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Introduction

AI is revolutionizing patient care by providing accurate diagnoses 

and treatment recommendations, while also aiding healthcare 

professionals in achieving their educational and scientific goals. 

Therefore, it is vital to explore the views of those at the forefront of 

patient care. This survey-based study investigates the perceptions and 

utilization of AI technology by NHS doctors.

Materials and methods

An anonymous online questionnaire, designed by the author, was 

distributed via email to junior doctors working at Bradford 

Teaching hospitals, and to members of various online forums 

tailored for medical doctors working in different specialities and 

locations within the NHS.

Results and discussion

In this survey-based study, 55 responses were collected. Among 

participants, 51 (92.7%) were junior (non-consultant) doctors currently 

working in the NHS and 4(7.3%) were consultants. A significant 

proportion of participants (63.63%) believed that AI would replace at 

least part of their job in the future, while 25.45% were confident it 

wouldn’t, and 10.9% remained uncertain(figure 1).
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Most participants thought AI would be most useful in medical 

record keeping (98.18%). A substantial proportion endorsed AI’s 

potential role in medical research (74%), risk stratification and 

prognosis (63%), remote consultations (49%), diagnosis (40.7%), 

proposing treatment plan (40.7%) and other fields of health care 

(14%). Despite the enthusiasm, 60% expressed ethical concerns 

regarding the utilization of AI in health care.

The second section of the survey explored the utilization of AI 

tools by NHS doctors. Remarkably, 63% of participants reported 

using ChatGPT, or similar AI tools, in their professional work 

(figure 2). The main use was in writing emails (81%), followed by 

studying and medical education (49.7%), scientific research 

(33.3%), searching the web (33.3%) and other professional tasks 

(14%) such as time management and career planning (figure 3).

While limited by a small sample size, this survey highlights the 

eager anticipation, from medical professionals, particularly junior 

doctors, for the awaited role of AI in transforming our medical 

records. AI should be used to relieve physicians of burdensome 

administrative tasks, granting rapid access to information and 

“reducing clicks rather than adding more pop-ups".

Additionally, AI should serve as an aid rather than a replacement, 

supporting physicians in providing precise and expeditious 

diagnoses.

Notably, the government has recently announced deployment 

of the latest AI imaging technology to aid in diagnosing 

cancer, stroke, and heart conditions within the NHS. AI has 

already demonstrated its value in various domains of health 

care, including precision medicine, early detection of heart 

failure, and diabetes management.

However, ethical and legal concerns persist. It is vital for 

regulatory bodies and the medical community to address 

critical ethical and legal issues including informed consent, 

transparency, algorithmic fairness, and data privacy, as AI 

technology advances.

On the other hand, as healthcare professionals increasingly 

utilize evolving AI tools for communications, research and 

education, a pressing need emerges for clear and 

comprehensive guidance. This guidance is essential to 

empower medical professionals to maximize their benefits 

while ensuring they stay within ethical and legal boundaries.
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Figure(2) Have you ever used ChatGPT for your 
professional work?

Figure(3) what do you use ChatGPT for?

Conclusion

A significant proportion of medical professionals displayed 

positive perceptions and effective interactions with AI tools. 

Larger studies are imperative to further explore the dynamics 

of doctors' interactions with AI, as this is key to the success 

of any new technology

Figure(1) Would AI replace part of your job  in the 

future?











Chest radiograph has a longer reporting time than other

radiograph requests, and clinicians may miss follow-up

advice in reports. British Thoracic Society recommends

arranging a follow-up Chest radiograph after 6 weeks for

patients with persistent symptoms or physical signs or at

higher risk of underlying malignancy.

The hospital team is responsible for arranging follow-up

with the patient and the GP. 1 The recommended time

period for Chest radiograph and CT scan follow-up is 6

weeks and 1 week, respectively. 2

The radiology department currently uses a code

“GPCTFU” and “GPXRFU” in reports for GP requests to

automatically override the GP pathway and directly

arrange a follow-up imaging appointment ensuring that

the follow-ups are not missed and relieving GPs of the

burden of arranging follow-up imaging.

INTRODUCTION

• Review onus of Chest radiograph requests from 

clinicians in hospital and GPs.

• Calculate time taken to report for reports with follow-up 

advice

• Assess if "Actionable Reporting" is followed 

• Compare if the follow-up alerts were observed equally 

by clinicians in hospital and GPs.

• Calculate burden of reports with follow-up advice after 

patient discharge.

A total of 2563 Chest radiographs were performed, the table below summarises our findings. 

RESULT AND DISCUSSION

AIM

● In-patient follow-up rate(38.1%) was lower than GP follow-

up rate(90.5%).

● GP chest radiograph were reported 2.35 days faster than 

In-patient Chest radiograph.

● In-patients with longer duration of stay were more likely to 

have their follow-up imaging.

● Actional reporting is comparable in both In-patient and GP 

categories.

CONCLUSION

● Retrospective data from 01/11/2022 to 10/11/2022 was analysed.

● Data source was information available about Chest radiograph requests on PACS.

● The sample for the audit data included only Chest radiograph reports with follow-up

advice.

● Actionable reporting was assessed based on whether reports answered clinical

questions, provided tentative/differential diagnosis, and had appropriate/clear advice for

next steps. 3

METHODOLOGY

REFERENCE

Follow-up Imaging Recommendations On A Chest Radiograph Report: 
A Comparative Study Of Inpatient And GP Chest Radiograph Pathways At A Tertiary Thoracic Center

Dr Adarsh Shivaram 1 , Dr Rajashri Patil 2

University Hospitals of Leicester, UK   

RECOMMENDATION

● Increase awareness among clinicians to follow-up on 

reports post-discharge through posters and videos.

● Check the feasibility of implementing existing ‘codes for 

follow-up’ used in GP reports for in-patient reports.

● Send alerts to clinicians and GPs for reports with follow-up 

advice.

● Re-audit after measures have been taken to ensure 

adherence to guidelines.

1. Lim WS, Baudouin SV, George RC, Hill AT, Jamieson C, Le Jeune I, et al. BTS 
Guidelines for the Management of Community Acquired Pneumonia in adults: 
Update 2009. Thorax [Internet]. 2009 Sep 4;64(Suppl 3):iii1–55. [cited 2023 Sep 2]. 
Available from: https://thorax.bmj.com/content/64/Suppl_3/iii1

2. Having a follow-up chest X-ray and possibly a CT scan of your chest [Internet]. 
yourhealth.leicestershospitals.nhs.uk. [cited 2023 Sep 2]. Available from: 
http://yourhealth.leicestershospitals.nhs.uk/library/csi/imaging/1751-having-a-
follow-up-chest-x-ray-and-possibly-a-ct-scan-of-your-chest

3. March 2018 Standards for interpretation and reporting of imaging investigations 
Second edition [Internet]. [cited 2023 Sep 2]. Available from: 
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfcr181_st
andards_for_interpretation_reporting_0.pdf

● In Actionable reporting, only 3 in-patient reports did not have appropriate/clear advice 

for next steps. 

● 47 out of 63 in-patients (74.6%) were discharged before their radiograph was reported. 

Inpatient 
requests

COMPARISON GP requests

1263 Total Chest radiographs performed 1299

63 Chest radiographs with follow-up 
recommendations

117

24 (38%) Number of follow-up imaging done 106 (90.5%)

8.9 days Average time taken for reporting 6.6 days

https://thorax.bmj.com/content/64/Suppl_3/iii1
http://yourhealth.leicestershospitals.nhs.uk/library/csi/imaging/1751-having-a-follow-up-chest-x-ray-and-possibly-a-ct-scan-of-your-chest
http://yourhealth.leicestershospitals.nhs.uk/library/csi/imaging/1751-having-a-follow-up-chest-x-ray-and-possibly-a-ct-scan-of-your-chest
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfcr181_standards_for_interpretation_reporting_0.pdf
https://www.rcr.ac.uk/system/files/publication/field_publication_files/bfcr181_standards_for_interpretation_reporting_0.pdf


A Retrospective Study Of Antibiotic And DMARD Prescription Practices In Rheumatology Inpatients 
At A Tertiary Center: Are We Compliant With The Guidelines?

Dr Adarsh Shivaram​1, Dr Robin Mathews2, Dr Nishant G C3 ​, Dr Veena Patel4

INTRODUCTION
• Patients with rheumatic diseases have increased 

susceptibility for infections, due to the intrinsic 
immunological alterations associated with these 
conditions and also due to the medications 
(steroids and immunosuppressive) used to treat 
them.

• Recent guidelines1,2 by the BSR and BHPR 
recommend temporarily discontinuing both 
conventional and biologic DMARDs during serious 
infections.

OBJECTIVE

• Identify the proportion of patients who had their 
immunosuppressive treatment stopped during 
period of infection.

• Compare inflammatory markers and length of 
stay among patients whose immunosuppressive  
were stopped and those who did not stop.

METHODOLOGY

• Timeline = 01/09/2022 to 31/12/2022 
• Population = 649 patients with raised CRP who 

were known to have rheumatological diagnosis on 
synthetic DMARDS and biologics who are enrolled 
and having blood monitoring on DAWN software 
were identified.  

• Sample = 52 of them had an inpatient admission 
which required antibiotics.

• Further data related to their admission and 
investigations reports were collected from the 
trust’s Digital Health record.

CONCLUSION

• 100% of biologic DMARDS were stopped while they 
were on antibiotics. 

• Almost 25% of our sample did not have their 
conventional DMARDs stopped during the period of 
infection.

• CRP levels and longer length of stay were noted in 
our cohort among patients who had stopped 
DMARD at the time of antibiotic prescription which 
may be due to other associated reasons, age, 
source of infection and other co-morbidities. Need 
more information to understand this findings. 

RESULTS

FURTHER ACTIONS
• Implement the guidelines locally to stop the 

immunosuppressives when patient is unwell with 
infection in line with BSR and BHPR guidelines.

• Create more awareness among medics and 
allied health professionals i.e pharmacists, 
nurses by education sessions, 

• Creation of prompts at the time of prescription 
on hospitals electronic medication chart. . 

• We have electronic medication chart for 
inpatients and we are working to identify 
rheumatological patients on immunosuppressive 
therapy at the time of admission.

DMARDs-
stopped

DMARDs-
not 

stopped

Mean highest CRP 183.17 178.16

Mean highest WBC 11.72 12.41

Mean highest neutrophil 
count

10.16 10.19

Average length of stay 13.25 11.00

• All 52 patients were taking conventional DMARDs (MTX = 29, 
SSZ = 15, HCQ = 13, LEF = 8, MMF = 5) and 4 patients were 
also taking biologic DMARDs (etanercept = 2, adalimumab = 1, 
sarilumab = 1).

• Mean age =72.9; 
range from 30 to 
96 years.

(1) Ledingham J, Gullick N, Irving K,et al. BSR and BHPR guideline for 
the prescription and monitoring of non-biologic disease-modifying 
anti-rheumatic drugs. Rheumatology. 2017 Feb 27;56(6):865–8.

REFERENCES

(2) Holroyd CR, Seth R, Bukhari M, et al. The British Society for 
Rheumatology biologic DMARD safety guidelines in inflammatory 
arthritis—Executive summary.Rheumatology.2018 Aug 21;58(2):220–6. 

• DMARDs which 
were not stopped: 
SSZ =9,      MMF =2,  
MTX =1.





Ambulatory Emergency Care Unit (AECU) First Seizure 

Pathway Audit
Alexander Emery [London,UK]1, Ambreen Fatima1, Mohamed Dardir1, Ifedayo Ojo1, Zarminak Kakakhel 1, Balaji 

Gothandaraman 1

1 London North West University Healthcare NHS Trust1

Introduction Materials and Methods

Our Ambulatory Emergency Care Unit (AECU) runs a pathway for patients presenting 

with a suspected first seizure, that aims to avoid admission and streamline assessment 

and onward referral to Neurology outpatients. NICE guideline NG217 "Epilepsies in 

children, young people and adults" provides specific guidance on assessment and 

referral for patients presenting with a suspected first seizure. 

We are aware that some criteria in the current trust policy are not always completed.

Patients referred to AECU as a potential first seizure over a 3-month period were 

screened. Retrospective data collection over a 3-month period using a password 

protected data collection tool including ED discharge records, EPR records, clinic 

referral data, clinic letters and investigation results with reference to the three areas 

above.

Conclusion

We have incorporated reiteration of the need for documentation of driving status etc. in local induction and teaching. Work is ongoing to update the first seizure pathway to improve 

performance.

Results and discussion

50%50%

Patient asked about 
driving status?

37%

63%

Patient safety netted 
appropriately?

70%

30%

Was patient advised 
to stop driving?

Over a 3-month period, 47 patients were identified. 11 patients were excluded from 

sampling for incorrect referral details or not attending their AECU appointment. A 

further 5 were excluded as they did not attend their subsequent neurology 

appointment. One patient was excluded after it was established they had an historical 

diagnosis of epilepsy. A total of 30 patients were included in the audit.

There was significant variation in the completion of both the local pathway criteria and 

NICE criteria for patients attending AECU.

Documentation of driving status, occupation, and safety netting advice including with 

regards to driving was inconsistent. This may well have been discussed with patients, 

but documented evidence of this was often missing.



What Is Wellbeing? Laying The Groundwork For Improving The 

Wellbeing Of Stage 1 Internal Medicine Trainees In North West London.
Alexander Emery [London,UK]1, Emma Rowlandson1

1 Chelsea and Westminster Hospital NHS Foundation Trust

Introduction Materials and Methods

There is no standardized definition of Wellbeing1. Programs aiming to measure and improve the Wellbeing of individuals​ in

healthcare settings are becoming more prevalent​1. The lack of an agreed definition of Wellbeing, however, makes this

challenging, not least because the components and determinants of Wellbeing are often individual and seemingly abstract.

NHS England have recently funded posts for IMT Wellbeing and Education Fellows in London to attempt to improve this.

1. Qualitative literature and resource review of Wellbeing

research and commentary

2. Interim results of a new IMT Wellbeing and Education

Survey

Conclusion

Our interim survey shows trainees perceptions of Wellbeing varies, and the

majority feel neutral when asked how their employers or training organizations

value their Wellbeing. Based on the above, and with reference to internal

medicine trainees in the UK, a working definition is proposed: “Wellbeing is an

active state experienced by individuals, influenced by physical,

psychological and social factors, as well as one’s own physical and mental

health, that allows them to function at their full potential”.

Results and discussion

The Geneva Charter for Wellbeing hosted by The World

Health Organization in 20212 attempted to define Wellbeing

as: “A positive state experienced by individuals and

societies. Like health, it is a resource for daily life and is

determined by social, economic, and environmental

conditions.”. Other organizations use mental health as a

proxy for Wellbeing. NHS England have developed a

Health and Wellbeing framework3 and The British Medical

Association have developed a Mental Wellbeing Charter​4 ​,

while the General Medical Council’s annual National

Training Survey uses a version of the Copenhagen Burnout

Inventory​5 to create an overall burnout score, which it uses

to discuss the Wellbeing of doctors in training.

If I could do one thing to improve my Wellbeing as an IMT, it would be:

1. Kemp S, Hu W, Bishop J, et al. Medical student Wellbeing - a consensus statement from Australia and New

Zealand. BMC Med Educ. 2019 Mar 4;19(1):69. 2. The Geneva Charter for Well-being.

www.who.int/publications/m/item/the-geneva-charter-for-well-being [Accessed 31st August 2023] 3. NHS

England » NHS health and Wellbeing framework. www.england.nhs.uk/supporting-our-nhs-people/health-and-

Wellbeing-programmes/nhs-health-and-Wellbeing-framework/ [Accessed 31st August 2023] 4. BMA mental

Wellbeing charter. www.bma.org.uk/media/4363/bma-mental-Wellbeing-charter-oct-2019.pdf [Accessed 31st

August 2023] 6. Kristensen TS, Borritz M, Villadsen E, Christensen KB. The Copenhagen Burnout Inventory: A 

new tool for the assessment of burnout. Work Stress. 2005 Jul;19(3):192–207.
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Promoting Multidisciplinary Team Cohesion On The Acute Floor Through 
Establishing Medical Emergency Team Huddles And Hospital At Night

A McWhirter1, J Onimowo2, C Dore3, D Simpson4, C Hewitt5, A Jaidev6, T Jhetam7 1IMT3, 2AIM & ICM ST7, 3ACCS CT3, 4Anaesthetics ST3, 5IMT2, 6ACCS CT2, 7JCF, University Hospitals Sussex

BACKGROUND

The Royal Sussex County Hospital is one of 4 hospitals 

which comprise University Hospitals Sussex NHS Trust. 

In October 2021, we began to reflect on what could be 

done to improve emergency and out of hours working. 

Medical handovers and Medical Emergency Team (MET) 

huddles ensure the efficient transfer of information at 

times of transition of responsibility and allow the team to 

meet ahead of stressful situations.1 The Hospital at Night 

(H@N) concept was developed to improve patient safety 

and wellbeing of the multidisciplinary team working out 

of hours.2 

From a questionnaire sent to medical juniors:

   92% felt structured medical handover 

  would improve patient safety

   2/3 believed there was a need to 

  improve current handovers

   88% felt MET huddle beneficial to 

  patient safety 

AIMS

1. To establish morning and night MET Huddles at 

RSCH by April 2022, aiming for 100% meetings 

being held.

2. To create, by October 2022, a sustainable method 

of touching base with members of the 

multidisciplinary team working at night in RSCH by 

establishing a 2am huddle meeting.

Modified Gemba walks and root cause analysis using the 

Ishikawa tool took place followed by multiple key 

stakeholder meetings.

MATERIALS AND METHODS

Yes 
92%

8% Interventions across multiple PDSA cycles:

- Structured handover proforma & standard operating 
procedures for medical handovers/MET huddles 

- MET huddles at 0830 and 2030 established

specialties

RESULTS 
Post intervention survey: 100% of junior doctors now clear 

on their roles at MET calls (increased from 25%)

A snapshot survey in Feb 2022 showed that 100% of 

handover proforma forms completed. Drop in sign-in rate 

following introduction of QR code

Audit of bleeps received by junior doctors overnight found 

58.3% tasks not completed within 1 hour & large amount 

of routine/non-urgent tasks

MET huddles and H@N meetings have now been rolled 

out at Princess Royal Hospital (PRH)

DISCUSSION

SUSTAINABILITY: Embedding H@N culture, continued education and making 

information available. Importance of regular stakeholder meetings with QIP 

champions which includes doctors across medicine/intensive care/anaesthetics as 

well as CCOT and the site team & IT fellows to make best use of IT systems

SPREAD: Successful spread to PRH, followed by interest from 2 other Trusts for 

support in starting their H@N

TRAINING: Working with CCOT/site team to provide training for H@N support roles. 

SOP written to improve triage of bleeps overnight 

WELLBEING: Exploring ways the meetings can be used to support team members, 

ensuring adequate breaks and refreshments

CHALLENGES: Overcoming resistance to change, encouraging engagement from 

other specialties, adequate meeting space  

- Hospital at Night meeting at 2am at 
Royal Sussex County Hospital (RSCH)

- Pre-alerts for meetings set up via 
switchboard 

- MET document and dedicated 
pages on Microguide

- Transition made to paperless QR 
code sign-in for all meetings

- Continued education at inductions 
and teaching sessions across 
specialties

1. MET huddle was useful

2. H@N meeting was useful

REFERENCES

1. Nelson-Smith K. Hospital at Night. Future Healthc J. 2019 Mar;6(Suppl 1):45. doi: 10.7861/futurehosp.6-1-s45
2. Hamilton-Fairley D, Coakley J, Moss F. Hospital at night: an organizational design that provides safer care at night. 
BMC Med Educ. 2014;14 Suppl 1(Suppl 1):S17. doi: 10.1186/1472-6920-14-S1-S17





Giant Cell Arteritis Pathway: Quality Improvement Project (QIP)
Anees Fatima,  Sami Fouda, Sarya Elnour,  Sara Hui, Salma Kabashi, Shahir Hamdulay 

Department of Rheumatology, Northwick Park Hospital

Introduction
Giant Cell Arteritis (GCA) is a large 
vessel granulomatous vasculitis with a 
predilection for the extra-cranial 
vessels which may result in ischemic 
complications such as vision loss.

Treatment pathways for GCA have 
been shown to improve diagnosis, 
early treatment and clinical outcomes. 
A established rapid access GCA 
pathway at London Northwest 
University Healthcare was updated in 
2019 to incorporate temporal artery 
ultrasound (TAUS,  figure 1).

In this QIP we have re-audited the 
pathway and compared to the recent 
BSR guidance for GCA (References). 

Objective 
To audit the GCA pathway against 
BSR guidelines/ audit tool

Methods                                      
Data for 124 suspected GCA patients 
(Jan 2021 to Jan 2023) referred to 
secondary care were retrospectively 
analysed for demographics, clinical 
presentation, diagnostics (blood 
tests, TAUS/TA biopsy) and 
diagnostic yield. Patients were 
identified from a radiology and 
biopsy database. Audit standards 
were set against the (BSR) audit tool 
for Giant cell arteritis  and compared 
to previous audits.

A majority of 
patients referred
 from primary 
care were 
reviewed 
in the SDEC unit:

SDEC: 90
A&E: 19
Inpatient: 8
Rheum Clinic: 4

BSR Quality Standards Achieved 
(%)

Expecte
d (%)

Specialist review within 3 working 
days following clinical suspicion of 
GCA

79 100

Same day initiation of high dose 
glucocorticoids

78 100

FBC, CRP, ESR/PV checked at 
suspicion of GCA

94 100

Confirmatory tests TAUS/ TAB 89 100

Same day Ophthalmology review for 
visual symptoms

67 100

Glycemic monitoring 48 100

Appropriate bone protection 100 100

Provision of written information on 
GCA

100 100

Documented discussion on symptoms 
of GCA relapse and action plan

70 100

Table 1 Demographics, symptoms, ESR & CRP

Suspected Confirmed*

n 124 48

Age (mean/ range) 69 (43-98) 74 (54- 94)

Sex M:F (%F) 26:98 (79) 15:33 (69)

Headache 117 (94) 46 (96) 

Scalp tenderness 60 (48) 28 (58)

Jaw claudication 32 (26) 11 (23)

Visual symptoms 36 (29) 9 (19) 4**

Polymyalgia 18 (14) 18 (37%)

Mean ESR (range)
Mean CRP (range)

38 (2-137)
8 (0.6-243)

56 (5-133)
28 (0.6- 197)

*Confirmed with clinical dx, TAUS or biopsy
**patients with visual loss. Percentage bracketed unless

stated 

124 suspected GCA

48 positive US (34%)
Treated GCA

59 negative US (61%)
Discharged

17 US borderline positive (14%) 

TA Biopsy 10 (8%)
4 positive -confirmed GCA
2 negative- treated GCA

4 negative- no GCA

Temporal Artery US and Biopsy results

Conclusions
The presence of a GCA pathway has ‘streamlined’ diagnostics 
and treatment but has highlighted areas to improve, such as 
provision for ophthalmology and glycemic monitoring (Table 
2)
Introduction of TAUS has significantly decreased need for TA 
biopsy (40/year v’s 12/ year)

References
https://www.rheumatology.org.uk/Portals/0/Documents/Guidelines/Aud

it%20tools/GCA_audit_tool.pdf?ver=2021-02-05-175509-010

Table 2 Audit v’s BSR Standards

Figure 1
Results 

40 12
2016 2022

Comparison with Previous Audit Cycle

Diagnostic US 
done within 7 
days of starting 
steroids ? (2022)

Biopsy done 
within 2 weeks 
of starting 
steroids? (2016)

Yes (110/124)

No (14/124)

Yes (67%)

No (33%) Biopsies per year 

https://www.rheumatology.org.uk/Portals/0/Documents/Guidelines/Audit%20tools/GCA_audit_tool.pdf?ver=2021-02-05-175509-010
https://www.rheumatology.org.uk/Portals/0/Documents/Guidelines/Audit%20tools/GCA_audit_tool.pdf?ver=2021-02-05-175509-010


Introduction

Improving Management of NSTEMI by Junior Doctors on the Medical Take

Anoshah Arif, Kathryn Frame,  Onesi Ogedengbe

Department of Acute Medicine, Manchester Royal Infirmary, Manchester University NHS Foundation Trust

• The 2019/20 Myocardial Ischaemia National Audit Project (MINAP) report demonstrated 86,547 cases of MI admitted 

to NHS hospitals.

• 65% of these were non-ST- segment elevation myocardial infarction (NSTEMI). There is evidence from registry-based 

studies that case fatality from NSTEMI is higher than STEMI. 

• Further research from the UK illustrate that almost one third of patients admitted with MI did not receive medications 

as per current guidelines therefore experienced higher fatality rates.

• Therefore, augmenting physicians' awareness of NSTEMI management is the cornerstone of improving patient care and 

thereby disease outcome.

• The aim of this project is to address the knowledge gap about management of NSTEMI among junior doctors on the 

medical take, which should translate to improvement in clinical outcomes for NSTEMI.

• This study is a closed loop audit conducted at an Acute Medicine Unit at a Tertiary Hospital in the UK during 

October 2022 to August 2023.

• All patients admitted by junior doctors to AMU from A&E with the diagnosis of NSTEMI during this period were 

included in this study.

• Exclusion criteria were as follows: direct admission to Cardiology department, patients for which the A&E or 

medical doctor discussed their plan with Cardiology, Type 2 MI, patients already on anticoagulation and patients who 

met criteria for urgent PCI.

• Data collection included prescription rates for dual antiplatelets, fondaparinux and secondary prevention as well as 

requisition for HbA1c, Lipid profile, ECHO and referral to cardiology at the time of admission. Intervention 

included presentation in the department meeting, discussion during medical handovers and educational posters.

• Data Analysis was conducted using Microsoft Excel.

• 28 patients were included in the first cycle, and 24 patients in the second cycle.

• In the first cycle, the prescription rates for aspirin loading dose, a second antiplatelet loading dose and fondaparinux 

were 85.1%, 64.3% and 35.7% respectively.

• Maintenance doses of aspirin and the second antiplatelet were prescribed for 67.9 and 53.6 percentage of patients, 

respectively.

• The second cycle demonstrated prescription rates for aspirin loading and maintenance dose as 91.7% and 62.5%, 

second antiplatelet loading and maintenance dose as 87.5% and 58.3%, and fondaparinux as 75% respectively.

• This study identifies a significant gap in current management of NSTEMI by junior doctors on the medical take.

• Results of the re-audit illustrate the value of educating junior doctors on up-to-date guidelines, thereby, improving 

compliance to the same and in turn, patient outcomes.
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Methods

Results

Conclusion

• Among the patients who were eligible for secondary prevention; in the first cycle, the prescription rates for beta 

blocker, ACE inhibitor/ARB and statin were 46.1 %, 41.6% and 48% respectively.

• This changed to 30%, 33.3% and 55% respectively, in the second cycle. In the first cycle, no patient had their HbA1c 

and lipid profile checked.

• This improved to 4.2% and 16.7% respectively.

• In the first cycle, 25% and 89.3% of patients had an ECHO and a referral to Cardiology requested, respectively.

• This changed to 45.8% one 70.8% respectively, in the second cycle.



A Review Of The Process Of Eating And Drinking With Acknowledged Risks (EDAR) 
In A District General Hospital: 

A 3-Cycle Quality Improvement Project
Dr Avraneel Talapatra, Dr Winson Cheung, Dr Patrick McDonald

1. INTRODUCTION
In cases of dysphagia which are unlikely to 
improve, for example in Dementia, Eating and 
Drinking with Acknowledged Risks (EDAR) can 
be considered.  This is where individuals continue 
to eat and drink despite a perceived risk of 
choking or aspiration1. There should be an MDT 
approach to the decision including involving 
Speech therapists (SLT) who may recommend an 
amended consistency of food and fluid to reduce 
risk of aspiration1. 

2. PLAN
We aimed to find out whether proper discussions 
and plans were completed for EDAR. Patients 
with dysphagia from stroke were excluded.

Outcome measures included:
1) Completion of the Trust EDAR summary Form
2) If a joint decision for EDAR has been taken by 

the MDT
3) Capacity assessment for the patients  for 

decision regarding feeding
4) Discussion with the patient if they have 

capacity or with family/IMCA if they do not 
have capacity, 

5) Discussion of the risks of EDAR including 
aspiration pneumonia and death

Stakeholders included: Patients, Families and the 
MDT including Doctors, Nurses, AHP including SLT

3. DO
Patients on EDAR on 
three medical wards 
were identified, 
documentation and 
EDAR forms were 
assessed. PDSA cycles 
are shown in Figure 1.

4. STUDY

5. ACT
We provided education about EDAR by presenting 
at Medical meetings, speaking directly to ward staff 
and putting up posters.  These interventions 
correlated with improvement in the parameters 
assessed:

✓ Joint MDT decisions improved (63% to 83%)
✓ In capacitous patients, decisions were made 

after discussion with them in 100% of cases from 
25% of cases initially.

✓ When patients did not have capacity, 
family/IMCA were involved in 100% of cases 
from 38% initially

✓ There was improvement in discussion of risks of 
EDAR (13% to 50%), and of advanced care 
planning including discussion of further hospital 
readmissions from aspiration pneumonia (12.5% 
to 77%).

The final intervention involves discussions with SLT 
and Matrons to ensure sustained quality 
improvement

6. CONCLUSIONS
We recommend every Trust has an EDAR proforma 

with all points as mentioned. The forms were taken 

home by patients when discharged and GPs were 

notified. Through improved management of EDAR 

and usage of the forms, we improved quality of life, 

showed respect to patients’ autonomy and helped 

reduce unnecessary re-admissions to hospital.

―Patients with joint decision by an MDT to pursue EDAR

―Patients who do not have capacity who have a best 

interest decision agreed with the relatives/IMCA

― Patients with capacity who choose EDAR

―Clear discussion of risks and outcomes of EDAR

―Discussion of anticipatory care plans including regarding 

further admissions to hospital

Graph 1: Patients with completed EDAR forms

Graph 3: Discussion of risks of EDAR and 
anticipatory care plans

Reference 1. Royal College of Physicians. Supporting people who have eating and drinking difficulties. London: RCP, 2021.

Graph 2: EDAR decisions made after MDT/ best interest 
meeting/patient discussion

Figure 1: PDSA Cycle Timeline
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     Improving the Discharge Summaries for Patients with Acute Coronary Syndrome: a Quality Improvement Project
Görgün, Berin;Dewan Pooja; Kardos, Atilla; Kenny, Cliona

Milton Keynes University Hospital

BACKGROUND RESULTS

CONCLUSION

There are established guidelines for management of patients 

presenting with acute coronary syndrome (ACS). However, 

implementation of strategies to improve adherence to 

guidelines regarding secondary prevention remains 

suboptimal. 

We reviewed 22 discharge letters between June 2022 and July 2022 

and 13 letters between February 2023 and March 2023.  The results 

are summarised in the figure below (Figure 2).

Dissemination of posters did not improve the documentation of 

DAPT duration and DVLA advice in discharge summaries. There was 

also no improvement in the measurement of HbA1c and lipid levels. 

Therefore, a more active intervention is needed. We suggest 

automatic population of discharge summaries on eCare. This is 

currently being incorporated into our electronic patient records and 

would be feasible to replicate in similar units. 

• Data were collected retrospectively from EPR in MKUH.
• We identified patients admitted to and discharged from 

the cardiology ward in MKUH with ACS in two different 
cycles.

• We reviewed the documentation of duration of dual 
antiplatelet therapy (DAPT) and DVLA advice in discharge 
summaries and whether HbA1C and lipid levels were 
checked during admission.

• Following the initial audit, we designed an educational 
poster which was placed in the cardiology and acute 
medical wards (Figure 1).

• A re-audit was then done to analyse the effects of our 
intervention

      AIMS

​This QIP aims evaluate the quality of discharge summaries 
for patients admitted with ACS to identify gaps and 
introduce measures to ensure appropriate secondary 
prevention.

Figure 1

Figure 2

EPR – electronic patient record, MKUH – Milton Keynes University Hospital, DVLA – Driver and vehicle Licensing Agency



Post-MI secondary prevention optimisation and follow-up in the 

community
Bilge Eylem Dedeoglu, Ratna Krishnaswamy, Akash Thakkar

University Hospital Southampton NHS Foundation Trust (akash.thakkar@uhs.nhs.uk)

Objective

To compare the advice given to 

GP surgeries in discharge 

summaries against the National 

Institute For Health And Care 

Excellence (NICE) 

recommendations for patients 

presenting with myocardial 

infarction (MI) in order to ensure 

optimisation of ACS treatment 

and secondary prevention in the 

community.

Introduction

It is well-documented that 

optimal medical treatment 

reduces the risk of consecutive 

coronary events.1 Hospitalisation 

due to ACS could be an effective 

intervention point for specialists 

to not only start guideline-

directed therapy but also to 

facilitate optimisation of the

secondary prevention in the 

community.2 The NICE 

guidelines recommends 

communicating with GP 

surgeries via post- MI discharge 

summaries to achieve it.2

Methodology

55 patients who were admitted to 

the coronary care unit (CCU) 

with chest pain or ACS between 

April and May 2023 per 

admission records and had final 

diagnosis of NSTEMI or STEMI 

on their discharge summaries 

were included. The discharge 

summaries were checked for 6 

main areas of advice to the GP 

surgeries outlined by the NICE 

for all patients presenting with MI 

(dual antiplatelet therapy and its 

duration, statins, ACEis/ ARBs, 

repeat blood tests and ACS 

follow-up). 

Results

●100% of the patients were 

discharged on appropriate dual 

antiplatelet therapy (DAPT).

●35% of the patients did not have 

clear documentation of DAPT 

duration. 

●91% of the patients were on 

maximum statin dose on 

discharge.

●For only for 4% of the patients, 

GPs were advised to repeat lipid 

profile.

●62% of the patients could have 

benefited from advice to their 

GPs for up-titration of ACE-i or 

ARB. 

●48% of the discharge 

summaries did not include advice 

for U&Es to be repeated 

following an ACE-I/ARB up-

titration as an inpatient.

●40% of the patients did not have 

a documented ACS follow-up.

Conclusion

Our findings emphasise the 

untapped potential of post-ACS 

discharge summaries as a tool 

for enhancing collaboration 

between hospital specialists and 

GPs to better optimise ACS 

prevention and follow-up in the 

community. R
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INTRODUCTION

• Cardiovascular risk stratification and cardiac 

surveillance can prevent and facilitate early treatment 

of cancer therapy related cardiac dysfunction 

(CTRCD).1

 

• Accordingly, the European Society of Cardiology 

(ESC) Cardio-Oncology guidelines recommend all 

anthracycline-treated patients should have a baseline 

transthoracic echocardiogram (TTE) with global 

longitudinal strain (GLS) measurement.2

• Patients at very high (≥20%) and high (10-19%) risk of 

anthracycline-related CTRCD should have a three-

month post treatment TTE, as well as measurement of 

NT-proBNP and/or cardiac troponin levels at baseline 

and before every subsequent chemotherapy cycle.2

AIMS

• To assess the extent of cardiovascular risk 

stratification and surveillance in a population of 

doxorubicin-treated patients at a tertiary oncology 

department in the UK. 

• We show that baseline cardiac risk stratification and 

cardiac surveillance of doxorubicin-treated patients 

was not at the current standard set by the ESC 

guidelines. 

• Insufficient baseline echocardiography and biomarker 

measurement likely means that patients were not risk 

stratified optimally. Infrequent cardiac surveillance 

likely represents missed opportunities to start early 

cardioprotective therapy, which can have prognostic 

benefit.4

• However, this study covers a period during the 

COVID-19 national lockdown and before the 

publication of the ESC Cardio-Oncology guidelines, so 

it is highly likely that cardiac risk stratification and 

surveillance has since improved. 

• Future work should include a repeat audit as well as 

further elucidating the barriers to effective risk 

stratification and cardiac surveillance of anthracycline-

treated cancer patients.

• In the current study, both female patients and those 

with favourable survival prognosis were less likely to 

be fully risk stratified. This may be because they were 

deemed lower risk. Additionally, female patients may 

more often present with advanced disease requiring 

prompt treatment.

METHODS

REFERENCES

• Patients had to be at least 18 years old and have 

received a doxorubicin-containing chemotherapy 

regimen between January 2020 and January 2021 at a 

single tertiary centre in the United Kingdom.

 

• Baseline TTEs and cardiac troponin/NT-proBNP blood 

tests could be no longer than 12 months prior to 

starting chemotherapy.

• All doxorubicin doses had to be administered at the 

same trust.

• We used the HFA/ICOS risk stratification tool3 to 

stratify patients by anthracycline-related CTRCD risk. 

Categories were: low (<2% risk), medium (2-9% risk), 

high (10-19% risk) and very high (≥20% risk).

1. McGowan JV, Chung R, Maulik A, et al. Anthracycline Chemotherapy and Cardiotoxicity. 

Cardiovasc Drugs Ther. 2017;31(1):63-75. doi:10.1007/s10557-016-6711-0

2. Lyon AR, López-Fernández T, Couch LS, et al. 2022 ESC Guidelines on cardio-oncology 

developed in collaboration with the European Hematology Association (EHA), the European 

Society for Therapeutic Radiology and Oncology (ESTRO) and the International Cardio-

Oncology Society (IC-OS) [published correction appears in Eur Heart J. 2023 May 

7;44(18):1621]. Eur Heart J. 2022;43(41):4229-4361. doi:10.1093/eurheartj/ehac244

3. Lyon AR, Dent S, Stanway S, et al. Baseline cardiovascular risk assessment in cancer 

patients scheduled to receive cardiotoxic cancer therapies: a position statement and new 

risk assessment tools from the Cardio-Oncology Study Group of the Heart Failure 

Association of the European Society of Cardiology in collaboration with the International 

Cardio-Oncology Society. Eur J Heart Fail. 2020;22(11):1945-1960. doi:10.1002/ejhf.1920

4. Cardinale D, Colombo A, Bacchiani G, et al. Early detection of anthracycline cardiotoxicity 

and improvement with heart failure therapy. Circulation. 2015;131(22):1981-1988. 

doi:10.1161/CIRCULATIONAHA.114.013777

RESULTS

• Age and cancer type (solid vs haematological) did not 

differ significantly between patients who had had a 

baseline TTE and those who had not (Figure 1A).

• Female patients (OR: 1.705; 95% CI: 1.108 – 2.593; 

p<0.05) and patients who had survived to January 

2023 (OR: 2.254; 95% CI: 1.447 – 3.531; p<0.0005) 

were overrepresented amongst the patients who did 

not have a baseline TTE (Figure 1B and 1D 

respectively). 

CONCLUSIONS
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• 353 patients meeting our eligibility criteria received 

doxorubicin treatment during the study period. 211 

(59.8%) of these 353 patients had a baseline TTE. Of 

these patients, 89 (42.2%) had left ventricular GLS 

measured (Table 1).

• 46.4% of patients were deemed low risk, 31.8% 

medium risk, 18.0% high risk and 3.79% very high risk 

(Table 1).

• Of patients at high or very high risk of CTRCD, 10 

(21.7%) had a baseline cardiac biomarker assessment 

and 1 (2.17%) had a cardiac biomarker measurement 

before every cycle. 16 had a TTE within 6 months after 

completing chemotherapy (Table 2). 

• 10 of the 46 very high-risk and high-risk patients died 

within 6 months after completing chemotherapy. Cause 

of death was mostly related to oncological disease. 

N (% of 211 patients 

with baseline TTE)

GLS on echo 89 (42.2%)

Low risk of CTRCD 98 (46.4%)

Medium risk of 

CTRCD

67 (31.8%)

High risk of CTRCD 38 (18.0%)

Very high risk of 

CTRCD

8 (3.79%)

N (% of 46 patients 

at high or very high 

risk of CTRCD)

Baseline troponin or 

NT-proBNP

10 (21.7%)

Troponin or NT-

proBNP before every 

cycle

1 (2.17%)

TTE within 6 months 

after completing 

chemotherapy

16 (34.8%)

Table 1 – Number of patients meeting 

eligibility criteria who had a GLS 
measurement on their baseline TTE 

and were classified as low, medium, 

high and very high risk of CTRCD as 
per the HFA-ICOS risk assessment 

score. 

Table 2 – Baseline risk stratification 

and cardiac surveillance of patients at 
high or very high risk of CTRCD

Figure 1  – Graphical representation of the variation of patient characteristics amongst patients who had a 

baseline echocardiogram and those that did not. Statistical calculations were performed using Fisher’s Exact Test. 



IMPROVING THE CARE OF THE DETERIORATING CARDIOLOGY PATIENT USING 
SIMULATION-BASED EDUCATION: A QUALITY IMPROVEMENT PROJECT

Dr Daniel J. Phillips1,2, Dr Elinor H. M. O’Neill1

1. Cardiff & Vale University Health Board  2. Cardiff University  

Simulation-based education is valuable tool for modern 
medical education and provides an opportunity for healthcare 
professionals to demonstrate and develop skills in a safe 
environment (1). It is a popular technique to teach emergency 
scenarios, which can be life-threatening in a deliberate manner 
to allow mastery of a complex and stressful situation (2). 

Problem?
• Acute cardiological problems are common
• Increasing volume of complex interventional cardiac 

procedures, CHIP and TAVI (3)

• Doctors-in-training are managing more complex 
cardiovascular emergencies, with minimal prior exposure.

Overall aim?
• Improve confidence, attitude, and knowledge of managing 

acute cardiovascular emergencies through simulation-based 
teaching using simulation-based education. 

Solution?
• Develop bespoke, effective simulation-based teaching 

programme for doctors-in-training (FY and IMT grades)

Plan: In conjunction with QI methodology, we identified the care 
of patients could be improved with simulation scenarios 
developed based on identified departmental learning events 
from previous cardiac emergencies.

Do: Emergencies included acute pulmonary oedema, inferior 
myocardial infarction and arterial haemorrhage post TAVI. 

Act: Scenarios were multi-disciplinary team-based, had dynamic 
timelines with an interactive mannequin, pre-programed vital 
signs and dynamic clinical courses depending on management 
(Figure 1). 

Study: Feedback collected pre- and post-simulation sessions via a 
Likert style measure (5 point scale), assessing confidence, 
attitude, skills (Figure 2) and open answer feedback.  

Two cycles completed with overwhelming positive attitude 
towards simulation teaching.  Overall, confidence improved by 
24% compared to baseline confidence levels (Figure 4). 

This included combined measures such as confidence managing 
unwell cardiac patients, using a defibrillator, and escalating an 
unwell cardiac patient. 

Every doctor-in-training strongly agreed that simulation was a 
good way to learn after the final session. 

Comments such as “I’d like more!” and “Useful to have these 
sessions on a regular basis”, highlighted positive and successful 
feedback. 

Simulation-based education improves confidence and provides 
a safe, controlled, and nurturing learning environment for 
doctors in training. 

This technique for learning is a desired, rewarding, and effective 
method to improve clinical care and trainee satisfaction during 
a cardiology rotation (Figure 3). 

References
1. Weller JM, Nestel D, Marshall SD, et al. Simulation in clinical teaching and learning. Med J Aust. 2012 May 21;196(9):594.

2. McCarthy, DM., Powell, RE, Cameron, KA et al. Simulation-based mastery learning compared to standard education for discussing diagnostic uncertainty with patients in the emergency department: a randomized controlled trial. 2020. BMC Med Educ 20, 49.
3. MacCarthy P , Smith D, Muir D et al. Extended Statement by the British Cardiovascular Intervention Society President Regarding Transcatheter Aortic Valve Implantation, Interventional Cardiology Review 2021;16:e03.

Confidence

• I am confident looking after 
unwell cardiology patients

• I am confident in recognising a 
cardiac emergency 

• I am confident in managing a 
cardiac emergency

• I am confident with the 
emergency handover of a sick 
patient 

• I am confident in safely 
escalating a cardiac emergency 

Attitude

• I would like more 
simulation teaching 
during my rotations

• Simulation is a good 
way to learn how to 
approach emergencies

• Simulation sessions with 
a multidisciplinary team 
is beneficial 

Skills

• Following an ABCDE 
approach in an emergency

• Using a defibrillator 

• Recognising cardiac rhythms 
in an emergency

• Assessing Shock

• Assessing Breathlessness 

• Communicating with the 
team

Likert Scale

1 – Strong Disagree

2 – Disagree

3 – Neither disagree or 
agree

4 – Agree

5 – Strong Agree 

Figure 2. Demonstrating the domains assessed during a 
5-point Likert scale.

Figure 4. Demonstrates the improvement in overall group 
confidence during the project.

Figure 3. Demonstrating the change in attitude measures 
during the project

Background
Method Results

Conclusion

Future directions?
Regular (monthly) provision of simulation session for doctors-in-
training rotating through the cardiology department, 

Expanding the range of scenarios, and our expertise in 
delivering realistic, meaningful training

We also plan to pilot multi-disciplinary team-based scenarios 
involving nursing staff and allied healthcare professionals, by 
working with the Cardiothoracic Nurse Practice Educator

Developing a formal Cardiology Skills Days with the Simulation 
Skills Department
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Figure 1. A cardiac emergency simulation in 
action!
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Hyponatremia, a serum sodium (Na) concentration less than 
135mmol/L, is the most common electrolyte abnormality in 
current clinical practice.

The objectives of this audit are
➢ To investigate the frequency, clinical, biochemical 

characteristics, underlying diagnosis and clinical outcomes, 
and patient profiles of 30 hyponatremic patients.

➢ To classify which treatment regime and correction rate was 
followed as per European Society of Endocrinology 
Guidelines.

We classified the patients of hyponatremia into the 

following 

Figure illustrates the number of patients as per clinical, and demographic characteristics and 

treatment administered in 30 hyponatremic patients. Following European society of 
Endocrinology guidelines, in our audit we 
saw
o no treatment modality stood as the 

absolute gold standard or benefit in our 
audit; hence we saw that more than one 
regime was meticulously used in most 
patients to reach the Na target.

o >50% of patients had hyponatremia 
detected incidentally on routine 
biochemical tests, consistent with the 
literature. 

o This audit is directed for doctors to know 
recent treatment guidelines for 
diagnosing, classifying and managing 
hyponatremia patients

https://www5.shocklogic.com/scripts/jmevent/profile.php?action=viewSection&section=abstracts&tab=abstracts
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RESULTS

• Medication possession ratio to inhaled 

corticosteroids was the most commonly used form of 

adherence assessment prior to biologic initiation at 

UK Severe Asthma Centres.

• Good pre-biologic adherence to inhaled 

corticosteroids was associated with biologic 

continuation, underscoring the importance of 

adherence assessment in severe asthma 

management. 

• Biologic therapies are approved for severe 

asthma that remains uncontrolled despite 

optimization and adherence to inhaled 

corticosteroids (ICS) and additional controllers. 

• We determined the pre-biologic adherence 

assessment methods used at UK Severe 

asthma Centres and examined the relationship 

between adherence to ICS and biologic 

continuation. 

* Adjusted for specialist centre.   ** Adjusted for age, sex, hospital, oral steroids at baseline.   ‡ OR inestimable or not estimated due to small numbers/sparse data † Fisher’s Exact Test

ABBREVIATIONS: ACQ, Asthma Control Questionnaire; BMI, Body Mass Index; FeNO, Fractional exhaled nitric oxide; ICS, Inhaled corticosteroids; MPR, Medication possession ratio; OCS, Oral corticosteroids.  

• We included all adult severe asthma patients 

and surveyed 21 severe asthma centres from 

the UK Severe Asthma Registry (UKSAR), 

which recorded pre-biologic adherence using 

medication possession ratio (MPR), FeNO 

suppression testing and serum prednisolone 

level.

• Adherence was defined as ≥75% MPR to ICS 

over the 12-month period prior to baseline visit 

or a negative FeNO suppression test in 

patients who had baseline FeNO of ≥45ppb. 

Adherence to oral corticosteroids was defined 

as a detectable serum prednisolone level. 

• Response to biologic treatments was assessed 

during follow-up visits and defined as 

continuation of biologic at annual review.

• Multivariable logistic regression was used to 

examine the relationship between pre-biologic 

adherence and biologic continuation at one 

year.  

• According to the survey, 19 centres (90.5%) used 

MPR and 9 centres (42.9%) used FeNO suppression 

to assess pre-biologic adherence to ICS; 15 centres 

(71.4%) used prednisolone and/or cortisol level to 

assess adherence to daily oral corticosteroids 

[Figure 1].

• Of the 4,972 patients included, 67.4% (3,353) were 

initiated on biologics. 58.8% (1,943) of those on ICS 

had MPR recorded; 9.4% (110) with baseline FeNO 

≥45ppb underwent FeNO suppression testing; and 

15.6% (272) of daily oral corticosteroids patients had 

serum prednisolone recorded on the UKSAR [Table 

1]. 

• A comparison of biologic patients adherent to ICS 

versus those who were non-adherent to ICS 

(according to MPR) is shown in Table 2. 

• The adjusted odds of biologic continuation were 

2.65-fold higher (95% CI 1.02, 6.91) in patients who 

were adherence to ICS, according to MPR, 

compared to those who were not [Table 3].

Pre-biologic assessment of adherence in severe asthma and association 

with biologic response – a UK Severe Asthma Registry Study

INTRODUCTION

METHODS

RESULTS

CONCLUSION

Adherence test 

indicated (n)

Adherence result 

recorded (n)

n (%)

MPR to ICS 

       <75% 

       ≥75%

3,307 1,943 (58.8%)

141 (7.3%)

1,802 (92.7%)

FeNO suppression test

       Positive

       Negative

1,166 110 (9.4%)
68 (61.8%)
42 (38.2%)

Prednisolone level

       Undetectable 

       Detectable

1,733 272 (15.6%)

≤5 (≤1.8%)

≥267 (≥98.2%)

Table 1. Adherence testing in patients who initiated biologic therapy (n=3,353) 

Contact Author: 

freda.yang@imperial.ac.uk  

n Univariable model*
OR (95% CI)

p Multivariable 
model
OR (95% CI)

p

MPR to ICS (%)
       <75% 
       ≥75%

569
1
2.82 (1.09,7.31)

0.033
1
2.65 (1.02,6.91)**

0.046

FeNO suppression 
test
       Positive
       Negative

51
1
1.15 (0.17,7.92)

0.882 ‡ ‡

Prednisolone level
       Undetectable 
       Detectable

118 ‡ 1.000
†

‡ ‡
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Figure 1. Methods used for pre-biologic adherence assessment at 21 

severe asthma centres – survey results.
Table 2. Baseline characteristics of patients on biologic therapy according to 

MPR to ICS (n=1,943)

n MPR% to ICS 

≥75% (n=1,802)

MPR% to ICS 

<75% (n=141)

p

Gender 1,943 0.538

Female 1,103 (61.2%) 90 (63.8%)
Male 699 (38.8%) 51 (36.2%)

Age at first assessment (Years) 1,943 53.0 (41.0,62.0) 48.0 (34.0,56.0) <0.001

Duration of symptoms from 

baseline (Years)

1,712 24.0 (10.0,39.0) 16.5 (6.0,29.0) <0.001

Smoking status 1,869 0.388

Never 1,102 (63.5%) 93 (69.4%)
Current smoker 566 (32.6%) 37 (27.6%)
Ex-smoker 67 (3.9%) 4 (3.0%)

BMI (kg/-m2) 1,877 29.7 (25.8,34.9) 29.4 (25.1,33.6) 0.280

Comorbidities 1,943

Depression or anxiety 138 (7.7%) 8 (5.7%) 0.389
Gastro-oesophageal reflux 248 (13.8%) 32 (22.7%) 0.004
Hypertension 143 (7.9%) 14 (9.9%) 0.403
Nasal polyps 416 (23.1%) 22 (15.6%) 0.041

Rescue OCS in last year 1,866 5 (3,8) 5 (3,8) 0.543

Invasive ventilation ever 1,776 185 (11.2%) 17 (14.3%) 0.300

Any hospital admission for 

asthma (Last year)

1,833 646 (37.8%) 58 (46.0%) 0.068

Daily OCS 1,935 905 (50.4%) 68 (48.9%) 0.739

Long-acting beta-agonist 1,919 1,597 (89.8%) 111 (79.3%) <0.001

Long-acting anti-muscarinic 1,918 1,150 (64.7%) 77 (54.6%) 0.016

Biologic initiated after 

assessment

1,818

Omalizumab 294 (17.4%) 11 (8.7%) <0.001
Mepolizumab 602 (35.6%) 40 (31.5%)
Benralizumab 788 (46.6%) 75 (59.1%)
Reslizumab 3 (0.2%) 0 (0%)
Dupilumab 4 (0.2%) 0 (0%)

ACQ-5 score 1,670 3.8 (2.8,4.8) 3.8 (3.0,5.0) 0.487

FeNO (ppb) 1,406 43.0 (23.0,79.0) 53.0 (28.0,92.0) 0.031

Spirometry 

FEV1 (L) 1,878 1.9 (1.4,2.5) 2.1 (1.5,2.7) 0.035
FEV1 % Predicted (%) 1,816 66.5 (51.5,81.3) 68.0 (52.3,85.3) 0.212
FEV1/FVC (%) 1,830 64.2 (53.4,72.6) 68.0 (58.3,75.4) 0.001

Blood eosinophil count 

(N/109L)

1,900 0.40 (0.20,0.67) 0.40 (0.14,0.63) 0.192

Highest blood eosinophil count 

(N/109L)

1,913 0.67 (0.40,1.00) 0.76 (0.50,1.20) 0.004

Total IgE (IU/mL) 1,854 158 (53,414) 176 (55,419) 0.861

Perennial allergen positive 1,148 991 (91.7%) 66 (98.5%) 0.045

Table 3. Logistic regression results for associations between pre-biologic 

adherence test results and continuation of biologic therapy at annual review 

(n=1,237) 
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General Practitioners raised concerns that discharge summaries from the cardiology department are too long with containing excessive/ confusing cardiology jargon, including copying, and pasting 

entire reports, and no follow up plan or pint-of-contact number if there is any concern. As a result, the concern from a patient safety perspective was that pertinent information to the GP may not be 

recognised. Local patient safety team has suggested to conduct the audit/ quality improvement (QI) project to review the quality of the discharge summaries within the department.

Introduction

Objective

To improve the discharge summaries within the cardiology department to streamline the handover process to the GP colleagues.

Methodology

The results of our QI project showed an overall improvement in the discharge summaries within the cardiology department. Regular monitoring of the quality of discharge summaries and frequent reminders are 

essential for sustainability and maintaining the compliance.

This type of QI project should be expanded to improve the quality of hospital discharge summaries within the NHS.

Conclusion

Results

An initial audit and 

subsequent PDSA cycles  

was conducted to review the 

quality of discharge 

summaries in terms of (i) 

lengthy summaries, (ii) 

whether copied/pasted the 

entire  procedure reports, (iii) 

containing follow up plan 

and (iv)point of contact

number.

15 inpatient and 12 day-case 

discharge summaries were 

audited randomly in each 

cycle.

The patients who stayed for 

more than 2 weeks are 

excluded.
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Follow up plan

Copied/pasted Plan
• To improve  discharge summaries

Do

• Advice to junior doctors via email with a sample discharge letter

• Discussion at induction 

Study
• First cycle of QI to see improvement 

Act

• Sustain and further improvement on a particular area e.g. point of 
contact number

Plan
• To further improve  discharge summaries

Do

• Same information plus

• A poster of summary template with point of contact number

Study
• Second cycle of QI to see improvement 

Act
• Future audits to sustain the quality and further improvement 
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INTRODUCTION 

• Infection is known to be a major complication of haematological conditions 

such as chronic lymphocytic leukaemia (CLL) and multiple myeloma (MM). 

Overall, this increases a patient’s morbidity and mortality risk and can lead to 

a delay in treatment.1,2,3

BACKGROUND

•Current guidance on infection prevention in these vulnerable groups include 

hepatitis B and C and HIV testing prior to treatment, 4,5 vaccination against 

influenza, pneumococcal, varicella zoster virus (VZV) and COVID-19, 4,5,6  

promotes the use of levofloxacin, anti-fungal and anti-viral in intermediate 

and high-risk groups.7,8 

•Eligibility of use of immunoglobulin (Ig) replacement therapy in secondary 

immunodeficiencies factors in cause and degree of 

hypogammaglobulinaemia, recurrence and severity of bacterial infections 

despite continuous oral antibiotic prophylaxis for 6 months and failure of 

response to vaccines.9

•This quality improvement project focused on steps taken to reduce risk of 

infection in patients newly diagnosed with CLL and MM.
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METHODOLOGY 

•Retrospective study

•  75 patients who received a new diagnosis of CLL and MM and treated in 

BHRUT in the year 2021 were studied

•26 with CLL and 49 with MM. 

•Clinic letters, discharge summaries, pathology data and GP records were 

used to collect data regarding pre-treatment viral screen, vaccination, 

prophylactics, IgG measurement and license for therapeutic Ig use.

RESULTS:

• It was found that in both groups patients rarely received advice on routine vaccination in their clinic letters (30.8% in the CLL group and in the 18.4% MM group), though most 

were encouraged to take the Covid vaccine. 

• Pneumococcal and VZV vaccination rates were far below the target rates (only 1 in the CLL group and 17.1% and 4.88% respectively in the MM group). 

• Response to vaccination is not recorded in routine practice. 

• Post treatment IgG measurement fell below the target rates (46.4% in the MM group with a target of 80%). 

• Prophylactic antimicrobial use was recorded in only of 3 receiving treatment in the CLL group, 25% received antibiotic and 39.3% antiviral in the MM group, no antifungals were 

prescribed to those receiving treatment across both groups. 

• 6 of the 26 CLL patients had infections in the community of whom 1 required 5 courses in the community, 2 required inpatient stays. The other patient was on expectant 

management and had 2 inpatient stays. 7 in the MM group needed antibiotics in the community and 14 needed inpatient stays. In the MM group, there were 2 deaths that were 

secondary to sepsis.

CONCLUSION

This study shows there is a need to improve vaccination advice to patients and 
GPs at diagnosis and prior to starting treatment, prescription of prophylaxis as 
indicated, record response to vaccination and measure post treatment Ig 
levels it can help highlight patients with possible secondary 
immunodeficiencies. Disseminating awareness among health care 
professionals about current guidance and routinely auditing infection 
prevention in vulnerable groups can help in this change.
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DISCUSSION

•Large proportion of covid and influenza vaccination despite low percentage of vaccination advice on letters may indicate that advice was given but not recorded 

•Unfortunately, we were unable to fully access if GCSF was used as they are often prescribed as a takeaway prescription in clinic. 
•None of the patients in the CLL group had recurrent or severe infections and were not on BTK inhibitors. Hence, prophylactic treatment was not warranted, only 1 out of the 3 

patients on chemotherapy received co-trimoxazole and aciclovir and their chemotherapy regime was FCR. It should be noted that most of the CLL patients were on expectant 
management. 

•Unlike CLL, MM is associated with a greater risk of infection, especially during the first 3 months of diagnosis with infection being a big contributor to early mortality. 
•Currently the European guidance advises a stratified risk approach to prophylactic prescribing. Risk stratification is multifactorial and takes into account age, co-morbidities, 

performance status, disease burden and the genetic abnormality associated with the malignancy.
•Less than half of MM on chemotherapy were receiving prophylactic antibiotics and anti-virals and none were receiving antifungals. This is difficult to interpret without 

understanding their myeloma risk, however based on recent evidence, prophylactic use of levofloxacin may increasingly be practised irrespective of their risk. 
• It should be noted that some prescriptions are given in the outpatient setting as a paper prescription and our data may be an under-representation of prophylactic 

antimicrobial use. 
•All CLL patients that were treated for infections did not have any evidence of hypogammaglobulinaemia. 
•  Overall, there was no evidence of recurrent, severe infections in the CLL group.
• In the MM group, there were 2 deaths that were secondary to sepsis. Both were having ongoing chemotherapy and had completed 3 cycles of VTD. Neither had 

hypogammaglobulinaemia pre-treatment. We were unable to access the vaccination records for both patients. One patient did not have any antimicrobial prophylaxis, 
whereas the other patient was on prophylactic aciclovir only. The other MM patients that required antibiotics mostly reported 1-2 unwell episodes, none of which were severe. 
Out of the 14 patients that required antibiotics, only 1 was on expectant management, the rest had ongoing chemotherapy. 

• These observations further support the vulnerability of the MM group, especially those receiving chemotherapy and supports the idea of increased measures in infection 

prophylaxis. 
• Improvement is needed in measuring Ig levels post-treatment. This is important as it can help highlight patients with possible secondary immunodeficiencies. 

Corresponding Author - Dr Shabnam Banerjee, Email - shabnam.banerjee@nhs.net



Smoking status documentation and nicotine-replacement prescription review on a respiratory admissions unit, a quality 
improvement project. 
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Cigarette smoking continues to be the primary reason for early mortalities across the globe. It is 

unmatched in generating premature and avoidable ailments, impairment, and mortality, especially 

linked to heart and lung conditions as well as cancer. 

Hence, a quality improvement project on the documentation of smoking status and nicotine-

replacement prescriptions for patients admitted to the respiratory admissions unit at Nottingham 

University Hospitals NHS Trust was conducted with the aim to improve treatment of patients who are 

tobacco-dependent.

• Data was collected on 99 patients over a 3-week period on a respiratory admissions unit based 

on respiratory medical notes and the hospital electronic health record system, Nervecentre. 

Information collected includes age, gender, NEWS on admission, smoking status of patient, 

quantity and duration for active and ex-smoker, action plan documented for active smokers, 

smoking status documented locations, community smoking cessation therapy referrals, relevant 

comorbidities, working diagnosis, nicotine replacement therapy offered, accepted and 

prescribed.  • Action plans to educate doctors and nurses about the importance of smoking documentation 

and to encourage the distribution of smoking cessation leaflets to patients were implemented 

after analysing the information collected. • A repeated collection of data for another 100 patients was conducted after 3 months.

Data collected from the first and second cycle of the QIP was compared. 

Smoking status 

the number of smoking status documentation on Morton Ward RAU improved significantly with the 

number of undocumented smoking statuses reduced from 16/99 (16.2%) to only 5/100 (5.0%) in the 

second cycle.  

Nicotine replacement therapy (NRT)

There was a slight increase in the number of NRT offered to active smokers from 20/22(90.9%) to 

21/22(95.5%) in the second cycle. It was also noted that there was an increase in the number of 

active smokers that accepted the NRT offered from 7/20(35%) to 9/21(42.9%) patients.

Figure 1. Smoking status documentation from 1st and 2nd

cycle of QIP

Figure 2. NRT offered to active smokers for 1st and 2nd cycle 

of the QIP. 

Smoking status documentation is essential for patients as it helps with the process of formulating diagnoses and treatment plans. Prescribing nicotine replacement therapy (NRT) helps with smoking 

cessation hence improves the outcomes for patients. This QIP proves that education and awareness among colleagues along with supplementary leaflets provided helps with the compliance of smoking 

status documentation and NRT prescriptions.  

Supervisor: Dr Harry Pick, Respiratory consultant 

Other supporting staff: Morton Ward staff and Nottingham University Hospitals NHS Trust Clinical 

Governance team 

References: Mullen, K. A., Manuel, D. G., Hawken, S. J., Pipe, A. L., Coyle, D., Hobler, L. A., ... & Reid, R. D. (2017). Effectiveness of a hospital-initiated smoking cessation programme: 2-year health and healthcare outcomes. Tobacco Control, 26(3), 293-299.
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A diagnosis of motor neurone disease (MND) takes an average of 1- 16 months from symptom onset. Early diagnosis is 
important to access supportive measures to maximise quality of life1.

Introduction

1IMT3, University Hospitals Sussex NHS Foundation Trust 2Consultant Neurologist, University Hospitals Sussex NHS Foundation Trust 3Clinical fellow, University Hospitals Conventry and Warwickshire NHS Trust

Ting MYH1, Pereira R1, Barritt A2, Moulder L3

• To evaluate the impact of the COVID pandemic on local MND services

• To generate recommendations on reducing diagnostic delay and preparation for future pandemics in managing local 
MND services

Aims 

Results 

Conclusion 

Discussion 

Type of admissions 
There were more emergency admissions during the pandemic period (13/16) compared to the pre-pandemic period (8/14). 

Diagnostic delay 
Surprisingly, there was a shorter average diagnostic delay during pandemic period at 42(21-144) weeks in comparison to 
the pre- pandemic period at 63(13-60) weeks. This could be because the patients included in the pandemic period were 
skewed towards those requiring urgent admission for diagnostics or those with bulbar involvement. 

Table 1: Comparison of MND services between the pre-pandemic and pandemic period.3King’s ALS Clinical Staging Stage IV refers to patients with bulbar 

involvement requiring respiratory/gastrostomy support .

Non-invasive ventilation(NIV) and gastrostomy services  
In Scotland, a clinician survey done on MND services such as respiratory function tests, NIV and gastrostomy were 
identified to be the worst affected services during the pandemic2. In our unit, patients with respiratory compromise were 
referred for NIV assessment to a separate tertiary centre and dysphagic patients were diverted to local gastrostomy 
services. The outcomes are listed in Table 1. 

• Possible causes of diagnostic delay identified include multiple specialist referrals and misdiagnosis  

• The proportion of pandemic cases was evidently skewed towards those needing urgent admission for diagnostics and 
those with bulbar involvement possibly contributing to the higher total deaths seen

• During the pandemic, more patients were being seen by other specialty teams prior to a neurologist which is possibly 
owing to reduced GP face-to-face appointments to best guide the appropriate initial referral to the right specialty

• It highlights the importance of education and awareness of MND among healthcare professionals to facilitate early 
referrals and subsequently early access to supportive services 

• There should be local pathways for non-invasive ventilation initiation and gastrostomy services for MND patients

• For future pandemic preparedness, GP services should review patients with bulbar problems face-to-face

Referral to other specialties 
The main cause of diagnostic delay identified across both cohorts was 
seeing multiple other specialists prior to seeing a neurologist for a 
diagnosis of motor neurone disease. 17 out of 30 (57%) patients saw 
a different specialty prior to being referred appropriately to a 
neurologist.
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Teams seen prior to 
neurologist assessment 
• Neurosurgery 
• General Medicine
• SALT
• Dietitian
• ENT 
• T&O 
• Ophthalmology

All patients with motor neurone disease admitted to the neurological ward from September 2018 to September 2021 
were included in this audit. 

The aspects evaluated were the type of admissions (emergency versus elective), diagnostic delay, specialties referred 
prior to diagnosis, length of admission and referrals for non-invasive ventilation and gastrostomy services. 

Methods 

Pre-pandemic period 
(Sep 2018 - March 2020)
14 patients 

Pandemic period 
(March 2020 - Sep 2021)
16 patients 

The average length of admission was shorter during the pre-pandemic period at 9(1-47)days as a larger proportion of the 
patients were investigated as an outpatient first followed by a planned admission. During the pandemic period, this was 
longer at an average of 26(6- 56) days.

Length of admission 

Total deaths/Inpatient deaths 
The primary cause for the 3 inpatient deaths in the pandemic cohort were 
listed as motor neurone disease, with only one death listing COVID as a 
contributory cause. A study in Scotland concluded that the all-cause 
mortality in MND had been unaffected by COVID-192. 

Period 

No. of 
patients seen 
by a different 

specialty
Pre-pandemic 6/14 (43%)

Pandemic 11/16 (69%)
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Recognition and management of AKI in hospitalised patients
Waqar M, Robinson J, Tang WX, Mohammed Y, Jullian L, George O, Gunjal A, Morje M, O’Rinn D, Abousamra A, Davies J

Background

 Acute kidney injury is the sudden loss of renal 
function causing accumulation of urea and 
creatinine, often with reduced urine output.

 AKIs account for 2.4% of UK admissions, are 
multifactorial in cause, and prevalence is rising 
due to multimorbid populations.

 Timely recognition and management is vital to 
prevent permanent nephron damage.

Aims
• Evaluate the management of AKI patients in 

hospital from time of admission.
• Identify reversible causes of AKI. 
• Improve trust-wide management of AKI

Method

• Data was collected using a tool designed with 
2009 NCEPOD standard toolkit. 

• Data was obtained from online and paper notes, 
drug charts, and investigation results.

• Recommendations from cycle 1 included 
updating the AKI protocol on the Extranet, and 
emailing protocols and results to staff in the 
trust.

Results: areas for improvement
• No renal imaging performed in 58% of patients. 
• AKI stage not documented in 46% of patients. 
• No fluid balance chart recorded for 32% of patients. 
• 12% of refractory AKI patients were not discussed 

with specialists. 

Results: good practice

• 70 patients were assessed over two cycles (cycle 1 
n=20, cycle 2 n=50).

• Good practice was observed across multiple domains 
in both cycles.

• Similar levels of AKI improvement were observed in 
both cycles (cycle 1: 80%, cycle 2: 76%).
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Conclusions
• Recognition and management of AKI was improved following 

the introduction of a clinical toolkit.
• Management is multi-stage so ongoing auditing is essential.

AKI Care Bundle

Recognition of AKI

U+Es reviewed

AKI stage recorded

Urine dip recorded

VBG/ABG performed 

Fluid assessment recorded

Bladder scan performed 

Management of AKI

Fluids given if dehydrated

Medication review for nephrotoxics

Fluid balance chart

Renal imaging if obstructive cause

If kyperkalaemia, treatment prescribed

If critical, discussed with specialist
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INTRODUCTION

More than a million people in the UK are living with heart failure (HF) and it
accounts for one million bed days per year which is 2% of the NHS total and 5% of
all emergency admissions to hospital. HF accounts for approximately £2bn per
year.1,2 Iron deficiency anemia is common in HF and is independently associated
with HF re-hospitalizations. The European Society of Cardiology (ESC) recommends
that all patients with HF are screened for anaemia (Class I, Level C) and if iron
deficiency anaemia is identified, recommends consideration of intravenous (I.V)
ferric carboxymaltose (FC) for improvement of symptoms, exercise capacity and
quality of life in patients with a left ventricular ejection fraction (LVEF) of <45% as
well as reducing re-hospitalizations even in patients with an LVEF of 50% (Class IIa,
Level IIA,B). 3

I.V FC administration usually requires two doses a week apart. With ever increasing
demands on all NHS services, the logistics of offering this service efficiently cannot
be under-estimated. However, neither should the benefits.

We therefore carried out an audit to evaluate our hospital’s adherence to these ESC
guidelines with the aim of developing strategies to streamline delivery of the HF I.V
FC service and reduce HF re-hospitalizations.

1,2

METHODS

RESULTS

A total of 116 patients were included. Among them, 49  patients had LVEF < 45%. 
(See figure 1 below). The overall  adherence to ESC guidelines was suboptimal.

Despite many patients meeting criteria for I.V FC, with no  contraindications, this 
audit highlights the suboptimal  adherence to ESC guidance. Breakdown in 
adherence  occurred at all stages. Only 69% of eligible patients had  their initial 
ferritin screening. The main reason was a lack  of awareness, particularly in non-
cardiology wards/   outliers, highlighting the importance of a heart failure  team. 
There is an increasingly higher volume of  admissions, and not all HF admissions 
make it  to a  cardiology ward and often due to staffing shortages, not  all HF 
patients get a heart failure specialist review prior to  discharge.4 Education of all 
medical teams is therefore  key in this regard.

Secondly often patients require at least one outpatient  dose of FC, in most 
centers, this service is usually run by  ambulatory care which is already 
oversubscribed. We  therefore aim to pilot the use of our new community heart  
failure hub.

CONCLUSION

For the patient, the benefits of I.V iron therapy on symptoms/quality of life  is 
immeasurable, for the hospital, reducing HF re-admissions is invaluable.
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Figure 1: Results showing the proportion of eligible patients n (%) who were given
I.V FC as well as the number of readmissions.
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A Clinical Audit on Assessing the Severity of Acute Pancreatitis: Improving the 
Use of the Glasgow-Imrie Criteria and Patient Outcomes
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Introduction: Acute pancreatitis (AP) is one of the most common
gastrointestinal conditions that causes hospitalization (1), it can
progress to severe acute pancreatitis (SAP) which is defined by
pancreatic and extra-pancreatic necrosis, ITU admission, multisystem
organ failure and death. Overall mortality of AP is 2-8% (2) however
when the cases become severe mortality rises up to 85% (3).

Severity should be predicted on admission using scoring systems such
as the Glasgow-Imrie Criteria to appropriately risk stratify patients and
ensure severe cases are reviewed and treated aggressively to prevent
mortality.

Scores of ≥ 3 are indicative of SAP and the patient requires review by
both a senior doctor in the patient's parent team and an intensive care
specialist to optimize treatment and determine the need for transfer to
the intensive care unit.

Methods: We performed a 2-cycle closed loop audit on the practice of
scoring surgical patients using the Glasgow-Imrie criteria. Each cycle
was registered with our local clinical audit department (#1313, #1652,
#2049).

This was an audit of 95 patients who were admitted to the general
surgery department with acute pancreatitis at Maidstone & Tunbridge
Wells NHS Trust over the course of six months.

Our initial intervention involved presenting at a local clinical
governance meeting alongside posters and a departmental wide email
to encourage the use of the score.

Our second intervention was the integration of an online scoring
proforma on the electronic notes (Figure 1).

Results:

• Prior to this audit, only 44% (22/50) of patients with AP had 
been scored using the Glasgow-Imrie criteria. Post first 
intervention, 66% (21/32) of patients had been scored. Post 
second intervention the use of the Glasgow-Imrie score was 
up to 77% (10/13). 

• Accurate and complete documentation of the Glasgow-Imrie 
criteria improved from 78% prior to any interventions up to 
100% by the end of our second cycle. 

• Over the entire audit cycle there were a total of ten Glasgow-
Imrie scores ≥ 3 and 4/10 scores ≥ 3 (40%) correctly predicted
SAP.

• Only 17% of scores ≥ 3 were acted on or escalated prior to
our audit. By the end our second cycle 100% of patients with
scores ≥3 were reviewed by a senior and/or ITU/HDU. There
were no deaths in our study.

44%

66%
77%78%

95% 100%

17%

67%

100%

BASELINE POST 1ST INTERVENTION POST 2ND INTERVENTION

Results across each cycle  

% of patients scored using the Glasgow-Imrie criteria

% of complete documentation

% of scores ≥ 3 escalated 

Conclusion:

• The Glasgow-Imrie criteria is a reliable and straightforward
way of predicting disease severity in patients admitted with AP

• Early recognition leads to earlier review and optimisation of
management which improves patient outcomes.

• We aim to recommend other general surgical units to use this
scoring system and a similar online template to ensure
accurate and complete documentation of the Glasgow-Imrie
score, and therefore severity of AP.

• Future work - Using the same cohort of patients we aim to:

➢ Compare the Glasgow-Imrie criteria with CRP>150 (up
to 48 hours) to determine which is a more accurate
predictor of SAP

Figure 1: Online scoring proforma implemented on trust e-notes
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 Background 
❑Infection is a leading cause of morbidity and 

mortality in individuals over aged 65 years.

❑Physiological changes in older people confer 

altered responses to infection.1 

❑Specifically, a blunted febrile response to 

infection is well recognised. 1

❑Current upper-temperature cut-offs 

➢ NEWS2: 38.1 °C

➢ WHO: 37.8 °C

➢ Geriatric literature: 37.3  °C 1, 2 

Objectives 
To compare different upper limits of 

temperature cut-offs in patients ≥65  treated 

for infection in a large UK teaching hospital.

Methods 

❑Retrospective examination of 106 electronic 

patient records of patients ≥65 yrs.

❑Exclusion criteria: patients admitted with

➢ hypothermia (≤35.0°C) on arrival

➢ temperature >38°C on arrival

➢ neutropenic sepsis, and 

➢ those given a STAT dose of antibiotics in ED

❑  Novel Temp scoring applied 

➢ 37.3 – 37.7 = 1 

➢ 37.8 – 38.0 = 2 

➢ >38.1 = 3 

Results and Discussion 

Conclusion 

Figure 1: Mean temperature (°C) by infection source

Figure 2: Change in Clinical Risk 

❑Demographics 

➢ Mean age 81±7.5 yrs

➢ Gender: M:F = 1:1

➢ Most common co-morbidities incl. HTN (49%), T2DM (29%), 

CKD (24%)

❑Infection & Temperatures 

➢ 86 (81%) treated for infection 

➢ Mean CRP 77 (95% CI 61 – 95)

➢ 10% spiked >38.0; 90% with temperatures 37.3 – 38.0 

➢ Most common source of infection LRTI (39.5%) and UTI 

(39.5%)

❑Clinical Risk 

➢ 20 (23%) treated for infection had a change in clinical risk from 

low to medium or medium to high 

➢ 4 (33%) who passed away had a change in clinical risk from 

low to medium or medium to high 

✓ Possible need for population-specific NEWS in geriatrics

✓ Need to consider novel temperature cut-offs to treat infection 

in the geriatric population 

❑Limitations: Low sample size and many uncontrolled variables 

make it difficult to draw firm conclusions 

❑Further evaluation with larger sample sizes and controls can 

be considered 
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From Mediocre to Meaningful: Individualised Feedback Leading to 
Improvement in the Quality of Discharge Summaries
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Introduction

Methods

Results

Conclusion

Discharge summaries are the only formal written communication routinely received by patients and General practitioners, 
regarding the care received during a hospital admission. Several incidents led us to carry out this project to improve these 
letters. Poor quality summaries had been found to contain multiple errors regarding diagnosis, treatment and plans 
regarding medications and follow up. We aimed to ensure that 90% of discharge summaries sent from the Medicine 
Department were adequate by the end of the project.

A scoring system was designed which was agreed between a core team of junior doctors and consultants and was based on 
as pre-existing guidelines including from the Royal College of Physicians and others, as well as feedback from patients, 
general practitioners, and pharmacists.1-3

Table 1. Discharge summary scoring system. *If no procedures were performed, this was scored 2.

Scoring Domain
Score

0 1 2
Diagnosis

Not done or incorrect Partially completed Fully completed

Past medical history
Initial presenting complaint
Summary of admission
Summary of pertinent results
Hospital follow up
Primary care follow up
Medication changes and plan
Patient instruction and advice
Procedures*
Quality of writing -1 for multiple spelling and/or 

grammar mistakes

-1 for excessive jargon and/or 

acronyms

A single discharge summary was randomly selected from every Junior Clinical Fellow and Internal Medicine Trainee, using 
the electronic health record. These were marked using the scoring system by a consultant or senior medical trainee. A 
score of 15 or greater was deemed to be adequate.

Feedback was given individually to each doctor and their educational supervisor, including the score and written feedback, 
and they were encouraged to discuss this at their educational meetings. Educational resources were developed including 
model examples for different durations of admission; teaching sessions; posters displayed in every ward area and doctors’ 

office; and short YouTube videos. 

References: 1. Improving discharge summaries – learning resource materials. RCP. 2. NICE Guideline: Transition between 
inpatient hospital settings and community or care home settings for adults with social care needs. NG27. 3. Scarfield et al. 
BMJ Open Quality 2022;11:e001780. 4. Earnshaw et al. Future Healthc J 2020;7:149-154.

The mean score was 14.2 (n=30, 95% confidence interval [CI] 13.6 to 14.8) and improved to 16.8 (n=31, 95% CI 16.4 to 
17.2, p value for difference <0.001, Figure 1). Where analysis was restricted only to paired summaries from individuals 
before and after intervention, the mean improved from 15.1 (95% CI 14.4 to 15.7) to 17.1 (95% CI 16.7 to 17.6, p<0.01, 
n=24). The proportion of summaries that were adequate improved (Figure 2) and there was improvement seen all but one 
scoring domain (Figure 3).
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A comprehensive range of interventions introduced within our department significantly improved the quality of discharge 
summaries. Individualised feedback has been used in similar projects to drive improvement.4 Electronic records have the 
potential to greatly expand our use of personal feedback on areas such as documentation, prescribing and requesting. Our 
challenge is to sustain and build upon this improvement within our department. To this end, we aim to provide annual 
teaching on discharge summaries as well as continued sampling of summaries to monitor quality and provide feedback.
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Falls represent the most common reason for presentation to the 
emergency department for those aged over 65 (1) . Postural hypotension 
often associated with falls in elderly patients (2) and hence diagnosing it 
becomes crucial in multifactorial fall risk assessment. Royal Colleges of 
Physicians (RCP) sets out a clinical guideline to standardize the correct 
technique of measuring lying and standing blood pressure (LSBP) (3) . 

Zayar, Min; Naeem, Yousaf; Win, Htet; David, Platts; Kadambari, Tyagi; Emma, Ooi; Shridhar, Budhev; Albin, Shaji; Yan Lin, Kyaw; Benjamin, Brazier; Irfan, Malik 
University Hospitals Birmingham, UK 

Quality Improvement Project: Diagnosing Postural Hypotension In Patients Admitted With Falls

Background

Aims and Objectives 

To evaluate the methods of diagnosing postural hypotension in patients 
admitted with falls.
To improve the standard of care in diagnosing postural hypotension.

Methods 

Retrospective review of inpatients, aged over 65, who had been admitted 
with fall to Queen Elizabeth Hospital Birmingham (QEHB) was carried out 
between January 2022 and July 2023. This audit assessed the 
measurement and accuracy of LSBP across various geriatric wards which 
included whether LSBP had been requested and completed as well as 
correctly recording the measurements according to the RCP Guideline.

We used Plan-Do-Study-Act (PDSA) method. Each cycle is followed up by 
various interventions such as small group teachings, awareness measures 
and posters to improve the quality and standards of diagnosing LSBP.

A total of 3 cycles including 261 patients were reviewed. 

Outcome and results

The findings show progressive improvement with the 
interventions carried out after each cycle. Clinicians requesting 
LSBP improved from 72% to 98%.

The completion of LSBP measurement also showed an 
improvement from 52% to 91% within our study periods. 
Evidence of recording 3 readings had improved from 5% to 49%

Discussions and Recommendation

Our interventions in this QIP had led to significant Improvement in quality of 
measuring and recording LSBP in accordance with RCP guideline. Diagnosing 
postural hypotension and addressing the issues with appropriate clinical 
intervention aims to prevent further falls in elderly patients (4) on geriatric 
wards.
However, this QIP excluded patients who were bedbound and end of life care. 
And there were also limitations in recording of 3 readings in our trust’s 
electronic noting system which was difficult to improve in the short time. 

Overall, this QIP had significantly increased the awareness of diagnosing 
postural hypotension in patient admitted with fall and improved the methods of 
correct measurement and interpretation of LSBP.
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