mmol/L], 
hyponatraemia 124mmol/l [135-145mmol/L] amd hypochloraemia 87.6mmol/L [98-
106mmol/L]. Arteral blood gas analysis demonstrated severe acidosis (pH 7.201). Other 
routine blood investigations did not reveal any significant abnormalities. Stool samples for 
C.difficile toxin and stool cultures were negative. The patient was passing more than 5 L of 
diarrhoea per day. Immediate management entailed hydration, potassium replacement, 
antibiotics and transfer to HDU. 
Results:  
In view of the blood results and non specific findings on examination, a CT scan of the 
abdomen and pelvis was organised. This showed a large enhancing well defined mass with 
focal necrotic changes in the tail of the pancreas measuring 55X77mm. She was then 
commenced on subcutaneous Octreotide which decreased the volume of diarrhoea. Histology 
from a CT guided biopsy confirmed the diagnosis of a well differentiated neuroendocrine 
tumour. Further blood inv showed elevated VIP levels of >500pg/ml [<60pg/ml] thus 
confirming a VIPoma. The case turned out to be a fatal one as the patient passed away after 
an 18 day stain in ITU secondary to pulmonary sepsis. 
Key messages:  
This case diverges from the typical description of WDHA syndrome in the acuity of the 
patient’s symptoms. VIPomas (incidence: 0.05-0.5 per million people annually) are slow 
growing, and previously reported cases consistently describe a slowly progressing 
constellation of associated symptoms. Rarely do cases prove to be fatal. There is usually 
improvement of symptoms and halting of tumor progression with different treatment options 
such as Somatostatin, chemotherapy or surgical resection. 
 
 
 
 
 



 
 

Rare Case Of Acute Lumbar Compartment Syndrome. 
Dr.Geetanjali Khullar, Mr.A.Ved, Ms.Y.Leung 
 
Background: Lumbar compartment syndrome is rare and we present a unique case of lumbar 
compartment syndrome which developed post operatively following laparoscopic surgery. 
Methods:  
Literature review using PubMed, ‘lumbar paraspinal muscle’ , ‘erector  spinae muscle’, 
‘acute’ ‘compartment syndrome’, ‘post-operative’ terminology into search criteria. 
Retrospective case review.  
Results:  
Both postural dependency and increased intra-abdominal pressure of laparoscopic surgery 
can result in acute erector spinae muscle compartment syndrome. With a gain in popularity 
for laparoscopic surgery, awareness to the operating clinician of this early post-operative 
complication is important in improving diagnosis and reducing patient morbidity. 
Key messages:  
Paraspinal muscle compartment syndrome is an uncommon entity. It carries high morbidity 
and can be life threatening if not recognised and treated appropriately. The patients at risk are 
those who are overweight or obese and postoperative Patient Controlled Analgesia (PCA) can 
mask the symptoms. Vigilant nursing care is recommended. The surgeon must be aware of 
this entity and, if it is identified clinically, prompt surgical decompression should be 
performed. Knowledge of the anatomy of the compartments is vital for effective management 
of this potentially serious condition. 
 
 
Large Bowel obstruction secondary to an impacted gall stone within a sigmoid colon 
diverticular stricture. 
Dr. Naeil Lotfi , Miss. Rebecca Griggs, Mr. Charles Robertson 
 
Background: 
An 87 year old lady was admitted to the surgical team with generalised abdominal pain, 
abdominal distension and faeculant vomiting. She had no significant past medical history 
although mentioned some recent episodic right upper quadrant pain.  
Methods: 
On examination she was haemodynamically stable and was found to be peritonitic in the 
lower abdomen, bowel sounds were absent. A plain abdominal radiograph demonstrated 
dilated small and large bowel with appearances in keeping with a cut-off point in the large 
bowel, and this was confirmed to be in the sigmoid colon by contrast computed tomography. 
The patient underwent an emergency exploratory laparotomy.   
Results: 
A large gall stone was found impacted at the centre of a sigmoid colon stricture causing 
mechanical bowel obstruction and a Hartmann’s Procedure was performed.  Histological 
analysis revealed the colonic stricture to be diverticular. She recovered well and was 
discharged home 9 days later. 
Key Messages: 
Gallstone ileus in the small bowel is responsible for 25% of non-strangulated small bowel 
obstruction in patients over the age of 65 years. The rate of colonic obstruction is cited as 4% 
of all cases and commonly due to associated diverticular disease. Whilst rare this case 
describes an interesting complication of a common disease process. 
 
 



 
 

An Unusual Case of Acute Visceral Obstruction 
Dr Sarah Mabbutt, Dr Oliver Burdall, Mr Sanjeeva Kariyawasam 
 
Background:  
Gastric volvulus is a rare cause for acute visceral obstruction. Congenital failure of 
gastrointestinal tract fixation is a recognised risk factor for gastric volvulus in children. Case 
Report:  
A 33 year-old woman with a rare chromosomal mutation (46,XX,del(6)(q25.1q25.3)) 
presented with evidence of acute visceral obstruction. Initial investigations suggested the 
presence of a sigmoid volvulus, however two attempts at decompression by flexible 
sigmoidoscopy were unsuccessful and a clinical deterioration occurred. Urgent CT imaging 
revealed an acute mesentero-axial gastric volvulus. At laparotomy, absence of splenic 
ligamentous attachments and intestinal malrotation were identified.  The viscera were de-
rotated, the stomach salvaged, and gastropexy and colopexy were performed.  
Discussion:  
Mesentero-axial gastric volvulus due to congenital wandering spleen has not previously been 
reported in an adult. Intestinal malrotation has a known association with mid-gut volvulus 
however it has only once been described with gastric volvulus (1).  
Key messages:  
This unique case in a rare group of patients highlights the importance that surgeons are aware 
that gastric volvulus associated with congenital abnormalities, such as wandering spleen and 
malrotation, can occur in adults. It must therefore be considered in the differential diagnosis 
of adults with chromosomal abnormalities who present with acute obstruction to avoid 
harmful diagnostic delay. 
 
 

1. Dine M, Lester D. Malrotation with gastric volvulus, mid-gut volvulus and 
pancreatitis. American Journal of Disease in Childhood. December 1977; 131: 1345-
6. 

 
 
Bleed versus Clot: An Anticoagulant Dilemma 
Dr A Saravnamuthu , Dr M Arunakirinathan - Unable to present due to weather 
 
Background: 
A sixty-seven year old gentleman with known poorly controlled hypertension, presented with 
headache and vomiting. He had a bi-leaflet metallic aortic valve replacement (AVR) for 
aortic stenosis, requiring warfarinisation. CT imaging revealed a massive intra-cerebral 
haemorrhage (ICH), extending into the subarachnoid space.  
Method: 
Balancing the haematoma-expansion risk against the 4% per patient-year risk of thrombo-
embolism1,2 posed a dilemma. Initially warfarin was held and unfractionated heparin 
commenced; two weeks later warfarin was re-started. Given this was a likely ‘hypertensive 
bleed,’ management focused on adequate blood pressure control.   
Results:  
Currently no large prospective trials provide a consensus on the long-term management 
strategy of warfarinised AVR patients with an ICH. One systematic review comprising 120 
patients demonstrated that stopping therapy for up to fourteen days after ICH may be safe.3 

The daily risk of stopping is estimated as 0.016%,4 suggesting that withholding 
anticoagulants in the post-ICH period is safe.  



 
 

Key Messages  
New oral anticoagulants including direct thombin (Dabigatran) or factor Xa inhibitors 
(Rivaroxiban and Apixaban) show efficacy compared to warfarin, in thrombo-embolic 
prophylaxis in atrial fibrillation (RELY/ROCKET/ARISTOTLE Trials) with significantly 
fewer ICH events. Their shorter half-life, fewer interactions and lack of laboratory 
monitoring make for exciting future options. (196) 
 
 
 
A Tragic Loss: A Fatal Case of Poisoning from Weight Loss Tablets  
Dr Jonathan Curry - Unable to present due to weather 
 
Background: 
2, 4-dinitrophenol (DNP) is a substance widely available and increasingly popular as a weight 
loss aide. Used in dyes, pesticides and explosives, it acts to uncouple mitochondrial oxidative 
phosphorylation if ingested. The resultant increase in basal metabolic rate appeals to people 
seeking rapid weight loss. However, side effects are common and profound, with cases of 
death reported.  
Methods: 
This is a case report with literature review. 
Results:  
A 28 year old male presented to the Emergency Department with profuse sweating and 
agitation following deliberate ingestion of DNP.  Following advice from Toxbase1 he was 
treated aggressively with intravenous fluids and diazepam, with Dantrolene only being 
administered when he was hyperpyrexic.  At this stage he had developed renal failure and 
cardiac arrest occurred minutes later.  Efforts at resuscitation were stopped after one hour. 
Key messages: 
This case highlights the rapid and seemingly uncontrollable deterioration that can occur 
following ingestion of DNP. As the substance becomes more popular, optimum management 
is becoming more relevant for those working in the emergency department. We discuss 
whether the advice offered by Toxbase is optimum or whether a more aggressive and 
proactive approach should be taken.  
 
 
Atypical Presentation of Guillian-Barre Syndrome in HIV , Case Report and Review of 
Literature 
Dr Kapil Rajwani  
 
Background: Guillian-Barre Syndrome (GBS) is a group of immune-mediated peripheral 
neuropathies with an incidence of 1-3/100,000 annually. HIV has become an important cause 
of GBS. 
Case Report: 36 year old male with a background of HIV on antiretroviral therapy (ARVT),  
presented to the emergency department (ED) with a two week history of worsening 
peripheral sensory neuropathy affecting both hands and feet. His symptoms were thought to 
be secondary to HIV/ARVT and he was discharged with advice. 
He re-presented ten days later with worsening peripheral sensory disturbance and a four day 
history of progressive quadraparesis affecting his upper limbs more than his lower limbs and 
his distal muscles more than his proximal muscles. He was diagnosed with GBS, nerve 
conduction studies confirmed an acute demyelinating polyneuropathy and he was treated with 
IV Immunoglobulins. 



 
 

 
Key Messages: This was an atypical presentation of GBS as it generally manifests as a 
symmetric motor paralysis with weakness prominent in the proximal muscles and the lower 
limbs more affected than the upper limbs. In two published case series, up to 30% of patients 
presenting with GBS were found to be HIV positive and the recommendation is to exclude 
HIV in patient presenting with GBS 
 
 
Giant Hepatic Artery Aneurysm and the Role of Radiological Imaging , Case Report 
Dr Kapil Rajwani , Lawrence Toquero, Joseph Sebastian, Siddappa Lakshmaiah, Shabbir 
Ahmed 
 
Background: Hepatic artery aneurysms (HAA) are extremely rare vascular lesions 
(incidence 0.002%) associated with a high rate of spontaneous rupture and significant 
mortality. Patients are often asymptomatic and up to 80% of patients present with acute 
abdominal pain and cardiovascular collapse in the event of rupture. This represents a 
diagnostic challenge for emergency doctors. 
Case Report: An 85-year-old male presented to the emergency department with new onset 
severe epigastric abdominal pain and vomiting. He had no history of abdominal trauma or 
surgery and subsequently became haemodynamically unstable.  
Colour Doppler ultrasound of the abdomen revealed a cystic mass with a blood flow pattern 
in the epigastric region distinct from the aorta. Contrast-enhanced computed tomography 
(CT) confirmed an 8.9 x 8 cm hepatic artery aneurysm (HAA). To our knowledge, this is one 
of the largest HAA reported.  
We present a case of a giant HAA diagnosed on the basis of Doppler ultrasound and contrast-
enhanced CT findings, highlighting the importance of radiological imaging.                 
Key Messages: HAA, particularly those of the dimensions described in this case, are rare 
with very few cases reported. Ruptured HAA should be considered as a differential diagnosis 
in patients presenting with acute epigastric or right upper quadrant abdominal pain. 
 
A fatal case of Kaposi sarcoma-associated multicentric Castleman disease in a patient 
with HIV 
Dr. Daniel Micallef, Dr. Jason Attard 
 
Background:  
Castleman disease is a rare lymphoproliferative disorder which is associated with HIV and 
Kaposi sarcoma1. These conditions can worsen after introduction of HAART.1,2 
Case description:  
A 33-year old refugee presented with a 3-month history of productive cough, haemoptysis 
and night sweats. On examination, there were bilateral widespread crackles in the chest and 
multiple cutaneous lesions suggestive of Kaposi sarcoma. A CT scan of the chest was 
suggestive of disseminated Kaposi sarcoma affecting the lungs and lymph nodes. After 
confirming HIV infection, on day 6, HAART was initiated and the patient started improving. 
However, on day 14, the patient became febrile again and complained of epigastric pain, 
nausea and vomiting while there was marked, painful neck lymphadenopathy. Skin and 
lymph node biopsies were organised and a chest X-ray showed more diffuse infiltrates. The 
patient continued to deteriorate and on day 20 required ICU admission in view of hypoxia 
and died in a few hours. Biopsy results confirmed Kaposi sarcoma in skin and lymph node 
samples with Castleman disease in lymph nodes. 



 
 

Key messages: Initiation of HAART can be associated with rapid progression of conditions 
such as Kaposi sarcoma and Castleman disease, a phenomenon called immune reconstitution. 
The case emphasises the need for clinicians to be aware of this phenomenon and manage it 
appropriately. 1,2 
 
 
Neuropsychiatric SLE as a differential of psychosis in an elderly patient 
Dr Luke Foster, Dr Christian Burd , Dr Claire Solomon, Dr Daniel McCrea , Dr Bernard 
Colaco 
 
Background: 
We present the case of an 84 year old Caucasian female admitted following a fall.  Her 
admission AMTS was 8/10 and MMSE 22/30.  Her history included a diagnosis of 
Schizoaffective disorder in 2010, prior treatment of depression with electroconvulsive 
therapy and a recent stay in hospital for Polymyalgia Rheumatica.  Investigations revealed no 
medical cause for her fall, with the only abnormality a persistently elevated CRP of 66. 
She displayed knight's move thinking and pathological delusions.  An autoimmune screen 
found positive ANA, dsDNA and anti-Ro antibodies and low levels of C3 and C4.  Lumbar 
puncture revealed increased protein and IgG oligoclonal bands in the CSF that were matched 
in the serum.  A diagnosis of SLE Cerebritis was made and treatment with 
Methylprednisolone started.  Following Psychiatry review a diagnosis of psychosis secondary 
to SLE was ascertained and treatment with Risperidone commenced.  Her agitation improved 
and she was discharged on Prednisolone, Mycophenolate Mofetil and Risperidone. 
Key Messages: 
This case illustrates the interplay between medical, psychiatric and neurological disease.  
Further it demonstrates the importance of excluding an organic brain syndrome in patients 
with complex psychiatric histories. In multi-morbid patients it is important to think critically 
about previous diagnoses and re-evaluate in the light of clinical change. 
 
 
Malakoplakia of the Urogenital Tract: Case Report and Review of Literature 
Dr Huan Dong, Sarah Dawes, Joe Philip, Shalini Chaudhri, Kesavapilla Subramonian 
 
Background: 
Malakoplakia is a rare, chronic granulomatous condition which can occur anywhere in the 
body but is most commonly found in the genitourinary tract. It is defined histologically by 
von Hansemann histiocytes and Michaelis-Gutmann bodies.  
Methods: 
Over the last 10yrs, four patients were identified from the Uro-pathology database at QEHB 
with genitourinary malakoplakia. The clinical presentations, investigations and interventions 
were reviewed, followed by literature review. 
Results: 
All patients were women: mean age 55 years. Presenting symptomatology was recurrent UTI 
and haematuria in all except one who presented with upper tract obstruction secondary to a 
large pelvic inflammatory mass. They were treated with low-dose prophylactic antibiotics 
with symptomatic improvement and no further UTIs. The patient with the pelvic mass was 
temporised with bilateral ureteric stenting whilst awaiting further abdominal surgery. Mean 
follow-up: 50 months. 
Key Messages: 



 
 

 Malakoplakia of the bladder usually presents with recurrent UTI and haematuria and 
is perhaps associated with immunological disorders such as asthma. 

 Extensive pelvic malakoplakia may first present with upper urinary tract obstruction. 
 Diagnosis relies heavily on careful interpretation of histology and a high index of 

suspicion. 
A prolonged course of low dose antibiotics (e.g. quinolones) is effective as 1st line treatment. 
 
 
Klippel-Trenaunay Syndrome and a successful pregnancy: A case report 
Dr Lisa Bentham, Dr Hanan Al-Sayegh, Mrs Singh. - Unable to present due to weather 
 
Background: 
A rare case of pregnancy and delivery of a 21 year old woman with Klippel-Trénaunay 
Webber Syndrome (KTS). 
Methods: 
Case note review.  
Results and Discussion:  
KTS is a rare congenital condition, first described in 1900 with unknown aetiology and 
sporadic incidence. 
KTS is characterised by a clinical triad of cutaneous capillary malformations, bone and soft 
tissue hypertrophy and varicose veins/venous malformations. Common complications include 
chronic venous stasis, visceral bleeding and orthopaedic complications i.e. gait 
disturbances/scoliosis. 
This primiparous woman was successfully managed during her pregnancy under consultant-
led care with multi-disciplinary input – namely involving anaesthetic and haematological 
opinion. KTS manifested in her as severe kyphoscoliosis, left sided hemihypertrophy and 
mild learning disability. She was delivered by emergency caesarean section, giving birth to a 
healthy male infant. She suffered 1000mls blood loss intra-operatively due to multiple 
prominent vessels in the lower uterine segment and uterine atony. She had an uneventful 
post-operative recovery and was discharged with 6 weeks of prophylactic low-molecular-
weight heparin due to her high risk of venous thromboembolism. 
Key messages:  
Pregnant patients with complex medical conditions require integrated multi-professional 
involvement to ensure high quality patient centred care. Early involvement of appropriate 
specialities allowed the composition of a robust birth plan for this patient facilitating this 
successful outcome. 
 
Acutely painful Leg in a Diabetic Patient 
Dr. Claire Judge, Ms. Lulu Tanno 
 
Background:  
53 year old insulin dependant diabetic presented to the ED with an acutely painful right leg 
and unable to weight bear. Patient had stood on a stone 4 days previously- feeling feverish 
and lethargic for 2 days. On examination, the patient was in septic shock. Examination of the 
right leg revealed marked peripheral oedema, spreading erythema to mid shin and a tender 10 
x 6 cm blister on the sole of his foot. 
Inflammatory markers were acutely raised- WBC 16.2, CRP 389. INR 3.9 despite being on 
no anticoagulation. 
X Ray picture What does the X Ray show. What is the working diagnosis? 
 



 
 

 
Common infective organisms: 
Clostridium perfringes, polymicrobial- streptococcus, entrococcus. 
Risk factors for Necrotising Soft Tissue Infections: 
Associated with conditions with reduced host defence systems- i.e. Trauma/diabetics/ PVD/ 
CKD/ Malignancy and immunissupression. 
Management: 
Immediate surgical debridement and broad spectrum antibiotics. 
For our patient, an emergency above knee amputation was indicated. IV Antibiotics was 
commenced in theatre. Post op, he was monitored in HDU. He made an excellent recovery 
and was discharged home 2 weeks later. 
Key Messages: 
SIRS and recognition of Septic Shock 
Common infective organisms that can lead to devastating Necrotising Fasciitis 
Risk factors for Necrotising Fasciitis 
Immediate Rx for Necrotising Fasciitis 
 
 
Weight loss and lumbosacral back pain in a 79-year-old Indian man 
Dr Masara Laginaf, James Goodhand, Kezia Gaitskell, Katie Planche, Charlie Murray. 
 
A 79-year-old Indian man presented with a seven month history of weight loss, early satiety 
and lumbosacral back pain. He had type 2 diabetes mellitus complicated by nephropathy, 
bilateral cataracts, osteoporosis, vitamin B12 deficiency, and a past history of pulmonary 
tuberculosis. He was an ex-smoker of 100 pack years. Regular medications included 
metformin, simvastatin, aspirin, alendronate and vitamin B12 injections. On examination, he 
had generalised muscle wasting only. Laboratory investigations revealed a raised creatinine 
and CRP. Immunoglobulin G levels were raised at 26.1 g/L. An OGD showed mild non-
atrophic gastritis with normal duodenal biopsies. CT CAP revealed an ill-defined left 
perinephric and retroperitoneal soft tissue mass extending to the arch of the aorta with 
associated hydronephrosis. Histological examination of the left perinephric mass 
demonstrated a dense infiltration of plasma cells which expressed IgG4 on immunostaining. 
These appearances were strongly in keeping with IgG4-related sclerosing disease. The IgG4 
titre was >1.64 g/L (normal <1.3g/L). After an 8-week course of tapering prednisolone, the 
patient’s appetite improved, weight stabilised and renal impairment resolved. A repeat CT 
scan showed that the periaortic thickening affecting the aorta and left kidney had markedly 
reduced in volume. His IgG levels normalised and he was established on azathioprine. 



 
 

Management of a Psychiatric Patient with Hypercalcaemia 
Dr Lucia Magee Unable to present due to weather 
 
A 56 year-old male, Mr.S was admitted from the inpatient psychiatric unit with 
hypercalcaemia, corrected calcium (CorrCa) 3.26, PTH 40.1pmol/L, renal function normal. 
Mr.S was under section-3 for bipolar-affective disorder. Medications on admission included 
lithium. 
Two possible diagnoses were considered: 1)primary hyperparathryoidism 2)Lithium induced 
hypercalcaemia. 
Four-hourly bags of IV fluids were prescribed & lithium stopped. Unfortunately he was 
experiencing paranoid delusions towards medical staff and their intentions, discontinuing 
lithium resulted in worsening paranoia and hypomania. He refused fluids and further 
investigations, requiring 1-to-1 nursing and regular psychiatric review. Oral fluid intake was 
encouraged, IV fluids given as tolerated, at discharge CorrCa 2.88. 
3-weeks post-discharge he re-presented, CorrCa 2.98, indicating prevention with lithium 
cessation was not sufficient. IV fluids and Cinacalcet were commenced. CorrCa reduced to 
2.46. 
Guidelines1 suggest Mr.S requires further imaging and surgery, given his psychiatric state 
these were not deemed appropriate. 
This case highlights; hypercalcaemia management complexity in psychiatric patients, 
principles to management and potential diagnoses to be considered in this patient group. 
We suggest working closely with the psychiatric and multi-disciplinary teams for successful 
outcome and tailoring further investigation as appropriate to the individual patient. 
 
1. Bilezikian JP, Potts JT Jr, Summary statement from a workshop on asymptomatic primary 
hyperparathyroidism: a perspective for the 21st century, J Clin Endocrinol Metab, 2002, 
87(12):53 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
 


